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tables, it covers countries, territories, cities or areas. 

- i i -



PREFACE 

The Forty-sixth World Health Assembly was held at the Palais des Nations, Geneva，from 3 to 14 May 
1993，in accordance with the decision of the Executive Board at its ninetieth session. Its proceedings are 
published in three volumes, containing, in addition to other relevant material: 

Resolutions and decisions,1 and list of participants - document WHA46/1993/REC/1 

Verbatim records of plenary meetings - document WHA46/1993/REC/2 

Summary records and reports of committees - document WHA46/1993/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, volumes I，II and ÏII (third edition)，which contain 
most of the resolutions adopted by the Health Assembly and the Executive Board between 1948 and 1992. 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 (third edition) of the Handbook (page XIII). 
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SUMMARY RECORDS OF MEETINGS OF COMMITTEES 

GENERAL COMMITTEE 

FIRST MEETING 

Monday, 3 May 1993，at 17h30 

Chairman: Mr C. ORTENDAHL (Sweden) 
President of the Health Assembly 

1. ADOPTION OF THE AGENDA AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES 
(Document A46/1) 

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 A46/1. 
Additional documents had been included under items 22.1 and 29.2, namely documents A46/33 and 
A46/33 Corr.l (Report of the External Auditor to the World Health Assembly) and document A46/32 
(Salaries and allowances for ungraded posts and the Director-General) respectively. The effects on the rights 
of the former Socialist Federal Republic of Yugoslavia of the decision taken in the first plenary meeting would 
be included under a supplementary item to be dealt with later. 

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 27 (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 
between 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 16, he noted that 
the Health Assembly had already dealt with items 1 to 7 that afternoon. The Committee was at present 
dealing with item 8, on which he would transmit its recommendations to the plenary meeting the following 
morning. The remaining items (9 to 16) would be examined in plenary session, as scheduled. 

In the case of item 11 (Admission of new Members and Associate Members), he announced that 
applications for membership of WHO had been received from Tuvalu and Andorra (documents A46/4, 
A46/INF.DOC./1 and A46/INF.DOC./7), and should be placed under that item. 

It was so agreed. 

The CHAIRMAN concluded 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 
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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-sixth 
World Health Assembly should close no later than Friday, 14 May, and drew attention to the preliminary 
timetable prepared by the Board (document A46/GC/1). A plenary meeting was scheduled for Saturday, 
8 May, at the same time as a meeting of Committee A. 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, 4 May, Wednesday, 
5 May, Thursday, 6 May, Friday, 7 May and Saturday, 8 May. 

Dr CALMAN (United Kingdom of Great Britain and Northern Ireland) submitted that a number of 
Member States felt the need for a thorough discussion on the Report of the External Auditor to the World 
Health Assembly. Member States had not yet had an opportunity to discuss it in Committee B, and a number 
of delegations considered that such a discussion should take place before the appointment of the 
Director-General. Media reporting had linked the report with the appointment of the Director-General. The 
disruptive effect on the Organization of press speculation was regrettable and unhelpful to all concerned, 
including the Director-General. The Assembly should permit no scope for unhelpful press comment after the 
appointment of the Director-General; it would be most damaging if it appeared that the election had taken 
place before Member States could inform themselves of the facts of the report and clarify the matter with 
proper discussion. He therefore suggested, after discussion with a number of delegations, that consideration of 
item 12 (Director-General, appointment and approval of contract) should be postponed until the afternoon of 
Friday, 7 May. 

Mrs KIMBLE (United States of America) endorsed that suggestion and pointed out that an early and 
full discussion of the report was in the interest of all Member States. 

Mr KAWAI (Japan) emphasized that the findings of the External Auditor were unrelated to the 
appointment of the Director-General, and should not be discussed in that context. Member States had been 
given sufficient time to study the content of the report, and his delegation was fully prepared to discuss in 
Committee В its findings and recommendations in order to improve the efficiency and effectiveness of the 
Organization. The Executive Board, at its ninety-first session, had agreed upon the order of the agenda. As 
the situation had not changed since then the Assembly should follow that order and deal with item 12 as 
scheduled. 

Mr BONNEVILLE (France) endorsed the suggestion of the delegate of the United Kingdom. The 
agenda should be rearranged so that item 12 could be discussed after the Health Assembly had been informed 
of the findings of the External Auditor. 

Dr LI Shichuo (China) endorsed the view of the delegate of Japan that there should be no link between 
the report of the External Auditor and the appointment of the Director-General, and that item 12 should be 
dealt with as scheduled. 

Mr OSMANY (Bangladesh) considered that the suggestion to modify the order of agenda items was 
based on the assumption that the report of the External Auditor contained information that might change the 
position of Member States on confirmation of the candidate nominated by the Executive Board. However, the 
report did not contain any unusual information on the financial management of WHO. The kind of minor 
discrepancies it pointed out appeared in all previous reports of the External Auditor but had never been held 
against an incumbent Director-General. Even stronger objections of the External Auditor had never been used 
by Member States to discredit a Director-General or to block his election. Any attempt to do so now would 
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involve wider questions, such as a review of all the previous reports of the External Auditor and the action 
taken by Member States when they had been submitted. There had been many instances of members of the 
Executive Board receiving contracts from WHO, but they were not grounds for recrimination, which would 
damage the image of the Organization. He therefore supported the position of the delegates of Japan and 
China that the findings of the External Auditor and the appointment of the Director-General were unrelated, 
and that the order of agenda items should remain unchanged. 

Mr BERNHARDSEN (Norway) endorsed the suggestion of the delegate of the United Kingdom. Other 
delegates might not share the views of the previous speaker, and he considered it proper that the Health 
Assembly in plenary session should have the opportunity to review the report of the External Auditor before 
the appointment of the Director-General. 

Dr ANTELO PÉREZ (Cuba) observed that delaying the appointment of the Director-General until 
Friday could mean that the chief delegates of many Member States would be absent, as they often had to leave 
during the week. He therefore suggested that discussion in Committee В of the report of the External 
Auditor, scheduled for the afternoon of Thursday, 6 May, should be brought forward to the morning of 
Tuesday, 4 May. That would give the whole of Tuesday and the morning of Wednesday, 5 May for discussion, 
to be followed on Wednesday afternoon by the appointment of the Director-General in plenary session. He 
considered it unwise to change the schedule established for item 12. 

Mrs KIMBLE (United States of America) pointed out that, first, it was the General Committee, not the 
Executive Board, which set the final agenda for the Health Assembly, as events requiring discussion might 
occur between the time of the Board and the Health Assembly. Secondly, the request for a report from the 
External Auditor had come after the provisional agenda had been discussed. Lastly, it was troubling that the 
report indicated that contracts had been signed with and funds released to members of the Executive Board, 
which brought into question the Board's credibility. Her delegation recommended an early discussion of the 
report solely in order to clarify the matter and minimize any damage to WHO. 

Mr MAL'CEV (Russian Federation) expressed his concern that the press might misuse the report of the 
External Auditor as it had misused other matters. He considered that there was no link between that report 
and the appointment of the Director-General. However, if delegates were eager to examine the report, then 
Committee В should start discussing it on Tuesday, 4 May at 8h00 and present its report sooner than 
Wednesday, 5 May, to enable delegates to have a better understanding of the situation as soon as possible. 

Dr STAMPS (Zimbabwe) supported the position of the delegates of Cuba and of the Russian 
Federation. He asked if the Chairman of Committee В would accept the task of presiding over the discussion 
on the report of the External Auditor on the morning of Tuesday, 4 May. 

Mr TAITT (Barbados), Chairman of Committee B, said that he was at the disposal of Committee В if it 
wished to begin discussions the following morning. 

Mr AITKEN (Assistant Director-General) informed the Committee that the External Auditor might not 
be available to present his report if discussion on it was brought forward to the morning of Tuesday, 4 May. 

Mr KAWAI (Japan) reiterated that there was no link between the appointment of the Director-General 
and the discussion on the report of the External Auditor. No serious irregularity had been pointed out that 
made it necessary to discuss the findings of the report before the appointment of the Director-General. 
Although he was fully prepared to discuss those findings in order to improve the working of the Organization, 
he would not agree to doing so before the appointment of the Director-General because the discussions would 
be used to feed misleading press reports. 

Mr BARBUDA (Brazil) endorsed the suggestion made by the delegate of Cuba. Although there was no 
link between the report of the External Auditor and the appointment of the Director-General, prior discussion 
of the report would make it possible to take into consideration the concerns of other Member States. 

Referring to the opinion expressed by the outgoing President of the Health Assembly in his address at 
the second plenary meeting that the report of the External Auditor should be discussed before the 
appointment of the Director-General, Dr AL-JABER (Qatar) suggested that that discussion should take place 
in plenary session so that all delegates could participate. 
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Dr CALMAN (United Kingdom of Great Britain and Northern Ireland) stressed that his previous 
intervention had not been about "discrimination", "incrimination" or "corruption", terms used by subsequent 
speakers. Those matters had not been raised by the delegation of the United Kingdom. The suggestion made 
by the delegate of Cuba, which separated the question of the report of the External Auditor from that of the 
appointment of the Director-General - the concern of his delegation - would be entirely acceptable, with the 
proviso that the External Auditor should be present to introduce his report. 

Professor GIRARD (Chairman of the Executive Board) explained that when he had requested a report 
on possible financial irregularities, his sole concern had been that the truth should be established. If rumours 
were unfounded, that should be made known; if not, that should also be made clear and appropriate measures 
taken. The Health Assembly, as the supreme decision-taking and policy-making body, was to be informed of 
the findings. Since there was every interest in clarifying matters, could there be any strong argument for 
postponing the debate? That in itself would draw criticism. Although not a member of the General 
Committee, he would support the suggestion to discuss the report of the External Auditor before the 
appointment of the Director-General. 

Mr BONNEVILLE (France), referring to the proposal of the delegate of Cuba, noted the division of 
work between Committee A and Committee B, the former being responsible for the review of the proposed 
programme budget for the financial period 1994-1995. Since delegates concerned with budgetary matters 
would be participating in Committee A, it might be difficult to switch them to Committee B, so problems might 
arise if the report of the External Auditor were to be examined on the morning of Tuesday, 4 May, at the 
same time as the review of the proposed programme budget. The work would be better organized if the 
timing of the discussion on the report of the External Auditor was maintained as originally scheduled. 

Mr OBIMPEH (Ghana) considered that Committee В should critically examine the findings of the 
External Auditor and report to the Health Assembly as soon as possible, even though the appointment of the 
Director-General was unrelated to that examination. 

Mr SIDIBE (Mali), concurring with the previous speaker, called for a practical solution to which the 
Committee could agree. 

Mr NGOUBEYOU (Cameroon) endorsed the suggestion of the delegate of Cuba since, as the timetable 
stood, Committee В had no work scheduled for Tuesday, 4 May and the Chairman was available. 

.« •� • " * 

Mrs LINI (Vanuatu), Vice-President of the Health Assembly, said she would have preferred the 
appointment of the Director-General to precede the review of the report of the External Auditor so that the 
Assembly could guide the next Director-General concerning action to be taken on its findings. She 
nevertheless endorsed the suggestion of the delegate of Cuba, if only because ministers of health from the 
Western Pacific Region might not be present the following week owing to other commitments. However, if the 
External Auditor was not available to present his report she suggested keeping to the original timetable. 

The CHAIRMAN concluded that the impediment to following up the suggestion of the delegate of Cuba 
was not knowing whether the External Auditor could be present on Tuesday, 4 May, for the discussion on his 
report in Committee B. He therefore proposed that consideration of the timing of agenda items should be 
suspended while the External Auditor was being contacted. 

It was so agreed. 

Referring to the list of speakers for the debate on agenda items 9 and 10’ the CHAIRMAN suggested 
that, in accordance with established procedure, the order of speakers on the list, which already contained 
95 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 meeting was suspended at 18h30 and resumed at 18И45. 
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Mr AITKEN (Assistant Director-General) informed the Committee that on the morning of Tuesday, 
4 May, no member of the External Auditor's staff could be present. On Tuesday afternoon, the Audit 
Manager, Geneva, who had been closely involved with the report, and his staff could be present to answer 
questions. On the morning of Wednesday, 5 May, the Associate Director International, London, immediate 
supervisor of the Audit Manager and also closely involved with the report, could be present. On Wednesday 
afternoon Sir John Bourn, the Comptroller and Auditor General, would be available to present his report. 

The CHAIRMAN, assuming that the delegates wished to maintain the timing of the appointment of the 
Director-General and to find an appropriate time before then to discuss the report of the External Auditor, 
suggested that the discussion could take place on the afternoon of Tuesday, 4 May, on the morning of 
Wednesday, 5 May, when the senior auditor could be present, or else as originally scheduled in the preliminary 
timetable. 

Dr ANTELO PÉREZ (Cuba) favoured the afternoon of Tuesday, 5 May, when the Audit Manager, 
Geneva, could be present. The timing of the appointment of the Director-General would remain as originally 
scheduled. 

Dr CALMAN (United Kingdom of Great Britain and Northern Ireland) accepted the suggestion, adding 
that the discussion could well continue on the following morning when the Associate Director International, 
London, would be available. 

Dr LI Shichuo (China) agreed with the proposed timing of the discussion. 

Mr MAL'CEV (Russian Federation) maintained that the report should be presented by the External 
Auditor himself. If the report could not be introduced by him at the beginning of the discussion in 
Committee B, then there was no sense in changing the order of the agenda. 

Mr TAITT (Barbados), Chairman of Committee B, considered that the afternoon of Tuesday, 4 May was 
the most appropriate time for the discussion since Committee В could work without pressure, and the timing 
satisfied all requirements. The Committee would deal first with item 21 (Election of Vice-Chairmen and 
Rapporteur), then, under item 22.1, would discuss the report of the External Auditor, and would continue with 
item 22 (Review of the financial position of the Organization) on Wednesday, 5 May. In re^onse to the 
previous speaker, he said that if any matter arose that required an answer from the Associate Director 
International, London, discussion could be suspended until the following morning, when he would be present. 

Mrs KIMBLE (United States of America) welcomed the constructive compromise and suggested that it 
might be useful to have the Internal Auditor present during the discussion. 

The CHAIRMAN concluded that Committee В would meet on the afternoon of Tuesday, 4 May, at 
14h30, to take up the items that had originally been scheduled for the afternoon of Wednesday, 5 May, namely 
items 21 and 22. 

Mr KAWAI (Japan) appreciated the fact that a large number of Member States had clearly stated that 
there was no link between the discussion on the report of the External Auditor and the appointment of the 
Director-General. He agreed to the compromise reached for the sake of the smooth conduct of proceedings in 
the Assembly. He sought confirmation that the appointment of the Director-General would take place as 
planned at 14h30 on Wednesday, 5 May, and that discussion on the report of the External Auditor would 
conclude on the afternoon of Tuesday, 4 May. 

The CHAIRMAN suggested that, while Committee В handled items 21 and 22，the discussion of item 18 
(Proposed programme budget for the financial period 1994-1995) in Committee A should be moved to the 
place on the timetable that had originally been planned for discussion on items 21 and 22 in Committee B. In 
response to the query of the delegate of Japan, he confirmed that there was no change in the proposed 
timetable with regard to the appointment of the Director-General. The General Committee was not in a 
position to confirm that discussion in Committee В on the report of the External Auditor would be concluded 
at the time foreseen; that was for Committee В to decide. 

The Committee agreed to the programme of work of the Health Assembly with the changes proposed to 
the timetables of Committee A and Committee B. 
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The General Committee decided to meet next on Thursday, 6 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 meeting rose at 19h05. 

SECOND MEETING 

Thursday, 6 May 1993，at 17h20 

Chairman: Mr C. ORTENDAHL (Sweden) 
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 
Rules 101 and 102 of the Rules of Procedure of the Health Assembly. To help the General Committee in its 
task, two documents were before it: a list, by Region, of Members of the Organization which were or had 
been entitled to designate persons to serve on the Executive Board; and a table showing the present 
composition of the &ecutive Board by Region, with the names underlined of the 10 Members whose term of 
office would expire at the end of the Forty-sixth World Health Assembly and which had to be replaced, 
namely: for the African Region, Rwanda, Sao Tome and Principe, Senegal and Seychelles; for the Region of 
the Americas, United States of America; for the South-East Asia Region, Myanmar; for the European 
Region, France and the Russian Federation; for the Eastern Mediterranean Region, Iraq; and for the 
Western Pacific Region, China. 

As no additional suggestions were made by the General Committee, he noted that the number of 
candidates proposed under Rule 101 of the Rules of Procedure 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 10 Members to the 
Health Assembly for the annual election of Members entitled to designate a person to serve on the Executive 
Board: Costa Rica, Israel, Morocco, Nepal, Togo, Turkey, Uganda, United Republic of Tanzania, Viet Nam 
and Zaire. 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 

The General Committee heard reports from Dr SIDHOM (Tunisia), Chairman of Committee A, and 
Mr TAITT (Barbados), Chairman of Committee B, on the progress of work in their committees. 

Mr TAITT (Barbados), Chairman of Committee B, pointed out that the World Health Assembly Journal, 
No. 4，had published information on the timing of the meeting of Committee В to be held on Friday, 7 May, 
before the General Committee had decided on the timetable, and without having consulted him. Any decision 
on matters relating to Committee В should be made in consultation with either the Chairman or one of the 
other officers. 
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Dr RAY (Office of Governing Bodies and Protocol), explaining that the timing indicated for the meeting 
had been intended as a suggestion, extended his apologies to the Chairman of Committee B. 

The General Committee then drew up the programme of meetings for Friday, 7 May, Saturday, 8 May, 
Monday, 10 May, and Tuesday 11 May, and agreed to hold its own next meeting on Tuesday, 11 May at 17h30. 

The meeting rose at 17h40. 

THIRD MEETING 

Tuesday, 11 May 1993，at 17И45 

Chairman: Mr C. ORTENDAHL (Sweden) 
President of the Health Assembly 

1. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

After the Committee had heard the reports of Dr SIDHOM (Tunisia), Chairman of Committee A, and 
Mr TAITT (Barbados), Chairman of Committee B, on the progress of the work of those committees, the 
CHAIRMAN suggested that agenda item 20 (Global strategy for the prevention and control of AIDS) should 
be transferred from Committee A to Committee B. 

It was so agreed. 

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

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, 4 May 1993 at 10h40 

Chairman: Dr M. SIDHOM (Tunisia) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 17 of the Agenda (Document A46/38) 

The CHAIRMAN expressed gratitude for his election and welcomed those present, particularly the 
delegates of the new Member States which had joined the Organization since the Forty-fifth World Health 
Assembly and the observer for Tuvalu. 

He then drew attention to the third report of the Committee on Nominations (document A46/38)1 in 
which Dr L. A. Pico (Argentina) and Dr M. Tierney (Ireland) were nominated as Vice-Chairmen and 
Dr S. Varea (Fiji) as Rapporteur. 

Decision: Committee A elected Dr L. A. Pico (Argentina) and Dr M. Tierney (Ireland) as Vice-
Chairmen and Dr S. Varea (Fiji) as Rapporteur.2 

2. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the 
Agenda3 (Documents PB/94-95 and A46/31)4 

The CHAIRMAN proposed that consideration of sub-item 18.1 (General policy matters) should be 
followed by consideration of sub-item 18.2 (Programme policy matters). Under each programme area the 
Committee would study programme policy matters, the separate reports submitted by the Director-General on 
individual programmes, including his progress reports on the implementation of resolutions listed under item 
19 of the agenda, and specific issues raised by delegates，including any draft resolutions. When the Committee 
had concluded its examination of all the programmes, it would move on to sub-item 18.3 (Financial policy 
matters) under which the revised proposed appropriation resolution for the financial period 1994-1995 would 
be considered. 

The proposed procedure was approved. 

GENERAL POLICY MATTERS: Item 18.1 of the Agenda (Documents PB/94-95, pages x-xv, and 
EB91/1993/REC/1, Part II, Chapter I) 

Professor GIRARD (representative of the Executive Board), introducing the item, said that the 
Executive Board's deliberations on general policy matters had been based on the statements made by the 
Director-General and the Regional Directors, who had emphasized the impact of economic and political 
changes on health development, as well as on the major challenges facing WHO and its Member States during 
the period covered by the proposed programme budget and beyond. Those changes were obliging the United 

1 See page 298. 
2 Decision WHA46(4). 
3 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
4 Document WHA46/1993/REC/1, Annex 11. 
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Nations and the specialized agencies to review their role and methods of work and, in particular, to improve 
coordination within the system. The governing bodies and the Director-General had to assess the implications 
of that process for the Organization's future. 

TTie Executive Board had appreciated the fact that in the proposed programme budget innovative 
measures had been adopted at all levels to take account of the economic, political and health situation, but it 
had regretted that uncertainties and budgetary constraints were considerably restricting the Organization's 
capacity to plan efficiently. WHO had, unfortunately, perhaps too many different programmes, which led to a 
"balkanization" or fragmentation of action. They did in fact constitute a whole and needed to be coordinated 
at the regional and, especially, country levels. Budgetary constraints, which were already adversely affecting 
the implementation of the Eighth General Programme of Work and would also affect the Ninth, could be 
salutary if they led to a reassessment of the Organization's methods of work and promoted the necessary 
internal reforms. 

WHO's policy of zero budget growth in real terms might be a source of satisfaction, but it was also a 
source of concern, since it led to dependence on extrabudgetary contributions. The Executive Board had 
considered that, in order to ensure policy coherence and the attainment of the Organization's priority goals, it 
must play a more active role in the scrutiny of the major programmes financed mainly by voluntary 
contributions. It was clearly unwise that about half of an organization's budget should not be examined by its 
governing bodies. The Health Assembly was in fact reviewing under 50% of WHO's budget, the remainder 
being, in a way, beyond its control, although the programmes concerned were subject to the control of a 
number of donor institutions. The Executive Board had begun to consider that point and would no doubt take 
it up again. 

Noting that during the past few years health had assumed or, rather, reassumed the status of a 
fundamental value, deeply rooted in human consciousness, he wondered whether it was reasonable that the 
dogma of zero growth should be retained when there were indications that minimum decent requirements were 
not being met and that some inequalities were increasing? Consequently, a debate had been initiated on 
whether or not the zero growth target was acceptable. 

Regret had been expressed in the Board at the low or reduced budgetary allocations for some 
programmes. As he had indicated earlier, the fragmentation of programmes made it more difficult to have a 
global policy and budgetary perspective. The increasing imbalances might suggest the need to review and 
strengthen primary health care policies, which required infrastructures to be put in place. Primary health care 
continued to be the most effective way of delivering services, but strategic deployment of health personnel, 
including nurses and midwives, was essential to prevent disease and promote health at the community level. 

Throughout the general policy discussion, members had constantly expressed the wish for changes in the 
way the Organization worked and functioned, and even a review of the Organization's mission 45 years after its 
creation. In that regard, the final report of the Executive Board Working Group on the WHO Response to 
Global Change1 was eagerly awaited and would be distributed during the Health Assembly. Although it had 
not yet received formal approval from the Executive Board, some Board members had suggested that it might 
be considered during the discussion of the current item. If that suggestion was acceptable, the members of the 
Working Group present at the Health Assembly could assist in explaining the Group's proposals. 

The CHAIRMAN proposed that consideration of the report of the Executive Board Working Group 
should be included in the current discussion. 

It was so agreed. (See summary record of the ninth meeting.) 

Dr VASSALLO (Malta) commended the enhanced transparency of the budget tables presented in 
document PB/94-95 showing the breakdown of various levels of activity for each programme. He welcomed 
the improvements in the programme statements but suggested that they would be of greater value if they 
contained a more critical appraisal, including a list of concluded or discontinued activities. 

He looked forward to the conclusions and recommendations of the Executive Board Working Group, 
which would have a profound effect on the future direction and work of the Organization. 

He was pleased that the current proposed programme budget continued to reflect the five areas of 
emphasis. It was vitally important to continue to build up strong, effective health infrastructures, so he 
welcomed the allocation of the largest share of regular budget resources to supporting such activities. 
Nevertheless, he had reservations about various allocations made within the programme concerned. 

1 Document EB92/1993/REC/1, Annex 1. 
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He accepted the continued policy of zero real growth and supported the proposals for further savings in 
respect of the Health Assembly in even-numbered years, the proposal to print Basic Documents biennially, and 
the proposed change in the format of the verbatim records. In general, he supported the Director-General's 
proposals for further reductions in the global and interregional budget, but had strong reservations about 
reduced support to health systems infrastructure and primary health care, monitoring of drugs, and health 
promotion activities. Programmes which attracted large sums of extrabudgetary funding should bear the brunt 
of any further cuts. 

He expressed concern about many of the proposed reductions at regional level, especially support to 
programmes in countries. Further cuts might render regional offices unable to serve their Members. He was 
therefore pleased that the Director-General had recognized that regional requirements had been affected by 
recent developments, and requested him and the Executive Board to review the way in which regional budgets 
were allocated with a view to introducing a fairer system in the future. 

Dr ALVIK (Norway), speaking on behalf of the Nordic countries, said that discussions on the 
programme budget were extremely important, since appropriate financial management was a prerequisite for 
efficient and effective use of resources. The budget had to reflect the priorities set by Member States at 
Health Assemblies, and could also be a tool in the decision-making process of the Organization. Programme 
planning and financial management must therefore be closely linked. The Nordic countries felt there was an 
urgent need to make the budget more comprehensive and transparent and that greater attention should be 
paid to monitoring and evaluating budget performance and impact. 

She had four major concerns concerning the proposed programme budget before the Assembly: 
(1) although the quantity of information was impressive, it was presented in such a way that it was difficult to 
extract strategic information; (2) the unclear presentation made it difficult to relate strategic and financial 
priorities; (3) the budget should reflect the Director-General's readiness to respond to comments by Member 
States at earlier Health Assemblies and by the Executive Board; (4) she shared the concerns expressed at the 
ninety-first session of the Executive Board at the increase in administrative costs, including staff costs. 

An example of the Organization's failure to follow up recommendations of the Health Assembly was the 
fact that in the 1994-1995 proposed programme budget the financial provision for women's health was unclear 
and appeared to be lower than in 1992-1993 despite the reality that the health of women and children was 
seriously threatened on a global scale. By contrast, considerable resources had been allocated to emergency 
relief, although the Executive Board had not had the opportunity to discuss and define the role and function of 
WHO in the response of the United Nations system to emergencies. The Nordic United Nations Project had 
certainly not seen WHO as taking a leading role in emergency relief, and she questioned the decision in the 
previous budget to allocate to that area US$ 40 million, twice the amount spent on nutrition and equal to the 
total expenditure on maternal and child health care. 

The proposed programme budget showed an increase compared to the budget for the current biennium 
of almost US$ 138 million, of which US$ 95 million related to increased staff costs. The proportion allocated 
for staff and other administrative costs seemed unreasonable. 

She supported the reservations made by the Executive Board in its resolution EB91.R12 of January 1993. 
The resolution adopted by the Forty-sixth World Health Assembly should specify areas for improvement and 
reform. 

In a changing world, WHO faced new needs and challenges. It must therefore have greater budgetary 
flexibility to allow reallocation of resources to priority areas. The implementation of the 1994-1995 budget and 
planning for the next budget period should be closely linked to the outcome of the report of the Executive 
Board Working Group on the WHO Response to Global Change. Decisions taken at the current Health 
Assembly would be crucial for the future of WHO. Budgetary reform was urgent and the Executive Board's 
conclusions on the WHO response to global change must be discussed at the next World Health Assembly. 

Dr CICOGNA (Italy) commended the Organization's efforts to maintain zero real growth in a period of 
general recession and economic stagnation. He understood the considerable cost increases faced by the 
Organization, but inflation and fluctuations in the rate of exchange of the US dollar also affected the Member 
States. The assessed contributions of Member States for the forthcoming biennium had been considerably 
increased, in the case of his country by more than US$ 7 million compared with 1992-1993. His Ministry of 
Health would have to seek additional allocations from the Treasury, and it was doubtful whether further 
increases in contributions could be met in the future. 

At times of severe financial constraints, budget reductions，however painful, became inevitable. WHO 
must set clear priorities and avoid fragmentation and duplication of activities, focusing on the targets and 
outcomes of programmes. 
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Observing that the balance between the regions remained the same as for previous programme budgets, 
he suggested that, in the light of changed regional requirements, such as the deteriorating health situation in 
centrai and eastern Europe, the Organization should consider establishing mechanisms for adjusting regional 
allocations. 

Dr VAN ETTEN (Netherlands) appreciated the Executive Board's concern that the Organization should 
seek a new role in the face of changing global conditions, emerging conflicts and continuing social problems. 
In that connection he referred to the contribution made at the third plenary meeting by Mr Simons, State 
Secretary for Welfare, Health and Cultural Affairs of the Netherlands, to the debate on items 9 and 10 of the 
agenda. He welcomed the emphasis on country health development in the proposed programme budget. 
Strengthening national capacity and coordination at national level were prerequisites for successful programme 
implementation. He commended the new initiatives on intensified WHO cooperation with countries in 
greatest need, presented by the Director-General. 

He emphasized the need for greater overall consistency in the Organization's programmes to avoid 
fragmentation and duplication. A good example of coordination to that end was the initiative by WHO and 
UNICEF for the integrated management of the sick child 

Lastly, he requested the Chairman of the Executive Board to explain the delay in producing the final 
report of the Working Group on the WHO Response to Global Change. 

Dr DLAMINI (Swaziland) welcomed the priority given to the five areas of emphasis in the 1994-1995 
proposed programme budget and the attempt to integrate programmes at country level. 

She expressed concern that extrabudgetary funds exceeded those of the regular budget. Extrabudgetary 
funds were controlled by donors, not the governing bodies of the Organization, and there was a clanger that 
WHO's priorities would not be respected. 

Greater coordination of activities was needed. She looked forward to the report of the Working Group 
on the WHO Response to Global Change, which would address areas of weakness and set directions and 
priorities for the Organization. 

Too great a proportion of the budget was allocated to staff costs, leaving insufficient resources for 
countiy-level programmes. The primary health care strategy offered the best use of scarce resources. 
Programmes at country level should be integrated into the primary health care infrastructure to avoid 
duplication of work. 

Finally, although the Organization had a good record of planning and implementing programmes, much 
greater emphasis was needed on monitoring and evaluation. 

Count VON WESTFALEN (Germany) remarked that the budget had grown so large that it was now 
difficult to judge the appropriateness of the various allocations. Clarity and transparency were lacking, crucial 
information was scattered throughout the document and checking on such information was almost impossible. 
The report by the External Auditor (documents A46/33 and A46/33 Corr.l) made that very clear and even 
suggested that some programme managers were unable to control their own budgets. Consideration must 
therefore be given to improving budgetary procedures. As a first step, a committee on budgetary and financial 
matters should be established, in conformity with the recommendation of the Joint Inspection Unit in its report 
JIU/REP/89/9. Such a committee, limited in size and consisting of budgetary and financial experts, could 
work in close cooperation with the Executive Board. It could assist by making realistic proposals to the Board, 
help to amend the complex budgetary structures, and monitor the implementation of the approved budget. 
Most specialized agencies had a committee of that sort, which worked to the benefit both of the agencies and 
of their Member States. 

The use of extrabudgetary funds was another matter of great concern. Recourse to them was more and 
more frequent, but they were difficult to control and, since they did not entirely cover the expenditures they 
engendered, they needed heavy subsidies from the regular budget. Ultimately, all Member States were paying 
for the use of extrabudgetary funds out of their assessed contributions to the regular budget. He would 
welcome proposals from the Secretariat on how to deal with the matter. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) recalled the Director-
General's remark that, as WHO would be celebrating its fiftieth anniversary during the current decade, it was 
an appropriate time to take stock of where the Organization was and where it was heading. Recent global 
developments made such stock-taking essential. The establishment of the Executive Board Working Group on 
the WHO Response to Global Change had been timely, and he hoped that its efforts would prove useful in 
charting WHO's course for the future. Programme planning for the 1994-1995 biennium should incorporate 
any changes that would improve the operation of the Organization. 
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While congratulating the Director-General on keeping spending within the limits of zero real growth, he 
stressed the need for detailed information on budget planning and the issues that underlay spending on 
programmes, such as priorities, balance and value for money. There was also a need for targets, objectives and 
measurable outcomes, for a mechanism to allow real debate about budgetary allocations, and for policy analysis 
to provide guidance to the Director-General. It was also essential, when reviewing the regular budget, to 
consider extrabudgetary funding as well. 

The United Kingdom warmly welcomed the emphasis on strong and well-functioning infrastructures. In 
times of financial stringency, it was important to ensure that precious resources were used prudently and that 
health care delivery was as efficient as possible. Primary health care remained the most cost-effective means 
of achieving that end, but it required structured development, thoughtful deployment and efficient use of 
human resources. The strategic deployment of nurses and midwives was essential to that endeavour, 
particularly in connection with disease prevention and health promotion at community level, and he hoped that 
any recommendations from the Global Advisory Group on Nursing and Midwifery would be taken into 
account. 

Mr BROADNAX (United States of America) said that, as the first representative to the World Health 
Assembly for the new administration of President Clinton, he welcomed the opportunity to speak on the 
Director-General's programme budget proposal for 1994-1995. The United States hoped that the Committee 
would give it a full review in the weeks ahead. 

His delegation appreciated the fact that a budget reflecting zero real growth had been submitted. In the 
current difficult financial times, Member States could not be expected to finance new activities unless the 
Organization had clearly thought out which items could be cut to make way for them. Referring to 
paragraph 5 of the Introduction to the proposed programme budget, he welcomed the Director-General's 
positive response to the establishment by the Executive Board of a Working Group on the WHO Response to 
Global Change. The Working Group would provide an opportunity for WHO to make some serious and 
necessary changes, and he trusted that the Director-General would put the relevant proposals into effect. 

Paragraph 10 of the Introduction referred to transparency in WHO's work with Member countries: the 
United States applauded that approach. The report by the External Auditor on alleged financial irregularities 
was the type of study that might be needed, perhaps on a continuous basis, to ensure thorough and detailed 
vetting by Member States of WHO's operations. 

He was pleased to see, from paragraph 11 of the Introduction, that country activities had largely been 
protected from the real reductions proposed. He took the view, however, that no activities in any part of the 
Organization would be harmed by the proposed 2.5% real reduction, since it would merely expunge vacant 
posts and programme activities not being implemented owing to shortage of funds. 

He understood that the Programme Committee of the Executive Board, at its August 1992 meeting, had 
fully discussed budget items that could be cut. Areas mentioned had included the management portion of the 
budget, especially building management, which was reportedly at a far higher level than for the facilities of the 
International Labour Organisation. Mention had also been made of reducing the Health Assembly by two days 
in years when the programme budget was not discussed, and working towards a biennial Assembly, which in 
itself would save US$ 2.6 million. Other measures discussed had been reductions in the support for meetings 
of governing bodies, in the Director-General，s Development Programme, and in the staffing of the Director-
General's office and the New York and Brussels liaison offices, and a 5% cut in health information support. 
Attention should continue to be given to those and other options for savings. New organizational shifts should 
be made only if they would improve WHO's performance. 

The United States Government was concerned not only about the increase presented in the proposed 
programme budget submitted in December 1992 (document PB/94-95), but also about the increase reflected in 
the more recently distributed report by the Director-General on the proposed programme budget (document 
A46/31). The original budget proposal showed a cost increase, not of 12% as authorized by the Programme 
Committee, nor of 13% as authorized by the Director-General without consulting the Programme Committee, 
but of 15.46% - and that figure was retained in document A46/31. In document PB/94-95, an increase of fully 
17.12% was attributed to headquarters in Switzerland, where inflation remained very low • a projected 4% 
annually for each of the years 1993，1994 and 1995 (document PB/94-95, Annex 5，paragraph 10). That was 
just one of the reasons why the cost increase of 15.46% appeared excessive. 

The Executive Board had reached the same conclusion at its session in January 1993. In resolution 
EB91.R12, it had expressed concern about "the high level of the proposed budget over that for the preceding 
period" and had asked the Director-General to make further efforts to achieve reductions and economies. Yet 
the documentation before the Committee indicated that the Director-General did not wish to comply with the 
Board's request: while he identified a minimal amount - less than 1% - that could be eliminated, he advised 
against such a cut. 
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The United States of America believed that that approach failed to respond to the clearly expressed 
wishes of the Board and of many Member States. It proposed that the Assembly should adopt the budget for 
1994-1995，but with further cuts that should, at the very least, include the reduction of US$ 8 140 000 
mentioned in document A46/31. It hoped that over the next two weeks the Committee would continue the 
effort to obtain a lower budget. It believed the Director-General was in an ideal position to determine how 
the Organization might best absorb cost increases and to advise on programmes that could be reduced, and it 
looked forward to his positive response. 

Dr GEORGE-GUITON (France) considered that, while the format of the programme budget document 
had been somewhat clarified, there was room for still more improvement, for example by including synoptic 
tables to give delegations faster access to information. 

Regarding the general policy of the Organization, she felt that the dispersal of resources among far too 
many programmes militated against using an incisive strategy oriented towards carefully weighed priorities. 
The proliferation of such programmes led to duplication of effort. Such phenomena were to be observed in 
the United Nations system as a whole, and improved coordination and integration were necessary. 

With reference to budgetary constraints, she acknowledged that the zero real growth budget placed a 
strain on resources, but thought that the nominal increase requested by the Director-General for 1994-1995, 
amounting to 22%, was onerous for countries, whatever their assessment level. With the underutilization rate 
of 2.5%, that increase would be reduced to 18%, and in document A46/31 the Director-General proposed to 
subtract an amount corresponding to adjustments to exchange rates，bringing the figure down to 13% in 
nominal terms. She appreciated those efforts, but thought more work was required to reach a lower rate of 
increase in real terms. 

The approach to achieving zero real growth need not be a dogmatic one. Consideration should be given 
to options that would make for zero growth in a flexible, dynamic and pragmatic way, adjustable to priorities 
that emerged as the programme was implemented. To pursue that approach to planning, the Health Assembly 
and the Executive Board must be provided with tools to enable them to take the necessary decisions. In 
addition to budgetary tables, they must be given epidemiological tables providing a retrospective analysis of 
programmes so that decisions could be made on future priorities. 

With regard to programming strategy, the policy of health for all must remain the unchallenged guiding 
principle for WHO's work. Nevertheless, timetables and agendas must be chosen case by case, using the 
monitoring tools she had mentioned. In general, the Organization's resources should be reallocated in favour 
of country programmes and country offices in order to facilitate work in the field and increase WHO's visibility 
there. 

Finally, she wondered whether all the conclusions reached by the Working Group of the Executive Board 
could not, once the Health Assembly had studied them, be put into effect in the Ninth General Programme of 
Work, so that Programme's main orientations should not be prematurely frozen. 

Dr SHOGREN (Australia) said her delegation shared the concerns expressed at the Executive Board's 
last session regarding the need to ensure that WHO's resources were managed so as to maximize the benefits 
to health at the country level, particularly in developing countries. To that end, Australia supported the 
proposals to improve the format of the documentation and to identify clear priorities and tailor resources to 
them. In that respect, her country looked forward to the Director-General's response to the report of the 
Working Group on the WHO Response to Global Change. Financial and programme budget processes should 
be linked, and she had been pleased to hear the Director-General，s proposals to that effect in his address to 
the plenary session. Staff cost increases should be restricted in favour of country-level activities. 

Australia shared the concern about striking a balance between regular budget and special programmes, 
and looked forward to hearing how the Executive Board proposed to become more involved in the review of 
programmes funded by extrabudgetary resources. It noted what appeared to be greater efficiency in some such 
programmes, particularly in respect of the ratio of staff costs to those of programme activities. 

Finally, she reiterated Australia's view that the budget must be structured on the basis of zero real 
growth. 

Dr SAVEL'EV (Russian Federation) said that, in general, the activities proposed in the programme 
budget were consistent with both the Eighth General Programme of Work and the main priorities of the Ninth 
Programme. The adoption of an integrated approach and the merging of a number of disease control 
programmes should make WHO's work more efficient and promote better use of limited financial resources. 
He welcomed the reduction in staff numbers achieved by the elimination of vacant posts, WHO's continued 
emphasis on the needs of States, and its efforts to strengthen its expertise in economics and health financing. 
He agreed that the presentation of the proposed programme budget could be improved，and awaited with 
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interest the report of the Executive Board Working Group on the WHO Response to Global Change. It was 
gratifying that the tradition of a zero-real-growth budget had been maintained, but the nominal level of the 
budget had still increased as a result of inflation and currency fluctuations. 

Dr LU Rushan (China) said that the proposed programme budget reaffirmed the continued need for 
WHO's role of coordination and leadership in international health work. Paragraph 12 of the Introduction to 
the proposed programme budget enumerated the five main priorities of WHO's work, of which the first three -
environment, nutrition and integrated disease control - were particularly important. Even in a situation of zero 
real growth, he was glad to see that there was some possibility of an increase in resources in those important 
areas, as evidenced in paragraph 15 of the Introduction. 

He agreed with the Director-General's proposal that the regular budget for 1994-1995 should be reduced 
to US$ 830 241 000 (document A46/31, Annex 1). Health system infrastructure, which was vital for 
strengthening primary health care, particularly in the least developed countries, would account for some 32% 
of that figure. 

Noting that more than half the proposed activities for the biennium 1994-1995 were to be financed from 
extrabudgetary funds, he hoped that the Director-General would continue his efforts to mobilize such 
resources, in order to ensure the smooth implementation of the entire programme. Finally, he congratulated 
the Regional Director for the Western Pacific on the success of programme activities in that region, the wise 
selection of programme priorities and the optimal use of the region's limited resources. 

Dr LARIVIÈRE (Canada) agreed with some previous speakers that the proposed programme budget 
was not always clearly set out, particularly those sections dealing with increased costs. While some of the 
factors involved in the cost increases were quite clear, others might well give rise to controversy. Canada 
agreed with the Programme Committee of the Executive Board that WHO should aim at a 12% increase in the 
nominal level of the budget, which represented a compromise between the needs of countries and the limited 
resources of the Organization. 

In view of the concerns raised by the Executive Board at its ninety-first session in January 1993, the 
Director-General had identified further specific reductions in the programme budget, amounting to a little over 
US$ 8 000 000 or about 1% of the total budget (document A46/31, paragraph 12). Those cuts would enable 
the 12% target to be achieved. In fact, the Director-General enjoyed considerable autonomy in the allocation 
of budget funds, being authorized to transfer up to 10% of resources from one appropriation section to 
another, so he might be able to make further cuts. 

As other delegates had said, it was important to achieve the correct balance between staff costs and 
programme costs which，in the past, had been divided approximately 65%:35%. Staff costs - salaries, pensions, 
etc. - seemed to be increasing at the expense of programmes. Perhaps WHO could consider a different 
approach to its work, identifying the most important priorities and finding ways of meeting its obligations while 
reducing staff costs. It might be possible, for instance, to make better use of WHO collaborating centres. 

Professor GIRARD (representative of the Executive Board), answering questions about the work of the 
Executive Board Working Group on the WHO Response to Global Change, said that for a number of reasons 
the Working Group had not been able to finalize its report until March 1993. It had discussed, among other 
things, ways of monitoring expenditure from the regular budget, including the proposal that a special 
mechanism should be established for that purpose. It had also discussed ways in which the governing bodies of 
the Organization, and particularly the Executive Board could have the right of scrutiny over the use of 
extrabudgetary resources. With the Chairman of the Working Group, he would try to arrange a meeting to 
inform delegates about the Group's main conclusions. 

Mr AITKEN (Assistant Director-General) said that the Secretariat had noted delegates’ criticisms of the 
way in which the proposed programme budget had been presented, and would try to meet them in the next 
budget document, which would be the first relating to the Ninth General Programme of Work. He hoped that 
as the debate progressed delegates would suggest the improvements they would like to see. 

Regional allocations - a question raised by the delegates of Italy and Malta，among others - had not 
changed for many years. They were discussed in the report of the Executive Board Working Group, shortly to 
be issued, but he felt that more discussion would be needed before a decision could be made. The Secretariat 
acknowledged that the present system of monitoring and evaluation was inadequate; as the Director-General 
had stated earlier in his address to the plenary meeting，it was one of the areas which were due for reform. 

On the subject of support costs for extrabudgetary programmes, the Secretariat had submitted a report to 
the ninety-first session of the Executive Board and the Board had asked for further information. The matter 
was also touched upon in the forthcoming report of the Executive Board Working Group. 
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The delegate of Canada had expressed the hope that the nominal rise in the budget would be restricted 
to 12%, while the delegate of the United States of America had suggested that that was the very maximum and 
that a smaller increase would be preferable. The savings of some US$ 8 ООО 000 identified in document 
A46/31 were feasible, although they would certainly affect the Organization's work - hence the caution in 
suggesting them. If the budget was to be reduced beyond that, he hoped that Member States would suggest 
specific areas where cuts could be made. 

Dr JARDEL (Assistant Director-General) said that the report of the Executive Board Working Group 
was due to be submitted to the ninety-second session of the Board, immediately after the Health Assembly. 
However, in view of the interest shown by many delegates, he would try to ensure that the report was available 
before the Health Assembly closed. It might also be possible to arrange a meeting to inform delegates about 
the main conclusions of the report, as Professor Girard had suggested. 

The delegate of Germany had suggested the establishment of a budget and finance committee. Would it 
not, however, be preferable to improve the existing mechanisms for review of the programme budget by the 
regional committees and, of course, by the Programme Committee of the Executive Board? 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) emphasized that many delegates 
had pointed to the need for the maximum resources to be devoted to meeting the needs of countries. 

The meeting rose at 12h30. 



SECOND MEETING 

Thursday, 6 May 1993，at 9h40 

Chairman: Dr M. SIDHOM (Tunisia) 
later: Dr L. A. PICO (Argentina) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the Agenda1 

(Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POUCY MATTERS: Item 18.2 of the Agenda (Document EB91/1993/REC/1, Part II， 

Chapter II) 

DIRECTION, COORDINATION AND MANAGEMENT (Appropriation Section 1) 

Governing bodies (programme 1) and WHO'S general programme development and management 
(programme 2) (Document PB/94-95, pages B-1 to B-33) 

Professor GIRARD (representative of the Executive Board) announced that an information meeting on 
the report of the Executive Board Working Group on the WHO Response to Global Change3 would be held 
on 7 May 1993 from 13h30 to 15h30, in response to requests from a number of delegations. The report was 
still subject to revision at the Executive Board session to be held at the close of the Health Assembly, and the 
comments of delegations would be welcome as they would certainly enrich the ensuing discussion within the 
Board. He apologized for the unavailability of a Spanish version of the report; a translation would be issued 
as soon as possible. 

Introducing the Executive Board's comments and conclusions on programmes, and beginning with 
programme 1 (Governing bodies), he noted that the Board had suggested reducing the length of the Health 
Assembly by two days in the years when the programme budget was not discussed. That subject was covered 
at length in document A46/20, which would be considered by Committee В when it came to item 25 of the 
agenda on the method of work of the Health Assembly, and therefore did not call for discussion at the present 
time. 

On programme 2 (WHO's general programme development and management) the Board had made no 
comments. 

Mr BOYER (United States of America) said that Table 5 in document PB/94-95, which summarized 
budgetary expenditures by programme, showed an increase of some 17% in the cost of holding meetings of the 
Health Assembly, the Executive Board and the Regional Committees. To reduce the budget, the Health 
Assembly might consider whether some of the money spent on holding meetings would not be better used to 
immunize children. Some thought had already been given to reducing the length of the Health Assembly by 
two days in years when the budget was not discussed and to holding biennial Health Assemblies, and those 
ideas should be kept in mind as the Organization sought to continue streamlining its operations. 

Concerning programme 2.4, Table 5 showed an increase of 23% for external coordination for health and 
social development. He had learned from a staff circular that the Office of External Coordination had been 
abolished and some staff moved to other posts and asked what effect that had had on the budget. 

Regarding programme 2.1 (paragraphs 18-21 on page B-12), the recent discussion of the external audit 
had brought out the importance of having a strong auditing function, linked to administrative management, 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
3 Document EB92/1993/REC/1, Annex 1. 
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within the Organization. A mechanism for ensuring continuous vigilance over expenditure of funds and for 
assuring Member States that their investments in WHO were being correctly and wisely spent must be 
provided. The linkage of auditing and administrative management was an excellent way of achieving that goal, 
and he urged the Secretariat to maintain and strengthen those operations. 

Mr AITKEN (Assistant Director-General) confirmed that considerable savings could be made by 
reducing the length and frequency of Health Assemblies. That topic was referred to in document A46/31 and 
would be discussed further under agenda item 25. Concerning structural changes in the Secretariat, the Office 
of External Coordination had indeed been abolished by the Director-General. Its functions had been 
separated into a number of different areas, notably those of inter-agency affairs and resource mobilization, 
with some going to governing bodies and protocol. The changes had had no budgetary effect so far, as they 
involved structural rather than financial reorganization and the staff numbers concerned had been kept at their 
previous levels. Document A46/31 mentioned further reductions the Assembly might wish to consider making 
in the budget, but they were unrelated to the reorganization and stemmed from the Executive Board's request 
that the Director-General should focus on programmes 1, 2 and 15 when considering possible reductions. 

He had taken due note of the comments on audit and administrative management. 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) 

Professor GIRARD (representative of the Executive Board) said that the Board's fruitful discussions on 
programmes 3 to 6 were summarized in document EB91/1993/ REC/1, Part II，Chapter II，paragraphs 15 to 
28. ' 。 a 

Concerning programme 3.1, Health situation and trend assessment, the Board had noted that budgetary 
restrictions had obliged the Organization to restrict its work under the programme to constitutional obligations 
such as international disease classification, administration of international health regulations, and the third 
follow-up of health-for-all strategies at the global and interregional level. It had indicated that priority should 
be given to strengthening epidemiological and statistical services at country level in order to provide a better 
understanding of the national health situation. The methodological aspects of evaluation and rapid assessment 
techniques should be further developed. Finally, the Board had suggested that surveillance of environmental 
pollution, which was becoming a major problem, should be strengthened. 

In connection with programme 3.2, Managerial process for national health development, including 
intensified cooperation with countries and peoples in greatest need，the Board had indicated its continued 
support for the effort to promote such cooperation, in conformity with resolutions WHA43.9 and WHA43.17. 
It had been suggested that WHO should strengthen its capacity in that area, in order to provide support to 
more countries. The Board had noted the need to continue collaboration using regional institutions and had 
pointed out that intensified cooperation was necessarily time-limited. Appropriate mechanisms for evaluation 
and monitoring were required to determine whether the goals pursued had been achieved. Additional 
information was given in document A46/INF.DOC./2. 

Regarding programme 3.3，Health systems research and development, the Board had stressed the need to 
strengthen national capabilities for applied research, the results of which could be used in decisions on health 
systems and to guide policies, programmes and operational activities. Such an approach would require closer 
cooperation between national health ministries and research institutions, including those not specializing in 
health. Since health systems research was becoming indispensable in a number of programmes, both within 
and outside the Organization, strengthening programme 3.3 to enable it to serve as a clearing-house for 
information and a source of expertise, resources and up-to-date information had been strongly recommended. 

In connection with programme 3.4, Health legislation, the Board had expressed its support for WHO's 
efforts to promote the formulation of national legislation in a number of key areas of health policy. In many 
countries a stronger legal basis was being established for activities in medical care and public health. In 
addition, there seemed to be an evolution from ethics to law in many aspects of health care. 

In its consideration of programme 4，Organization of health systems based on primary health care, the 
Board had concluded that the primary health care strategy should give greater emphasis to the district level in 
both rural and urban areas. The Board had been concerned at the relatively low level of extrabudgetary 
funding for activities related to health infrastructure development and to ensuring the quality of health care. 
It was essential to provide for an appropriate balance between the resources devoted to primary, secondary 
and tertiary care. After all, primary health care was not necessarily cheaper than care at other levels. 
Ministries of health should be encouraged to improve their dialogue and collaboration with other government 
services in order to improve health system economics and financing and to ensure that all public and private 
resources were used in a way which was consistent with health-for-all goals. 
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Regarding the emergency relief operations component of programme 4，the Board had emphasized that 
the WHO programme should be considered part of the overall United Nations emergency relief mechanism, 
which meant that close coordination with the other agencies was particularly important. The Director-
General's report on the subject (document A46/5) showed the work done by WHO in that area and the 
Organization's efforts to strengthen national capacities and preparedness for emergency situations. The Board 
had adopted resolution EB91.R10, in which it recommended to the Health Assembly a resolution on 
emergency and humanitarian relief operations. 

When reviewing programme 5，Development of human resources for health, the Board had emphasized 
the management and communications skills which many health professionals were now expected to master. 
Training in public health was also essential for strengthening national administrations. Nurses and midwives 
were in the vanguard of health care: pursuant to resolution WHA45.5, the WHO Advisory Group on Nursing 
and Midwifery had been established and had held its first meeting from 30 November to 2 December 1992; 
further activities were planned. The Board had also emphasized the importance of career training and an 
appropriate career structure for WHO staff and, in particular, for WHO Representatives. 

Turning to programme 6，Public information and education for health, he said that health education in 
schools laid the foundation for improved health, disease control and the encouragement of a healthy life-style. 
The Board considered that new initiatives were needed to encourage the integration of health education into 
school curricula, if teenagers were not to become particularly vulnerable to AIDS. 

The Board had emphasized the need to train health workers in health education and the importance of 
effective communication and the greater use of traditional communication media. More behavioural research 
was needed, and a partnership should be established between developed and developing countries to increase 
the potential for such studies. The Board had suggested that WHO might organize workshops or seminars for 
journalists from developing countries to inform them about health programmes. 

Health system development (programme 3) (Document PB/94-95, pages B-34 to B-54) 

Programme 3.1: Health situation and trend assessment 

Dr GEORGE-GUITON (France) said that the programme under discussion was essential for forward 
planning and subsequent evaluation and should continue to receive its current level of regular budget funding. 
It should provide the governing bodies with more frequent and more up-to-date statistical and epidemiological 
information on which to base their decisions. At present the Health Assembly and the Executive Board 
received such reports only in non-budget years, which meant that they lacked the statistical indicators necessary 
for priority-setting. 

Dr LU Rushan (China) said that epidemiological data were an essential basis for the formulation of 
national health policy and the setting of priorities. Monitoring and evaluation of national health-for-all 
strategies were currently inadequate in many developing countries, and deserved special support. Since the 
regular budget for the programme had been reduced, as indicated in paragraphs 34-37 on page B-39 of 
document PB/94-95, extrabudgetary resources should be sought. 

Dr JARDEL (Assistant Director-General), replying to the points raised, said that, as part of an effort to 
provide the governing bodies with better decision-making tools, the Secretariat was studying the possibility of 
publishing an annual report on the world health situation. The latest in the existing series of reports, 
Implementation of the Global Strategy for Health for All by the Year 2000，second evaluation; eighth report on the 
world health situation, approved by the Health Assembly in 1992，had been published in English, and other 
language versions were in preparation. The Secretariat was investigating ways of making the data it collected 
available to Member States; in the meantime, any specific data which States needed could be provided 
individually. 

As the delegate of China had noted, the budget for the programme had been reduced - by some 5% in 
real terms at global and interregional level. The Secretariat would do its best to obtain extrabudgetary funding. 

Programme 3.2: Managerial process for national health development, including intensified 
cooperation with countries and peoples in greatest need (Document A46/INF.DOC./2) 

Dr HUGOD (Denmark), speaking on behalf of the Nordic countries, said that WHO's initiative for 
intensified cooperation with countries and peoples in greatest need deserved more attention and resources. 
Document A46/INF.DOC./2 showed what progress had been made, but much remained to be done. 
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In order to strengthen the initiative further, he suggested that WHO should abide strictly by the 
principles of primary health care, concentrating on health infrastructure and increased institutional capacity. 
That would require a strengthening of WHO's health infrastructure and human resources programmes. Since 
WHO was primarily a technical and standard-setting agency, it was appropriate that its cooperation with 
countries mainly took the form of advice and guidance. The initiative's aim should be to increase countries' 
capacity for analysing policy options in the light of financial policies and economic evaluation in order to 
improve national coordination of policy formulation and resource mobilization. Close cooperation with other 
relevant agencies and organizations was essential, which would require a strengthening of the internal WHO 
coordination mechanism and the system of country representation. 

A number of countries in Africa and central and eastern Europe had not been included in the initiative, 
even though they were poorer than some of the countries which had. Perhaps the criteria for inclusion should 
be revised. 

Dr SYLLA (Guinea) said that the WHO Office of International Cooperation, which was responsible for 
coordination of activities under the initiative for intensified WHO cooperation with countries and peoples in 
greatest need, had enabled his country to establish flexible and effective cooperation mechanisms between its 
Ministry of Health and WHO headquarters, the Regional Office for Africa and country representatives. 
Guinea had now drawn up a health development plan, a medium-term control programme for sexually 
transmitted diseases and AIDS, and control programmes for tuberculosis, leprosy and schistosomiasis. A 
master plan for health personnel training was in preparation. 

The Office of International Cooperation had helped Guinea to implement its essential drugs programme 
and draw up an information, education and communication programme, as well as supporting its negotiations 
with other partners in cooperation, including France and the World Bank. Another major area of assistance 
was macro-economic analysis. The example of Guinea had been cited at an international conference in June 
1992 on macro-economics and health in the poorest countries; Guinea had since set up a working group which 
planned to hold a national seminar on health financing in September 1993. Guinea had also established a 
national health research policy and drawn up a five-year plan for essential national research for the period 
1993-1997. 

He hoped that, in future, the initiative for intensified cooperation would concentrate on strengthening 
technical and managerial capacity at the district level, as well as on training, supervision and logistics. Other 
areas which deserved greater attention were national negotiating capacity, improved management and 
coordination of foreign aid, and follow-up of health projects. More technical support for water supply and 
sanitation programmes and emergency relief preparedness was also needed. Intensified cooperation should 
become a long-term strategy, and he fully supported the proposals for future action by the Office of 
International Cooperation as outlined in section III of document A46/INF.DOC./2. 

Dr PAGTAKHAN (Canada) expressed his country's full support for the initiative for intensified WHO 
cooperation with countries and peoples in greatest need. However, it was essential to ensure close 
coordination between the initiative, which was run from headquarters, and country activities managed at 
regional level. His country wished to be kept informed of the achievements of the initiative and any difficulties 
experienced. The initiative should protect the health of the most vulnerable groups in the short term, while 
laying the foundations for sound long-term social and economic development. Human development was the 
most important aspect of all. 

In view of the initiative's importance, he hoped that it would, in due course, receive funding from the 
regular WHO budget. He supported the Executive Board's call for the programme to be strengthened in every 
way, which would enable the initiative to cover more countries. 

Professor LEOWSKI (Poland) said that, although document A46/INF.DOC./2 listed only 24 countries as 
currently participating in the initiative for intensified cooperation, there were no doubt many others in similar 
circumstances throughout the world, not excluding Europe. He commended the Director-General for all the 
action taken or planned for the 24 countries in question. However, the list should be further extended and the 
criteria changed. Consideration must be given to the absorptive capacity of the recipient countries and to the 
"carrying capacities" of the United Nations system, including WHO. Moreover, since there were many in need 
and not enough donors, the inclusion of some cost-effectiveness and cost-benefit criteria in the decision-making 
process might not be out of place. For example, many countries in central and eastern Europe that were in 
great need might, if they received assistance immediately, benefit substantially at low cost, whereas if assistance 
was postponed the cost of obtaining the same end-effects would be much higher. 

The critical health problems in each country must be addressed through health services that were 
relevant to current local needs. Very often those needs were urgent in the sense that they could not have been 
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foreseen a year or two previously. An important element in WHO's work was a fair degree of flexibility in 
responding almost immediately to the most urgent needs of a given country. Being fully aware of all the 
financial constraints facing the Organization, his delegation, while considering that all long-term WHO 
programmes should be reflected in the regular budget, wished to draw the Committee's attention to the 
magnitude of the needs and to the fact that they could not be met by the regular budget alone. Very 
substantial extrabudgetary resources would always be required. 

A further example in the case of Poland was the need to train, in the nearest possible future, several 
hundred health care managers, health economists and specialists in health insurance. For that purpose it 
needed the full support of WHO but realized that the assistance required could not be supplied in the 
framework of the regular budget alone. 

Dr MOJI (Lesotho) said that by using the primary health care strategy considerable progress had been 
made in improving health in his country, with the support of WHO and multilateral and bilateral donors which 
had supplemented the Government's budgetary allocation. At present infant mortality had been reduced to 85 
and maternal mortality to 2.2 per 1000 live births, and an immunization coverage of 74% had been attained for 
children. However, those achievements were likely to be eroded by a number of emerging factors such as 
dwindling financial resources, personnel shortages, the increasing number of children suffering from 
malnutrition and diseases resulting from the drought, and the limitations on WHO's regular budget for 1993 
stemming from a higher than expected implementation rate for planned activities in 1992. Those constraints 
were a major stumbling-block for the new democratically elected Government, which had to satisfy some of the 
people's basic expectations. His delegation therefore appealed to the Office of International Cooperation and 
multilateral and bilateral donors to support its efforts to secure better health for all. 

Through a WHO consultancy in January 1993, a project document had been developed aimed at 
strengthening the capabilities of the Ministry of Health in planning, human resource development, routine 
health and management information systems, epidemiology, and health systems research, in order to enable the 
Ministry to improve the effectiveness and efficiency of its programmes. The project document was available 
for consultation by all potential donors. In addition, Lesotho was about to launch a safe motherhood initiative. 
A working document had been prepared in conjunction with the Department of Women's Affairs, the 
adolescent health and other sectors, and nongovernmental organizations. The initiative required commitment 
at all levels and urgent support. 

Dr SAVEL'EV (Russian Federation) stressed the importance of programme 3.2, not only for the 
developing and most needy countries. He supported its general thrust, and in particular the activities in the 
European Region. His country, like many others in central and eastern Europe engaged in reforming their 
health systems, was interested in receiving advice in that field. It was carefully studying the experience of other 
countries and considered that the periodical World Health Forum could make a contribution by disseminating 
information on the merits and shortcomings of existing management models. He noted with satisfaction the 
progress achieved in implementing the resolutions on intensified WHO cooperation with countries and peoples 
in greatest need adopted at the Forty-first, Forty-third and Forty-fourth World Health Assemblies and thanked 
the Director-General for his report. 

Dr NAKATANI (Japan) said that his Government had supported the initiative under consideration since 
its creation, for it believed that the narrowing of health gaps between developed and developing countries, 
especially the least developed, should be given the highest priority in WHO programmes. The initiative also 
had the potential to enhance WHO programme activities at country level. The programme had been 
supported by many countries; Japan was among those that had provided extrabudgetary contributions and 
there would be no change in that position. However，consideration might be given to creating a more 
systematic mechanism to make full use of WHO's strengths and structure. In its early days, WHO's AIDS 
control programme had been pushed forward very enthusiastically without much contact with other technical 
programmes, very effectively attracting the attention both of the public and of scientific communities. After a 
few years, however, it had been felt that greater integration with other technical programmes and more 
extensive utilization of existing WHO mechanisms were necessary, leading to the establishment of the present 
Global Programme on AIDS. That appeared to be another case for the intensified WHO cooperation 
programme. Since the programme followed a broad approach, the expertise available to WHO in areas such 
as strengthening health systems, human resources and health statistics should be fully mobilized. 

A recent announcement indicated that programme 3.2 was to be placed under the Assistant Director-
General responsible for health system infrastructure - a welcome first step in the Director-General，s 
restructuring process. It was to be hoped that the new structural arrangement would not dampen the original 
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enthusiasm but would enhance the operational effectiveness of the programme. In that expectation, his 
delegation endorsed the proposed budget for the programme. 

Ms RARUA (Vanuatu), after expressing her appreciation of WHO's support to Vanuatu and other 
Pacific Ocean countries, stressed the importance of strengthening internal financing systems for the promotion 
of health for all by the year 2000. In some countries such systems were lacking，with a consequent need for 
structural assistance. The strengthening of information systems and epidemiological reporting would enhance 
their capacity for analysing internal policy options. Outside assistance was, however needed and most of 
Vanuatu's programmes were, in fact, financed externally. 

y 

Dr ALVAREZ DU ANY (Cuba) said that the programme under consideration was of vital importance 
not only for countries facing serious difficulties but also for the spirit of WHO and its capacity to attain the 
health goals proposed for the world as a whole, which was encountering serious problems inequitably 
distributed geographically and by population sector. The world had become poorer, despite scientific and 
technical developments. The main lines of action, applied in different degrees according to the specific 
circumstances of each country and region, must undoubtedly be backed up by a resolve at country level to 
guarantee that optimum use was made of every resource to meet the main needs, to accumulate experience, 
and to cooperate with other countries and regions with different national and regional needs and capacities. 

Cuba, in spite of its current situation, was maintaining a programme of technical cooperation among 
developing countries, mainly in the Region of the Americas, which had served to enrich its experience and 
efficiency in national health matters. It was also supporting Cuban medical, nursing and technical personnel in 
various countries as a form of aid, even though it was going through difficult times caused by the loss of its 
normal markets, aggravated by the 30-year blockade and worsened by the ТоггюеШ Act and the disastrous 
effects of a recent tornado. Like other speakers, he therefore considered that the criteria for inclusion in the 
programme should be revised. In any case, thanks were due to the countries which had contributed resources 
of all kinds. 

Dr GEORGE-GUITON (France) said that her country had supported programme 3.2 since its 
establishment, because it infused a new spirit into cooperation, both multilateral and bilateral. France would 
continue to support it. However, while the list of recipient countries was constantly being extended, the list of 
donor countries remained very short and stagnant. There were probably objective reasons for the reluctance of 
donors to come forward, which her delegation now shared. After some three years of operation of the 
programme certain requirements had still not been met, particularly in respect of information feedback 
regarding financial commitments and activities, not to speak of results. Fortunately, one month previously her 
Government had received, for the first time, fairly complete feedback on France's bilateral cooperation with 
the Office of International Cooperation, for which she thanked the Secretariat. Nevertheless, potential donor 
countries were entitled to have guarantees of transparency, which were not being supplied at present. WHO 
must also prove that the programme had advantages over traditional bilateral cooperation. Her delegation had 
from the outset been convinced that such was the case, but there was no specific indicator to show it. It had to 
be demonstrated that the programme could gather momentum around a common strategy for a country, 
synergetically combining resources from WHO's regular budget, with bilateral and multilateral extrabudgetary 
contributions and input from nongovernmental organizations. Such proof had not yet been provided, at least 
not to the governing bodies. Consequently, in order to win the confidence of potential donors, the Secretariat 
still had to make a great effort to provide information feedback. Her delegation fully supported the internal 
changes that had recently taken place in the organizational structure of the programme and the position of the 
Office of International Cooperation within it. 

Dr MANLEY (United States of America) said that the Director-General's report provided a useful 
summary of an initiative designed to accelerate the implementation of primary health care in the least 
developed countries. Her delegation was particularly pleased to note the expanded linkage between the 
economic and health sectors. One could no longer ignore the explicit interrelationships between socioeconomic 
development and the provision of adequate health care services. Those issues must be dealt with at each stage 
of economic development in order to provide a rational and cost-effective system of health care delivery. Even 
developed countries such as the United States of America were not immune from the economic impact of 
health care needs. Because of inadequate long-term planning, her country must now undertake difficult but 
necessary reforms in order to reduce its expenditure on health, the highest in the world, and make necessary 
health services available to all. 

She noted that there had been an increase in real terms of 8.7% in the regular budget for 
programme 3.2，bringing the total to over US$ 75 000 000. A fuller description of programme resource 
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allocations and an indication of the kind of projects and proportions going to countries in greatest need would 
be appreciated. It would also be helpful to know whether those funds were used to finance any activities of 
such major concern as malaria and tuberculosis control, the Expanded Programme on Immunization, and 
poliomyelitis eradication. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) felt that the substantial 
increase in funding for programme 3.2 was more than justified in view of the findings of the second global 
evaluation of the implementation of the health-for-all strategy, which had highlighted the continuing and 
growing disparities in provision for health. However, the need to monitor and evaluate programmes and to 
ensure that outcomes were defined and time limits set should not be overlooked. Some reassurance that those 
principles were being adhered to would be welcome. 

It was gratifying to note that WHO was giving greater attention to helping developing countries to 
improve the organization, management，and effectiveness of national health services and to increase awareness 
and utilization of health economics skills. The Director-General's report clearly indicated the intention of the 
intensified cooperation initiative. It was, however, less clear about the types of constraints that the Office of 
International Cooperation faced at headquarters, regional and country levels and the content of WHO's 
support to countries in greatest need. Some indication of the indicators being used to determine the 
performance of that office would be helpful. 

His delegation fully endorsed the importance of expertise for WHO Representatives at the country level. 
Nevertheless, it would like to know the nature of the Organization's long-term strategy and criteria for 
recruiting appropriately experienced representatives and whether Regional Directors would continue to have 
responsibility for recruitment decisions. 

His country strongly supported closer cooperation and coordination among health donors at country level 
and had offered extrabudgetary support totalling f 200 000 over the next two years to help to strengthen the 
capacity of the Office of International Cooperation. It hoped that implementation of the initiative would begin 
in the near future. 

Dr DALLAL (Lebanon) expressed concern about the proposed cuts in the budget for intercountry 
activities under programme 3.2. A shortcoming keenly felt by Lebanon and other developing countries was the 
lack of information and data exchange on projects, making it difficult to supply the detailed statistics requested 
in the questionnaires received. WHO should bear those difficulties in mind when considering support to 
developing countries, especially in his Region. He hoped that the reductions would not impede the sound 
management of the projects planned for his Region. 

Dr L. A. Pico, Vice-Chairman, took the Chair. 

Dr JARDEL (Assistant Director-General), responding to comments made during the discussion, said 
that recent changes in management at headquarters had placed the initiative for intensified cooperation within 
a group generally concerned with infrastructure, which made for improved internal coordination and also better 
use of WHO's resources and access to external resources. The Office of International Cooperation continued, 
of course, to play a coordinating role. The objective was to expand and increase activities as part of the 
coordinated approach to support for countries. Many speakers rightly desired to see an increase in the 
number of countries covered by the initiative. That would, however, require an increase in resources and 
hence in the number of donors. He thanked the many Member States that were already providing sustained 
support for the initiative and hoped that more would be forthcoming. He stressed the importance of 
mobilizing every possible source of support: WHO regular budget resources, extrabudgetary funds, and the 
multilateral and bilateral resources of nongovernmental organizations. 

Care was being taken to avoid over-strict selection criteria for potential beneficiary countries. In order 
to make the initiative accessible to the widest possible number of countries, steps were being taken to provide 
support to the regional offices so that they could encourage participation by the countries in their regions. He 
concurred with the need to provide better and more regular information, and announced the holding of an 
information meeting on the initiative on the following day. Donors and potential donors should also be better 
informed. Every effort would be made to respond to the request for improved evaluation and to demonstrate 
the particular merits of the programme. 

With regard to the United States delegate's comments on the increased budget for programme 3.2，he 
pointed out that the relevant budget table covered not only the initiative itself, which came under the heading 
"Global and interregional"，but also the country level. The offices of country representatives accounted for the 
most substantial increase，reflecting the measures taken by the regional offices to improve the management of 
country activities. That also raised the question of the calibre and recruitment of WHO Representatives, a 
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subject that was dealt with in detail in the report of the Executive Board Working Group on the WHO 
Response to Global Change. 

Dr JANCLOES (Office of International Cooperation) said that the initiative was growing and was 
attracting an increasing number of partners and financing agencies. For the first time, its institutional and 
financial existence was included in the budget programming. He was gratified to hear that donor countries and 
agencies pledged their continued support, and that agencies from other countries were prepared to join in the 
common effort. Accounting mechanisms to ensure financial and managerial transparency and feedback on 
cost-effectiveness were crucial to establishing and sustaining effective partnerships, so particular emphasis had 
been laid on their development. Additional contributions were also being integrated into the programming and 
budgeting processes which would be conducted at country level on the basis of a dialogue with the countries 
concerned, focusing WHO's resources on priority strategic areas in which WHO's technical cooperation was 
crucial. 

The tangible results of the initiative could now be clearly perceived in the countries' own development 
approaches: in building a capacity for health policy formulation, in improving technical and managerial 
capabilities, and in resource mobilization. With regard to the question of WHO's ability to meet growing 
demand, there was admittedly a need for new expertise, at the three WHO levels, in such areas as 
macroeconomics, linking socioeconomic development and health policies, health systems analysis, health 
financing, and improved health service quality. It was hoped that such expertise could be drawn from WHO's 
existing resources and through institutional partnerships with countries that possessed it. Particular emphasis 
was being placed on developing the capacity of the regional offices to develop new partnerships, and new 
methods had been devised to strengthen the countries' own capacity to manage international cooperation 
optimally. In conclusion, he was particularly sensitive to the increased country demand for participation, which 
was clearly reflected in speakers’ comments, and to the need for a lasting partnership based on genuine 
dialogue, through improved communication and information exchange. He assured delegates that the 
necessary corrective measures would be taken to meet their concerns. 

(For approval of draft resolution, see summary record of the eleventh meeting.) 

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

Dr ADIBO (Ghana) said that his country, viewing health systems research as a very useful management 
tool, was intending to develop its research capability at the central, regional and district levels. A National 
Health Research Advisory Council had been established, with representatives from all sectors concerned. Its 
functions included setting the research agenda, coordination and resource mobilization. With United Kingdom 
and WHO assistance a strong health research unit had been established at the national level, with additional 
units in some regions and in one district. Similar research capabilities were being built up gradually in the 
other regions through country workshops. Steps were being taken to develop the necessary skills among health 
professionals within the Ministry of Health. The efforts now in progress, which also involved introducing 
health systems research into curricula, required resources and technical support. He was accordingly 
disappointed to see the reduction in the country allocation for Africa and the absence so far of any definite 
extrabudgetary allocation. While WHO was to be commended for its pioneering work in strengthening health 
systems research, he urged the Director-General to seek additional resources for the programme in order to 
accelerate the pace of health development in the developing countries. 

Dr CHUNHARAS (Thailand) said that, in order to make health systems research an integral part of 
national planning and management processes, a balance must be struck between the academic aspects of such 
research and its applicability. In his country, health systems research accounted for the majority of health 
system infrastructure projects. Its institutional basis had been consolidated by the establishment of a Health 
System Research Institute, for which relevant legislation had been adopted. Its role included promotion and 
management in order to make better use of resources in research activities. A dynamic and flexible institution 
of that kind could play a catalytic role in ensuring the sustainable integration of health systems research into 
health system development. It was hoped that the funds expected from identified donors would be available 
during the biennium and would be used, in particular, for the promotion of health systems research activities at 
the country level. 

Dr VAN ETTEN (Netherlands) said that the Netherlands, which was one of the programme's major 
donors, endorsed the priority areas selected for health systems research and development, but considered the 
amount of extrabudgetary funding - some 90% - to be excessive and would like to see increased allocations 
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from the regular budget. That comment was particularly pertinent in the light of the growing demand for 
participation in the programme. 

On programme 3.4, Health legislation，he welcomed the progress made in producing, collecting and 
distributing information on health legislation, especially the publication of the International digest of health 
legislation. The work entitled The rights of patients in Europe: a comparative study, commissioned by the 
Regional Office for Europe, could serve as a basis for further activities in other regions. On the subject of 
bioethics, he advocated close collaboration with other international organizations active in that field, in order 
to avoid duplication; a case in point was the work of the Council of Europe, which was currently preparing a 
convention on bioethics. He was concerned at the recent publication by CIOMS of the International ethical 
guidelines for biomedical research involving human subjects. Recalling that the matter had been raised at the 
previous Health Assembly, he said that the role of WHO, and particularly the Health Assembly, in relation to 
that CIOMS publication needed clarification since, although the guidelines had been discussed and approved 
by the Global Advisory Committee on Health Research, and WHO was also involved financially, the Health 
Assembly had had no part in the matter. 

He had three comments to make on the substance of the guidelines. First, the definition of research 
involving human subjects was very broad, encompassing a variety of studies on physical and psychological 
interventions as well as analysis of medical data. The guidelines did not take sufficiently into account the 
specific nature of different types of research, and thus had less applicability than anticipated. Secondly, the 
guidelines did not provide sufficient protection for children and persons suffering from mental disabilities. 
Thirdly, they were not consistent with international standards on law and ethics, as they permitted biomedical 
research with human subjects in developing countries without individual informed consent. The doctrine of 
informed consent expressed important and fundamental moral values which were applicable regardless of 
differences in cultural practice, and he referred to the 1966 United Nations International Covenant on Civil 
and Political Rights and the 1989 version of the Helsinki Declaration, which required informed consent in all 
such cases. The burden of proof should be on persons and organizations wishing to limit individual rights but 
the guidelines failed to substantiate the claim that cultural differences made it necessary to set aside the notion 
of informed consent. Many participants in the 1992 CIOMS conference, from both developed and developing 
countries, had expressed the wish to see the issue of informed consent treated in a different manner. For the 
foregoing reasons, he could not accept the guidelines as presented. 

Dr ABELA-HYZLER (Malta) agreed with the delegate of Ghana on the importance of the health 
systems research programme. An effective health systems research and development base provided a 
continuous resource to improve planning, organization and operation of health systems. That was particularly 
important during periods of financial stringency, but unfortunately the programme budget did not reflect that. 
He also agreed with the delegate of the Netherlands on the budget allocation to the programme. He asked the 
Director-General to reconsider the budget for that item, and at least maintain it in real terms in 1994-1995. 
He welcomed the references in the proposed programme budget to elaboration of guidelines (page B-49, 
paragraph 22) and the promised support to academic research centres, but sought further clarification from the 
Secretariat on the criteria for selection of such centres. 

He also pointed out that in the table on page B-54 there was no figure for the increase in real terms in 
the global and interregional budget for health legislation. 

Dr SHAMLAYE (Seychelles) agreed on the importance of health systems research in developing 
national health plans and strategies and the management of health services. He thanked WHO and the 
Netherlands for the joint health systems research project for southern Africa, which had provided training 
courses in his country for Ministry of Health officials and senior managers. He welcomed the inclusion of a 
health systems research component in a number of WHO technical programmes to ensure effective use of 
scarce resources and better coordination. He hoped that it would make health systems research more visible 
and promote its development. 

Dr DLAMINI (Swaziland) commended the continuing priority given by WHO to health systems research. 
She supported the Executive Board's suggestion that health systems research should be merged with other 
programmes, particularly that on health systems based on primary health care，since the two were interrelated. 
Health systems research led to country-level policies for improved health，and regular budget resources for it 
should be increased. 

She thanked WHO and the Netherlands for the health systems research training programme in 
Swaziland. A problem in her country，however, was that once workers had been trained in health systems 
research they were too busy to apply the results of their training. She asked how other countries applied such 
training. 
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Dr CHIMIMBA (Malawi) agreed on the great importance of health systems research and development 
as a basis for improving primary health care and a tool for decision-making. In his country the programme 
had provided funds and technical expertise for training of trainers, strengthening research departments in 
institutions, financing of research and dissemination of results. He commended the activities of the joint 
WHO/Netherlands project on health systems research in Southern Africa in institutionalizing health systems 
research in the African Region, thus making it part of the managerial process. He would continue to support 
that intercountry initiative. 

He supported the suggestion for merging programme 7，Research promotion and development including 
research on health promoting behaviour, with programme 4，Organization of health systems based on primary 
health care. Such a merger of complementary programmes would strengthen them, particularly in the 
application of research results. 

He looked forward to the continuing discussions on the Ninth General Programme of Work，which 
should highlight the importance of health systems research, ensuring better coordination and cost-effective use 
of scarce resources. He also hoped to see more collaboration between health systems research and technical 
programmes within the Organization, as well as collaboration with other international organizations involved in 
health systems research. Finally, he urged the Director-General to make adequate budgetary provision for the 
programme and to continue to mobilize extrabudgetary funds as indicated in paragraph 28 on page B-49. 

Dr NAMAKI (Islamic Republic of Iran) said that a prerequisite of health systems research was a proper 
information and data collection system. The lack of such systems, particularly in developing countries, was a 
considerable obstacle to research that should be solved by collaborative programmes. 

Dr MALLIOTIS (Cyprus) said that health systems research would improve methodology and health care 
practices，leading to higher quality of care and cost-effectiveness. His country unfortunately lacked expertise in 
research methodology. Technical assistance in that field and the results of research done by WHO itself and 
other countries would be appreciated. 

Mrs CHRISTIDOU (Greece) said that health systems research was a useful tool at various levels to 
solve health problems but a balance should be struck between primary, secondary and tertiary health care. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN in reply to the representative of the Netherlands, said that the impression given 
that the CIOMS guidelines did not conform with human rights was incorrect. The guidelines attempted to 
clarify, by detailed comment and explanation, that the human rights principles expressed in the Helsinki 
Declaration and the code adopted after the Nuremburg doctors' trial should be applied in developing countries, 
and that included the informed consent of human subjects of research. It made it clear that research involving 
human subjects required "informed" consent (not merely "free" consent). 

The definition of research used in the guidelines was based on the opinion of the biomedical research 
community throughout the world, as represented by the various federations and associations making up the 
membership of CIOMS. As to whether the guidelines provided sufficient protection for children and persons 
with disabilities，he offered to discuss that privately with the delegate of the Netherlands. 

It was most important to realize that the guidelines were designed to prevent abuses of all vulnerable 
groups in developed and developing countries alike. For example, where it was proposed by a developed 
country that research should take place in a developing country, not only was it obligatory to obtain the 
informed consent of the subject, but the project proposal must be reviewed by an ethical review committee 
both in the initiating (developed) country and in the developing country where the research was to take place. 

It should always be borne in mind that there were different moral philosophies in the world, and it was 
difficult to impose one group's cultural view on another. For that reason, as a nongovernmental organization 
representing the scientific community, CIOMS was a good vector for dialogue concerning biomedical ethics, 
particularly in relation to human research. 

Regarding the relations between CIOMS and WHO，as the guidelines represented the opinion of the 
scientific community, he would be very pleased if WHO would consider them also as a WHO/CIOMS 
document. In that case there would need to be an administrative and consultative machinery to enable the 
Health Assembly to take a position. He assured the Health Assembly that his Council was always ready to 
collaborate with WHO. 

The meeting rose at 12h40. 



THIRD MEETING 

Friday, 7 May 1993 at 09h00 

Chairman: Dr M. SIDHOM (Tunisia) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the Agenda1 

(Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Document EB91 /1993/REC/1, Part II, 
Chapter II) (continued) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) (continued) 

The CHAIRMAN drew the Committee's attention to the following draft resolution, proposed by the 
delegations of Bangladesh, Cyprus, Egypt, Indonesia, Nigeria and Sri Lanka: 

The Forty-sixth World Health Assembly, 
Recalling resolutions WHA30.43, WHA34.36，WHA39.7, WHA42.2 and WHA45.4 concerning the 

Strategy for Health for All by the Year 2000 and progress in its implementation; 
Reaffirming resolutions WHA42.37 and WHA43.9 concerning the importance of technical 

cooperation among developing countries (TCDC) as a fundamental element of health development, and 
the implementation of the medium-term programme (1990-1995) of TCDC for health for all; 

Deeply concerned with the deteriorating health and social conditions of the people in some of the 
least developed countries; 

Being aware that further progress in health must be sustained by effective multisectoral action, 
particularly on social issues related to population, education, women and development, children and 
young people; 

Recognizing that this is a time of profound change and rapid transition, of great challenge as well 
as of opportunities, especially for the achievement of health for all, 

1. NOTES with satisfaction the "Jakarta message: a call for collective action and the democratization 
of international relations" emanating from the Tenth Conference of Heads of State or Government of 
Non-aligned Countries, held in Jakarta from 1 to 6 September 1992，which reaffirmed the right to a 
standard of living adequate for health and well-being - a fundamental human right - and endorsed 
technical cooperation among developing countries as a key approach for enhancing health development; 

2. WELCOMES the commitment of the Heads of State or Government of the Non-aligned Countries 
to the full and effective implementation of: the Declaration and Plan of Action of the World Summit for 
Children (1990); the Summit Declaration on the Advancement of Rural Women (1992); Agenda 21 
adopted by the United Nations Conference for Environment and Development (1992); and to the 
forthcoming International Conference on Population and Development (1994); the World Conference 
on Women: Action for Equality, Development and Peace (1995); and the World Summit for Social 
Development (1995); 

3. URGES all Member States to undertake the necessary measures to participate effectively in these 
important events; 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
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4. CALLS UPON all Member States to continue to elaborate and implement health policies aimed at 
reducing inequalities in health, improving access to health care, and promoting healthy life-styles, better 
nutrition and a healthy environment; 

5. URGES developing countries: 

(1) to intensify further and accelerate their actions for implementation of primary health care, 
with emphasis on underserved and underprivileged population groups; 
(2) to mobilize and encourage the support of all partners in health development, including 
nongovernmental organizations and institutions in the private sector, in the implementation of their 
national strategies for health for all; 
(3) to strengthen existing mechanisms and explore new ones，establishing focal points at 
appropriate levels, in order to mobilize effectively their human and financial resources for the 
development and implementation of TCDC activities, particularly in the fields of training, supply 
and control of pharmaceuticals, and traditional medicine; 

6. CALLS UPON the developed countries: 

(1) to facilitate the transfer of technology and resources to developing countries for health 
development programmes that correspond to the assessed needs and priorities of the developing 
countries and further support the application of the principles of TCDC; 
(2) to provide WHO with the necessary financial resources to implement programmes which 
support effectively the efforts of developing countries in accelerating the implementation of health 
for all through primary health care; 

7. REQUESTS the Director-General: 

(1) to strengthen international technical cooperation by reinforcing and reorienting WHO 
programmes to mobilize effectively political, technical and financial support for the achievement of 
health goals, especially for the least developed countries; 
(2) to strengthen the TCDC aspects of all WHO programmes with potential emphasis on 
building national capacity for the sustained implementation of primary health care, as well as the 
application and transfer of appropriate methods, techniques and procedures that are socially 
relevant to the needs and priorities of developing countries; 
(3) to support the continued implementation of the medium-term programme on TCDC for 
health for all for the period 1990-1995, through the provision and mobilization of the necessary 
financial resources for catalytic support to enhance the capacity of subregional, regional and global 
collaborating institutions for health development and TCDC; 
(4) to participate effectively in the follow-up of the recommendations in the Declaration and Plan 
of Action of the World Summit for Children (1990) and the Summit Declaration on the 
Advancement of Rural Women (1992); and contribute to the successful outcome of the 
International Conference on Population and Development (1994), the World Conference on 
Women: Action for Equality, Development and Peace (1995)，and the World Summit for Social 
Development (1995). 

Dr LEIMENA (Indonesia), introducing the draft resolution，said that it had been prepared after a 
conference of ministers of health of the non-aligned countries on 4 May 1993. He considered it appropriate to 
the agenda item under discussion. 

The CHAIRMAN suggested that the Committee should study the draft resolution and consider it at a 
later meeting. 

It was so agreed. (See summary record of the eighth meeting.) 
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Health system development (programme 3) (Document PB/94-95, pages B-34 to B-54) (continued) 

Programme 3.3: Health systems research and development (continued) 

Dr JARDEL (Assistant Director-General), replying to the points raised at the previous meeting, said 
that the Secretariat had noted the emphasis which delegates had placed on the need to develop health systems 
research as a management tool at all levels of national health systems, as well as the need for a close 
partnership between decision-makers, research workers and the community. Appropriate structures within 
national ministries of health were essential for a sustainable research system. Many delegates had expressed 
concern about the low level of the budget for the programme; the Secretariat would try to compensate for that 
reduction by including elements of health systems research in other programmes, both inside and outside 
WHO. It would also try to mobilize extrabudgetary resources, as had been done with the joint 
WHO/Netherlands project on health systems research for southern Africa. 

Some delegates had referred to the relationship between programme 3.3 and two other WHO 
programmes, namely programme 4, Organization of health systems based on primary health care, and 
programme 7，Research promotion and development, including research on health-promoting behaviour. In 
fact, programme 3.3 and programme 4 came within the same division of the Secretariat, and were thus already 
integrated to a certain extent, while programme 7 was intended to cover research in general, as well as 
supporting the work of the ACHR. Other programmes in WHO conducted their own research on such 
subjects as tropical diseases, human reproduction and health systems. There would be scope for restructuring 
WHO research programmes under the Ninth General Programme of Work, if the Health Assembly so decided. 

Dr NUYENS (Health Systems Research and Development), answering delegates, questions about the 
criteria used to select academic institutions for collaboration in health systems research, said the 
recommendation of the Global Advisory Group on Health Systems Research, was that one or more leading 
academic centres should be chosen in each country. Health systems research was a complex subject which 
called for highly qualified researchers; moreover, the choice of a high level academic institution would help to 
make the research process more sustainable. The institutions would provide guidance on the decentralization 
of health systems research. Staff from headquarters and the Regional Office for South-East Asia had drawn 
up a set of criteria for the selection of such institutions: scientific excellence in a number of disciplines, the 
relevance of the institution's work to the health development plans of the country, and the contribution it could 
make to the establishment of a health systems research process at all levels of the health system. Most of the 
regional offices were now applying those criteria. Some twenty WHO collaborating centres were currently 
engaged in health systems research, and they were chosen according to the more general criteria used for 
collaborating centres. In Malaysia, for instance, the collaborating centre was working to develop the research 
capacity of the Western Pacific Region. 

Delegates had asked about ways of providing more cost-effective training for health workers in health 
systems research. The Secretariat had studied the issue and concluded that training should be carried out, as 
far as possible, in the work context; that it should consist of "learning by doing" rather than theoretical 
instruction; and that it should deal with real problems which the health workers had themselves encountered. 
The joint WHO/Netherlands project on health systems research for southern Africa had established a number 
of efficient training methods, including short, on-the-spot workshops in which health workers were taught to 
draw up protocols for field work and data analysis. The training methods had proved cost-effective, and they 
were now being used by more than 40 countries throughout the world, having been published in English, 
French and Spanish by the International Development Research Centre, Ottawa, in collaboration with WHO. 

Delegates had also asked about the use of health systems research in other programmes, both inside and 
outside WHO. Over the last few years, the programme's staff had documented the use of health systems 
research in other WHO programmes, including tropical disease research, human reproduction and family 
planning, leprosy, and tuberculosis. Outside WHO, the programme was working with some 15 medical schools 
throughout the world to introduce health systems research into medical curricula. 

Programme 3.4: Health legislation (continued) 

Dr JARDEL (Assistant Director-General), replying to the remarks by the delegate of the Netherlands 
about the report on patients' rights in Europe commissioned for the Regional Office for Europe, said that the 
Secretariat was considering ways of using the report as a basis for further activities in other WHO regions. 
WHO had participated in an international symposium on patients' rights in the health care system, held in 
Sweden in April 1993. The Council of Europe was currently preparing a draft convention on bioethics with 
two protocols (on biomedical research involving human subjects, and organ transplants). WHO kept the 
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Council informed of its work and that of CIOMS, but it seemed clear that more formal links with it would be 
needed in the field of bioethics. The ethical guidelines for research involving human subjects, also mentioned 
at the previous meeting, were entirely the work of CIOMS, although they had received WHO support, and 
were not binding on WHO Member States. 

Professor GIRARD (representative of the Executive Board) said that the title "health legislation" was 
perhaps an inadequate one, given the importance of the area covered by the programme. It was essential to 
distinguish between deontology, which might be defined as the rules and duties of professional conduct; ethics, 
the rules which a society or culture imposed upon itself; and law, the written rules by which the first two 
concepts were expressed. Ethics and law, strictly speaking, were not a matter for the health professions. 
Moreover, all countries approached such issues in a different way, which meant that the coordinating role of an 
international organization such as WHO was indispensable. The debate on such issues would doubtless 
continue for many years, and WHO must be in a position to play its full part in it. 

Organization of health systems based on primary health care (programme 4) (Resolution EB91.R10; 
Documents PB/94-95, pages B-55 to B-62, and A46/5) 

The CHAIRMAN noted that the Director-General's report on the emergency relief operations 
programme (document A46/5) and the resolution recommended for adoption by the Health Assembly in the 
Executive Board's resolution EB91.R10 came within the ambit of programme 4. 

Dr MANLEY (United States of America), speaking on the emergency relief operations programme, said 
that WHO's activities for disaster preparedness and mitigation were very important. She would like to see a 
more detailed listing of funding by country and by type of assistance provided, as well as more information 
about the level of programme evaluation and its results. She would also like more information about 
experience so far in the coordination by the United Nations Department of Humanitarian Affairs of system-
wide emergency assistance. 

Mr KIM Won Ho (Democratic People's Republic of Korea) said that programme 4, with its emphasis on 
the vital concept of primary health care, was arguably the most important element of WHO's activities in 
health system infrastructure. However, in the proposed programme budget for 1994-1995, it had been 
allocated only 7.91% of the funds devoted to Appropriation Section 2, as opposed to 8.63% in 1992-1993. In 
view of the programme's importance, he considered that its share of funding should have been maintained, if 
not increased. If a reduction in regular budget allocations was unavoidable, every effort should be made to 
secure extrabudgetary funding for the programme. 

Dr KIASEKOKA NLEMVO (Angola) expressed his gratitude to headquarters and the Regional Office 
for Africa, as well as to the WHO Representative in Angola, for their contribution to international aid work in 
his country which was, once again, engaged in a bloody civil war. Water supply systems, hospitals and health 
centres had been destroyed, and large numbers of displaced persons had flooded into the cities. In view of 
that situation and the continuing drought, he called for increased humanitarian aid and particular emphasis on 
the health sector, as recommended in Executive Board resolution EB91.R10. Sadly, however, the resources 
proposed for programme 4 for the biennium 1994-1995 showed very little increase over the previous biennium, 
which was surely not conducive to increasing the share of international aid devoted to the health sector. 

Dr AL-RABIEAH (Saudi Arabia) said that his country now had one health centre for every 7000 
inhabitants and had achieved immunization coverage of 90% of the country's children. Nevertheless, a number 
of problem areas remained, such as the role of the hospital in monitoring primary health care in remote areas, 
the role of the dispensary in primary health care, and the difficulty of avoiding overlap between private and 
public health care. There was a lack of skilled health workers, particularly those working with the bedouin 
population. He felt that WHO should introduce more training programmes, and suggested that programme 4 
might be merged with programme 3.3, Health systems research and development. 

On the subject of emergency relief, he would welcome more information about the funding of operations, 
since the documents before the Committee referred to resources mobilized both through the United Nations 
system and through the Special Account for Disasters and Natural Catastrophes under the WHO Voluntary 
Fund for Health Promotion. 

Mrs MORAIS (Canada) said that health system reforms were currently taking place in ail Canadian 
provinces, with the aim of improving health care coverage and encouraging popular participation and local 
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organization of primary health care. Although the reforms had met with some resistance within the health 
system, she felt that the successes achieved could provide valuable guidance for WHO. The Canadian 
Government planned to hold an interregional meeting on the reform of health systems during 1993. 

Dr OSAWA (Japan) informed the Committee that his country had set up an international emergency 
relief team and that supplies were stocked for quick dispatch upon receiving a request and reaching a bilateral 
agreement. Since many agencies were involved in WHO's emergency relief operations, there was a need to 
make sure that unnecessary duplication was avoided. In that connection, his delegation welcomed the "triple 
approach" referred to in paragraph 34 of the programme presentation (document PB/94-95, page B-59). 
WHO's efforts to mitigate root causes, diagnose health impacts and provide information would complement 
other valuable work in the form of the provision of health workers and supplies after an emergency. Full 
advantage should be taken of the Organization's long association with ministries of health. In conclusion, his 
delegation endorsed programme 4 as reflected in the proposed programme budget. 

Dr ADIBO (Ghana) supported programme 4，but asked why it was separate from programme 3.2. There 
was a natural linkage between the two, and they should really be put together. 

Over the past four years, Ghana had had very fruitful collaboration with WHO under programme 4. 
Valuable technical support had been received in the reorganization and decentralization of the Ministry of 
Health, in developing a revised policy framework by analysing critical issues and assessing priorities, in 
improving financial management systems and exploring financing options, including health insurance, in 
capacity-building for health systems managers at regional and district levels, in putting in place mechanisms for 
assessing the performance of the health system at all levels, and in developing strategies for urban health care. 
Those were undoubtedly critical aspects of health systems development, and in view of the work done his 
delegation wished to commend the Director-General for increasing the regular budget allocation for 
programme 4. 

Dr CHI Baolan (China) stressed the importance of programme 4 for the attainment of health for all by 
the year 2000. Primary health care was a dynamic concept and must be organized in conformity with the 
specific circumstances of each country; it must also change with changing social and economic situations. 
Much change had taken place in recent years, and WHO had recorded a number of successes in responding to 
it. 

China agreed with the contents of the programme and particularly with what was stated in paragraph 3 
on page B-55 of the programme presentation. The important points were management, project execution and 
evaluation, and the search for adequate financing. For the least developed countries, the emphasis must be 
placed on the development of infrastructures and the improvement of existing systems. 

Programme 4 also covered emergency relief operations to cope with natural or man-made disasters, 
which were a constant feature of life and in respect of which anticipatory action was essential. Given the 
importance of the programme, appropriate funding was required. Both budgetary and extrabudgetary 
resources would be available for the financial period 1994-1995, but there was to be a serious reduction of over 
5% in the intercountry allocation for the Western Pacific Region from the regular budget. Action should 
therefore be taken to secure more extrabudgetary funding. 

Dr SURJÁN (Hungary) expressed his great appreciation of WHO's emergency and humanitarian relief 
operations. Tragic events were taking place across the southern border of Hungary, in the former Yugoslavia. 
Hundreds of thousands of people had been, and were being, forced to leave their homes. Large numbers of 
refugees had arrived in Hungary in very bad physical and mental condition after spending a terrible period in 
the war-devastated territories. They suffered from malnutrition and poorly-treated injuries. The prevalence of 
pulmonary tuberculosis was extremely high and, last but not least, the high percentage of old people and 
children had resulted in numerous age-specific health problems. Providing health care for the refugees was 
placing a heavy financial burden on the Hungarian economy, which had already been facing severe problems, 
and the situation had been aggravated by the embargo against Serbia. Hungary, however, did not want to close 
its borders to refugees in urgent need. 

In dealing with those problems his country had received valuable support from intergovernmental and 
nongovernmental organizations and from several governments. Nevertheless, that support would have been 
more effective if it had been better coordinated. Where health was concerned, responsibility for coordination 
must lie with WHO. His delegation therefore fully supported the draft resolution on emergency and 
humanitarian relief operations recommended by the Executive Board in resolution EB91.R10. 
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Dr CHIMIMBA (Malawi) informed the Committee that his country was continuing to make strategic 
health reforms, especially in decentralization and the reallocation of resources, mainly towards peripheral 
health services in order to improve the health status of its rural population. Decentralization was currently 
being institutionalized at the regional and district levels. The main constraints were the lack of managerial 
capability at those levels, inadequate training, and the dearth of planning capability，particularly at the district 
level. Efforts were being made to collaborate with nongovernmental organizations in the health sector in order 
to rationalize the health care delivery services, especially in relation to supervision, the referral of patients and 
the management of services. Malawi hoped to continue to strengthen district health management in the future 
and looked forward to WHO's support in that regard. 

Regarding emergency relief operations, he referred to the very severe drought that had afflicted southern 
Africa in 1992. In Malawi it had resulted in severe food and water shortages and in a higher incidence of 
malnutrition, diarrhoea, dysentery and cholera. The agencies of the United Nations system, especially UNDP, 
should be commended for their role in coordinating all bilateral, multilateral and nongovernmental assistance 
to alleviate the effects of the drought. The initial relief measures would not have been possible without them. 
However, mechanisms to deal with emergencies required adequate funds, technical expertise and proper 
coordination to avoid duplication. WHO's role in emergency relief operations should be strengthened, and he 
urged the Director-General to provide the necessary support at regional and country level through advocacy 
and resource mobilization. Malawi supported the draft resolution on emergency and humanitarian relief 
operations recommended by the Executive Board in resolution EB91.R10. 

Dr MOREAU (France) said that WHO should continue its efforts to deal rapidly and effectively with 
requests for emergency assistance. His delegation recommended an internal re-deployment of the regular 
budget in order to strengthen the headquarters team and urged the Organization to approach bilateral donors 
or nongovernmental organizations for the purpose of obtaining supplementary resources. France had an 
operational collaborating centre for emergency assistance training. Finally, his delegation urged WHO to 
continue with its coordinating activities within the United Nations system. It supported the draft resolution 
before the Committee. 

Dr GEORGE (Gambia) said that, as the world moved towards health for all by the year 2000, the 
importance of the organization of health systems based on primary health care was becoming increasingly 
evident. The decentralization of health services for better management and cost-effective service delivery, a 
reliable and comprehensive management information system, and, above all, capacity-building and management 
training were vital if the targets set were to be attained. The planning of health systems was of extreme 
importance for coping with rapid urban population growth, and for that a multisectoral and multidiscipliiîary 
approach was required. The final years of the current decade would be characterized by the consolidation and 
vigorous expansion of services, so the action taken in the forthcoming biennium would have a decisive impact. 
His delegation hoped that WHO would continue to pay the greatest attention to programme 4 and that the 
reduction in the extrabudgetary resources available for it would not affect programme implementation. 
Coordination between WHO and UNDP needed to be improved. 

After more than ten years of experience with primary health care, Gambia was now undergoing a 
vigorous process of health services and health management decentralization, while at the same time developing 
urban health policies. He thanked WHO and the Governments of the United Kingdom, the Netherlands and 
Italy, as well as the World Bank, for their assistance in those vital areas. 

Dr NAMAKI (Islamic Republic of Iran) said that the emergency relief operations carried out by various 
United Nations agencies and other governmental and nongovernmental organizations had always been of great 
assistance to people in disaster-prone countries. However, more coordination was required. In addition, 
WHO should support national plans of action in Member States for the establishment of national institutions 
to train disaster relief staff, particularly health workers in the primary health care network, who were the first 
to enter into contact with injured people in affected areas. 

Community-based learning (or education) had been started as an important initiative in a few countries. 
In his country, medical education had been integrated into the Ministry of Health since 1985. Training courses 
had been arranged for medical students in the existing primary health care network. He hoped that WHO 
would give more attention to that valuable programme, which would raise the quality of health services through 
the provision of properly oriented staff. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) welcomed the response to 
emergency needs and the positive approach to closer United Nations coordination, especially at a time of 
increasingly prolonged and complex situations. His delegation supported the resolution recommended by the 
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Executive Board in resolution EB91.R10 but wished to propose the following amendments, which it believed 
would clarify and strengthen the text. 

First, operative paragraph 4 would be reworded to read: 

"CALLS ON the international community to respond to consolidated appeals launched by the 
United Nations system in response to emergencies by providing funds for the technical and material 
support of health services and for their early rehabilitation, whenever appropriate;11 

Secondly, operative paragraph 5(5) would be reworded to read: 

"to streamline channels of communication with WHO Representatives' offices in countries, so as to 
ensure the quick response of headquarters and regional offices to the declaration of any major 
emergency;" 

Thirdly, the following new paragraph would be inserted between the present operative paragraphs 5(5) 
and 5(6): � “ 

"to strengthen WHO's capacity for early warning of disasters in general, and disease epidemics in 
particular, complementing the early warning mechanisms put in place by the United Nations system;" 

Subsequent paragraphs would be renumbered in consequence. 

Dr ABELA-HYZLER (Malta) said that, before commenting on programme 4，he wished to make an 
observation regarding a reply by a member of the Secretariat to statements concerning a programme already 
discussed. In answer to appeals from various delegations for increased allocations for a particular programme, 
it had been stated that, owing to financial constraints, programmes had been protected and that it was 
therefore difficult to make any further adjustments. Tliat sounded suspiciously like a stock answer which could 
be trotted out by other members of the Secretariat in the course of the current debate. Everybody understood 
the difficulties involved, but he would remind the Secretariat that it was the function of the Committee to draw 
attention to what it considered to be priorities, and to priorities within priorities, and that if the Committee 
wanted adjustments made, it was important that its comments should be taken seriously into account and that 
the adjustments should be made, whether within a programme or, as had happened in the past, by providing 
funds from the Director-General's Development Programme. It would also be unsatisfactory to be told that 
any further adjustments would be made only if extrabudgetary resources were available. 

Turning to programme 4，he noted that, in his Introduction to the programme budget document, the 
Director-General had underlined the fact that he had allocated the largest share of the regular budget (32%) 
to health system infrastructure. While that was true, a closer scrutiny of the breakdown of the allocation as 
between the various components falling under that heading revealed that the allocation to the organization of 
health systems based on primary health care had suffered a substantial decrease (5.78%) in real terms 
compared with the 1992-1993 appropriations, second only to the decrease in the allocation for health 
legislation. That seemed to fly in the face of the Organization's health-for-all strategy and the gloomy picture 
revealed in the progress report on the programme. 

The proposals outlined for the global and interregional activities were impressive but begged the question 
as to whether they could realistically be implemented given the meagre resources, decreased in real terms, 
which were to be provided. He would like to be reassured that the proposed provisions would protect the 
essential elements of the programme, and that the support which was to be given to it from programme 3.2 
would be factual rather than rhetorical. 

He believed very strongly that, as had been repeatedly stated at the Health Assembly and in the 
Executive Board, unless effective and efficient health systems based on primary health care could be 
established, all the hopes and aspirations of the health-for-all strategy would turn out to be no more than pious 
platitudes. 

Dr DLAMINI (Swaziland) said that the relationship between programme 4 and other programmes was 
sometimes not very clear, especially at the country level. Primary health care structures were still not 
adequately developed in many countries, and district health systems continued to be weak. WHO should 
therefore pay great attention to helping countries to strengthen their health infrastructures, particularly by 
using the district health systems approach. She appealed to the Director-General to try to mobilize more 
resources in support of primary health care. 
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Countries themselves should endeavour to mobilize resources from the private sector and other parties 
interested in developing health systems at the country level. 

She expressed concern that WHO Representatives were not always adequately equipped to deal with all 
contingencies, such as emergency situations, and she urged WHO to provide them with such additional support 
as in-service training and up-to-date information so that they could respond to such situations. In conclusion, 
she supported the resolution on emergency and humanitarian relief operations recommended by the Executive 
Board. 

Mr KASTBERG (Sweden) said that the documentation and discussion on WHO's emergency relief 
operations programme at the ninety-third session of the Executive Board would be of particular importance for 
defining WHO's role in emergencies. He fully supported the amendments proposed by the United Kingdom to 
the draft resolution contained in resolution EB91.R10, but proposed a subamendment to the revised version of 
operative paragraph 4, namely to replace the word "providing" by the words "giving greater consideration to the 
provision of'. 

Early warning or tracking of epidemics, referred to in the United Kingdom amendment, was one area in 
which WHO had a special role to play; cooperation with the United Nations Department of Humanitarian 
Affairs and the interagency standing committee on emergencies would be crucial to determining others and 
defining WHO's role. Another area which should be taken into consideration in preparing the documentation 
for the ninety-third session of the Executive Board was WHO's advocacy role. An example of the importance 
of advocacy had been the World Food Programme's success in bringing a food shipment to Massawa at the 
height of the conflict in Ethiopia. With the constant increase in deliberate attacks on hospitals and medical 
facilities in conflict areas, WHO's defence of health care facilities should be part of its response to emergency 
situations. Suggestions and strategies in that regard should be submitted to the ninety-third session of the 
Board and subsequently taken up by the Health Assembly. 

Mr MARTIN (Switzerland), in expressing support for the draft resolution before the Committee, said 
that WHO's role in emergency relief operations should be clarified by making the distinction between long-
term and emergency assistance. Emergency relief should itself be divided into relief intended directly for 
victims and assistance to ensure the maintenance and functioning of minimal health care systems to meet the 
needs of the population. WHO should focus on the latter, so as to avoid duplication with the work of other 
organizations that provided direct humanitarian relief. It could play a constructive part by supporting 
countries’ public awareness, training and organization efforts to deal with natural or man-made disasters. 
Coordination with other United Nations bodies and nongovernmental organizations would render its 
contribution more effective. The quest for extrabudgetary support referred to in the original operative 
paragraph 5(6) of the draft resolution raised the question of competition for funds with other programmes. It 
would be preferable for WHO to accord the necessary priority to the programme, together with an adequate 
budgetary provision. The proposed integration with primary health care programmes should go a long way 
towards meeting that concern. 

Dr ТАРА (Tonga) stressed the importance of WHO's emergency relief operations programme in 
alleviating the increasing human suffering from man-made and natural disasters. Commending the report in 
document A46/5, he expressed support for the Executive Board's proposed resolution as amended by the 
United Kingdom and Sweden. 

Professor BERTAN (Turkey) said that countries had the responsibility of giving priority to areas in most 
need and of developing the necessary primary health care infrastructure to that effect, ensuring access at the 
district and grass-roots levels. Turkey had introduced a new health reform package designed to ensure long-
term sustainable development in the health sector. The reform included modernizing health legislation, 
improving the quality of care in health services, strengthening human resources, reorganizing and 
decentralizing management in health services, improving information collection systems and organizing a 
comprehensive health insurance system. Studies for the implementation of the reforms and impact 
assessments were necessary. Turkey needed further support for training and evaluation. 

She commended WHO's emergency relief operations programme; her country had itself always played 
an active role in such operations. She reiterated Turkey's concern, however, at the slow international reaction 
to emergencies. She supported the draft resolution recommended by the Executive Board, with the proposed 
amendments. 

Dr MUKHERJEE (India), analysing the strengths and weaknesses of his country's health policies and 
programmes, said that the focus of national health policy was on the development of endogenous efforts to 
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devise a people-oriented health system in order to strengthen community self-reliance and public 
empowerment and ensure the accessibility of health services. The priority also emphasized the development of 
a wide network of primary health care infrastructure, especially in remote rural areas, the adoption of an 
intersectoral approach and the implementation of schemes to empower the people, such as the training of 
village health guides. 

Steps were being taken to overcome shortcomings in implementing the new policy which required good 
leadership, the initiation of interdisciplinary operational research, and training to ensure the necessary medical 
and paramedical human resources. Such training required a reorientation of medical education away from 
tertiary education and the urban elite, and changes in curricula. Other needs included better research support, 
enhanced responsibilities for the district health scheme, a shift from target to performance, the setting of 
targets at the village level, the development of urban health services and an improvement in hospital and 
medical care services. 

India supported WHO's emergency relief operations programme, described in document A46/5. 
However, there was a need to improve budgetary support and the integration of emergency relief operations 
with primary health care. With WHO support, India had itself set up training centres for emergency relief 
preparedness and formulated a national emergency relief policy. 

Dr TEMU (United Republic of Tanzania), commending the attention given by WHO to emergency relief 
operations, stressed the need for emergency preparedness units to be set up within ministries of health. 
WHO could assist in providing the necessary training for health officers within those units, and could help 
Member States to devise strategies to overcome the effects of disasters. He would welcome WHO 
collaboration with governments to strengthen national emergency preparedness and responses to outbreaks of 
disease following disasters, such as floods. He expressed gratitude for the prompt assistance extended to flood 
victims in his country. He endorsed the draft resolution before the Committee. 

Dr THONTIRAVONG (Thailand) endorsed programme 4’ despite the smaller regular budget provision 
for South-East Asia. Thailand had been implementing its primary health care policy and programme as part of 
national development planning since 1977. In order to achieve the goal of health for all by the year 2000，the 
Ministry of Public Health had established the Public Health Development For Health For All Project, 1993-
1994，whose major components included: encouraging effective integration and cooperation among all Ministry 
units; developing health facilities by improving their potential for supporting the community primary health 
care system; and improving administrative structure, organization and technology by appointing task forces 
responsible for decision-making and coordination. The management and planning of health programmes would 
be based on health-for-all indicators at the village or community, sub-district, district and provincial levels. 
Under that system, health-for-all villages or communities were required to meet a number of criteria, including 
those relating to basic minimal needs, village self-help and adequate access to quality public health services. 
On completion of the project, by 1994，about half of the country's villages would be considered health-for-all 
villages. It was hoped that with support from WHO, all villages would have achieved that goal by the year 
2000. 。 

Dr BUDINICH (Chile) said that programme 4 had a particular priority in his country, where it had 
contributed to a fundamental reform of the health system. The Government was enacting a law which made 
decentralized services more important than ever before, and the next few years would be devoted to including 
the health sector in that decentralization. Ovef the next five years, 25% of national product invested would be 
at local level and two multilateral investment agencies had contributed some US$ 500 million as a basis for 
that fundamental change. The traditional health sector would be replaced by a dynamic, proactive sector 
working along private-sector lines. Management mechanisms would be made comparable to private-sector 
management, and training would be changed accordingly in a continuous process. Other countries in the 
Region were making similar changes to improve public-sector performance. 

He welcomed the importance attached by WHO to exchange of experience between countries, 
particularly through the publication Current concerns and the newsletter Health action’ as indicated in 
paragraph 27 of the programme statement, and hoped that such activities would be strengthened. 

The Regional Office for the Americas was undertaking important emergency preparedness activities with 
the aim of reducing the impact of disasters in the health field. His country was collaborating with Peru in that 
area, along their common frontier, which was the zone most subject to earthquakes. 

He supported the amendments proposed by the United Kingdom to the draft resolution recommended 
by the Executive Board in resolution EB91.R10 and the comments made by the delegates of Sweden and 
Switzerland. 
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Dr WINT (Jamaica) said that programme 4 had been vital to his country, providing a cost-effective 
model for delivering health programmes at community level, which allowed integration of programme activities 
and more efficient use of scarce manpower. It was also planned to integrate district hospitals into the district 
health system. Staff and management systems in hospitals would therefore have to be reoriented towards 
primary health care. WHO should accord that programme very high priority and he hoped that the level of 
extrabudgetary funding would be increased or at least maintained at previous levels. 

Dr MARIE (Egypt), commending the Director-General's report, said that technical measures and 
strategies were needed to reduce the impact of natural disasters and emergencies which occurred in many 
countries. For example, the earthquake which had occurred in Egypt in October 1992 had resulted in tens of 
thousands of injured people, requiring thousands of surgical operations and hundreds of thousands of blood 
transfusions. It had also been necessary to undertake rescue operations at the scene of the earthquake and to 
relocate the population. He thanked WHO and all the other organizations which had assisted. 

Dr MALLIOTIS (Cyprus) supported the draft resolution recommended by the Executive Board in 
resolution EB91.R10, for preparedness to deal with disasters was the best way of minimizing their effects. 
Training of personnel to that end should be strengthened in all countries. Intersectoral and international 
collaboration should also be strengthened, to share expertise and knowledge. 

Dr KANKIENZA (Zaire) said that the development of health systems based on primary health care and， 
particularly, the adoption of the resolution on emergency relief operations before the Committee would greatly 
strengthen the role of WHO in those areas. His country had been developing health care systems for more 
than 15 years; real progress had been made in decentralizing health care, and 306 health districts had been 
established, including 112 through bilateral and multilateral cooperation. Over the past three years, the long 
and painful progress towards democratization had led to the destruction of health units and disruption of 
resources for health care, both internal and, especially, from bilateral and multilateral cooperation. The only 
remaining external sources were WHO and other United Nations agencies. After the slow mobilization of 
various primary health care programmes, local communities viewed with dismay the prospects for the year 
2000. He commended the Director-General on the work of the Organization. 

Dr KRAUS (Namibia) said that programme 4 was vital for the development of effective health service 
delivery and had supported Namibia in formulating and implementing its policy in that area since 
independence. 

He echoed the concern of the delegate of Ghana concerning the relationship between programme 3.2, 
Managerial process for national health development, and programme 4, since he did not understand the 
conceptual distinction between the two programmes. He also questioned why emergency relief operations 
were included in programme 4. Emergency relief was a short-term damage control exercise, while primary 
health care was a long-term development programme. 

During discussion of programme 3.2, a number of donor countries had expressed concern that 
management systems had not been established in some countries, so that their capacity to absorb aid was 
limited. Greater attention to strengthening management systems was therefore required, and that could be 
included in programme 4. The organization of health systems based on primary health care was crucial to the 
development of effective delivery of health services in developing countries. It was much more important than 
many other vertical programmes, and much more support was needed to ensure sustainable development. 

On the question of monitoring and evaluation, he expressed concern that there had been no detailed 
review of earlier programmes and hoped that such discussions would take place in the future. The Director-
General should be requested to report back to the Executive Board and the Health Assembly on the feasibility 
of amalgamating programmes 3.2 and 4 and separating the emergency relief programme from the organization 
of health systems based on primary health care. He supported the draft resolution recommended by the 
Executive Board in resolution EB91.R10. 

Mrs ODUORI (Kenya) supported programme 4, and welcomed the proposed increase in the 
corresponding budget allocation. Nevertheless, the resources were still inadequate given the volume of projects 
in the Member States, and she urged the Director-General to continue to seek additional extrabudgetary funds 
to increase support for country programmes. She thanked WHO, other United Nations agencies and those 
countries which had helped to consolidate her country's health services and health management systems for 
primary health care as indicated in paragraph 8 of the programme statement. 
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Dr SAVEL'EV (Russian Federation) expressed his country's support of the aims and purposes of 
programme 4. On the question of emergency relief operations, he feared that there would be no lessening in 
such activities; indeed they would probably increase. He greatly appreciated the work of the Regional Office 
for Europe and WHO headquarters as a clearing-house for the provision of medical and public health 
assistance to the newly-independent States of the former Soviet Union. Strengthening national disaster 
preparedness would be an increasingly important function of the programme. The work in that area 
undertaken in the Russian Federation had been described to the plenary session by the Russian Minister of 
Health. He approved the resolution recommended in resolution EB91.R10, together with the amendments 
proposed thereto. 

Dr ASVALL (Regional Director for Europe) said that there had been nine European Member States at 
war in 1992. During the past year and a half wars in the European Region had resulted in some 150 000 dead, 
hundreds of thousands of wounded and 4.5 to 5 million refugees; therefore a quick solution could not be 
expected. The latest conflict involved the area of the former Federal Republic of Yugoslavia, where, in July 
1992, the Regional Office had decided to start a special humanitarian action programme. As so many 
questions had been raised regarding the role of WHO, he emphasized that it was based on the general rules in 
the Constitution and on resolutions of the Health Assembly and Regional Committee, together with a 
commonsense, practical response to the day-to-day health needs of populations. There had been no funds 
available in July 1992. Subsequently, voluntary funds amounting to US$ 15.4 million had been contributed by 
10 countries, namely Australia, Canada, Denmark, Germany, India, Italy, the Netherlands, Sweden, the United 
Kingdom of Great Britain and Northern Ireland and the United States of America, and the European 
Community, all of which he thanked. Seven offices with some fifty staff had now been set up in the area of the 
former Yugoslavia. 

WHO was playing several important roles there. It had a general public health role, dealing with the 
direct and indirect effects of war, including epidemics, breakdowns in food safety and nutritional problems. In 
monitoring health risks and the status of nutrition, problem areas had been identified such as deficiencies in 
essential nutritional elements in the food supply to besieged populations. It had been possible to prevent the 
outbreak of serious diseases, such as typhus, by delousing programmes undertaken to combat a rapid increase 
in the occurrence of lice. Advice on public health matters had also been provided to governments, 
organizations and agencies of the United Nations system, nongovernmental organizations and donors via 
newsletters, reports, and direct contacts by WHO experts. 

A second role was assessing the needs for medical supplies and equipment, on the basis of information 
from other organizations operating in the field. New emergency kits had been designed to meet local 
requirements. By coordinating information on medical supplies and equipment, it was possible to identify 
sources of supplies and direct them to where they were needed. A computer programme was being used to 
identify gaps in provisions. WHO was also providing supplies, directly or through nongovernmental 
organizations, when unmet needs were identified. 

A third role was connected with war victims. There were probably some 6 000 amputees, many people 
with brain and spinal-cord injuries, and widespread mental health problems. WHO was assessing the need for 
rehabilitation and also was assisting in the provision of prostheses, as well as of basic advice on brain injuries 
and mental illness. It had provided technical advice on the identification of the dead, in a situation where 
there were 12 000 missing persons. It also undertook general advocacy to arouse the international conscience, 
dealt with the media and the press, and advised on matters such as survival in winter. 

WHO also had a coordinating role for health matters. Operations in the area were a good example of 
United Nations cooperation, and he commended in particular the work of UNHCR as the lead agency. He 
also commended the cooperation with UNICEF, UNPROFOR and the World Food Programme and with the 
Red Cross and other nongovernmental organizations. He emphasized that the provision of relief was made 
regardless of political considerations, and required the cooperation of the local authorities throughout the area. 

The experience showed, in conclusion, that WHO needed to be much better prepared to deal with 
emergencies. For example, an emergency fund should be set up，so that the Organization could react quickly 
and move the basic minimum staff required to the emergency area even before fund-raising started. Internal 
procedures within the Organization should be further streamlined to facilitate decision-making in the field. 
The recent United Nations joint appeal had indicated that for April to December 1993 WHO needed a further 
US$ 40 million for its operations, and he urgently appealed to donors to provide more funds. 

Mr AITKEN (Assistant Director-General) noted that the United States delegate had asked for a 
detailed listing，by country, of funding for emergency relief operations and the use made of their contributions. 
Full information could certainly be provided in due course, and he would give some highlights on the subject 
now. From 1990 to 1992, Italy had been the largest contributor, and the main expenditure items had 
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concerned the Gulf region, primarily as a result of the Gulf War, and emergency preparedness and response. 
In 1992, the Netherlands, followed by the United States of America, had been the major contributor, with the 
largest expenditures going to the Horn of Africa, the Gulf region and the former Yugoslavia. So far in 1993， 
Italy was again the largest donor, and the former Yugoslavia, Somalia, and the Gulf region were among the 
largest areas of expenditure. Throughout the period there had also been a focus on Afghanistan and the 
drought-stricken areas of Africa. 

Regarding programme evaluation, day-to-day operations had absorbed so much time that only a 
minimum of evaluation had so far been carried out. Some meetings and seminars had been held on 
emergency preparedness and planning in general. The debate in the Executive Board and the current 
discussion provided some opportunity to evaluate the programme as a whole, but individual components still 
had to be scrutinized. 

On coordination with the Department of Humanitarian Affairs in New York, he said that since its 
establishment early in 1992, it had taken the lead role in coordinating United Nations emergency assistance 
and WHO welcomed that. Document A46/5, Annex 2, contained the Secretariat's comments on the United 
Nations response to humanitarian issues in general. One concern was that responses to appeals tended to be 
donations of food or funds for its provision, but other contributions were needed as well. The follow-up to 
consolidated appeals was sometimes less effective than mechanisms for making the appeals themselves. The 
Administrative Committee on Coordination had discussed humanitarian emergency response at its recent 
meeting, and the Economic and Social Council was scheduled to do the same, offering Member States an 
opportunity to make their views on the subject known. 

The delegate of Angola had mentioned the need for increased humanitarian support. The consolidated 
appeal for Angola was now being finalized in New York and should be issued very soon. WHO was requesting 
US$ 4.4 million under that programme. 

The delegate of Saudi Arabia had raised an important question about the funding of emergency 
operations. There was now in New York a Central Emergency Revolving Fund amounting to US$ 50 million. 
Monies from the fund could be drawn by organizations like WHO, but only against a pledge that they would be 
reimbursed. That meant that a firm indication of financing by a donor must be available, and there was a risk 
of operations being held up because of that requirement. Yet aid for WHO work in both Somalia and 
Yugoslavia had been provided by the fund. Consolidated appeals had been very successful, but they were 
usually launched for complex emergencies. In other circumstances, for example epidemics, such appeals were 
not the appropriate mechanism, and WHO would continue to appeal directly to donors. 

In response to the delegate of Namibia, he noted that nearly all interventions stemming from 
emergencies were in the form of primary health care, and ultimately related to development. It might on the 
other hand be argued, in view of the priority attached by so many countries to emergency relief, that a 
separate programme should be created for it. The Executive Board would have an opportunity to discuss that 
issue at its January 1994 session. 

WHO's advocacy role, mentioned by the delegate of Sweden, was becoming more and more crucial. The 
Organization must be able to stress the sanctity of medical and health operations in emergency situations. 
Efforts to re-emphasize that point within the Health Assembly would be very welcome. 

Dr JARDEL (Assistant Director-General) said the great number of speakers on programme 4 attested to 
the high level of interest in the primary health care approach, and he was grateful for the information provided 
by delegations on country activities. He wished to address the concerns expressed on budgetary allocations to 
programme 4. Some posts had had to be cut owing to budgetary limitations, but the Director-General was 
taking account of the wishes expressed by delegations. He apologized to the delegate of Malta for any 
misunderstanding that may have arisen on that score. The Secretariat needed to know the opinions of 
delegations on all the programmes before any adjustments could be made，and it was particularly anxious to 
learn which programmes should be given less priority. 

Regarding the reduction in extrabudgetary resources as reflected in the relevant tables, it should be 
understood that only funds that could reasonably be expected to materialize were indicated. Experience had 
shown, however, that additional resources could be generated, and he assured delegations that everything 
possible would be done to increase extrabudgetary support for programme 4. 

A number of delegations had referred to the linkage between programme 4 on the one hand and 
programmes 3.2, Managerial process for national health development, including intensified cooperation with 
countries and peoples in greatest need, and 3.3, Health systems research and development, on the other. 
Programme 3.2 had been generated by a special initiative of the Director-General, and countries themselves 
had asked that it should be singled out, to facilitate easier identification. Its situation might be modified 
during the preparation of the Ninth General Programme of Work, especially if delegations so requested. The 
administrative structure the Director-General had created by combining the resources of programmes 3.2，3.3 
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and 4 would enable those programmes to be mutually reinforcing. A desire for mutual reinforcement also 
motivated the linkage between emergency relief operations and development of health services. All remarks 
made by delegations would be taken into account. 

A number of delegations had stressed the importance of reforms and of exchange of experience 
concerning health services. Under programme 4，investigations were being carried out on such subjects as 
health care insurance, the public-private mix, district-level management, decentralization, primary health care 
in urban areas, and the quality of health care. The purpose was not to propose models but to disseminate 
examples for adaptation by individual countries. The experiment that Canada was planning to carry out was 
extremely interesting, and WHO would be pleased to participate in it. Meetings had been held on the public-
private mix in Mexico, in 1992, and the subject would be pursued further with the help of the Regional Offices, 
notably through a meeting in Namibia in October 1993. In short, the Organization had a wealth of experience 
it wished to share with Member States. 

The delegate of the Gambia had asked for coordination with other agencies, particularly UNDP, to be 
strengthened. WHO was currently working with UNDP to formulate a joint project on the development of 
district health services, which would be opened up to potential donors at a meeting to be held in Geneva in 
June 1993. 

The strengthening of health services, to which delegations attached such high priority, could not be 
achieved unless the capabilities of WHO Representatives' offices in Member States were reinforced. That 
point had been made strongly by the delegate of Swaziland. The Director-General was greatly concerned, as 
was the Executive Board Working Group on the WHO Response to Global Change. 

The draft resolution recommended by the Executive Board in resolution EB91.R10，as amended by the 
United Kingdom of Great Britain and Northern Ireland and by Sweden, was approved.1 

Dr HU Ching-Li (Assistant Director-General) noted that many delegations had emphasized priority 
areas that should be attended to, but the Organization's limited resources, especially in the regular budget, 
obliged it to make adjustments. It would therefore be useful to hear more about what delegations considered 
to be of low priority. 

Development of human resources for health (programme 5) (Document PB/94-95, pages B-63 to B-69) 

Dr SAVEL'EV (Russian Federation) said there was no doubt about the cardinal importance of qualified 
staff in solving a number of problems, including problems in health care. The training of staff affected the 
quality of medical care given to the population, and it required constant adjustment and improvement in the 
light of the changing needs of society. Programme 5 had been designed in conformity with those 
considerations. Due attention had been paid to the preparation of staff for new relations with patients and the 
public and for handling the economic and ethical aspects of health care; consideration had also been given to 
experience gained in carrying out multisectoral cooperation for strengthening health care. His delegation 
supported WHO's programme activities in the development of human resources for health in 1994-1995. 

WHO's work to establish standards for the training and deployment of certain categories of staff was of 
great importance. Such standards made it easier to develop national models and programmes for the training 
of health care workers. The Russian Federation endorsed the intention, outlined in paragraph 39 of the 
programme presentation (page B-66), to broaden the exchange of information through models for balancing 
various categories of health workers in the light of differing socioeconomic conditions. It would enable 
Member States to solve national problems on the basis of international experience. His delegation also 
supported the aim of ensuring continuous improvement of staff qualifications in WHO itself, as mentioned in 
paragraph 37. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) welcomed the Organization's 
acknowledgement of the critical importance of a work force with the capacity to supply the health care needs 
of nations within the general framework of a strategic approach. Of equal importance was the recognition that 
by far the highest percentage of total financial resources was devoted to staff costs, and that a system that 
delivered health care in the most efficient way possible must be sought. 

The programme activities for 1994-1995 reflected an active and balanced approach to the development of 
health care systems around the world. A critical factor mentioned in document PB/94-95, page B-63, 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA46.6. 
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paragraph 4 was that guidelines on human resource planning had been available for many years, but were often 
not used because insufficient attention was paid to the financial implications. 

He welcomed the emphasis placed on the need to assess the type and number of health personnel in 
each professional group required to meet national health plans. Particularly welcome was the proposal for 
strengthening the subjects of public health and preventive medicine in medical education and realigning nurse 
education on the basis of the health-for-all strategy. He congratulated the Director-General on establishing the 
Global Advisory Group on Nursing and Midwifery, in pursuance of resolution WHA45.5. The report of the 
Group's first meeting, held in Geneva in November 1992, was an action plan for its future efforts. The sum of 
US$ 50 000 had been allocated from the regular budget for the Group in 1994-1995，but it would be interesting 
to hear what provision had been made for funding its activities in 1993. 

Dr VASSALLO (Malta) said his delegation welcomed the establishment of the Global Advisory Group 
on Nursing and Midwifery and thanked the Director-General and the United Kingdom for their valuable 
contribution to that end. It was also grateful to the responsible Assistant Director-General for his efforts. 

Malta hoped the Advisory Group would address the question of the position of nursing and midwifery at 
various levels of the Organization, especially headquarters. The success of most programmes largely depended 
on the contribution nurses and midwives could make to the development and implementation of policy. More 
attention should be given in programme 5 to the issue of management training for health personnel at all 
levels. In Malta, the first in a series of management training courses for 60 health care workers had recently 
been launched. 

WHO's fellowship programme had too long been weighted in favour of the clinical and research sciences. 
A reappraisal of current needs, focusing on the acquisition of management skills，was necessary, and positive 
guidance from the Organization would be welcome. 

Mrs OULTON (Canada) said her delegation had been pleased to see frequent references to primary 
health care throughout the programme budget document. Canada had long supported health for all through 
the vehicle of primary health care, and had been one of the sponsors of the draft resolution on strengthening 
nursing and midwifery in support of strategies for health for all, adopted by the Forty-fifth World Health 
Assembly as resolution WHA45.5. Nursing and midwifery remained the key to success, and strengthening 
nursing was therefore the means to a very important end. Her delegation congratulated the Director-General 
on his rapid response to the resolution through the creation of the Global Advisory Group on Nursing and 
Midwifery. It noted that the Group was to meet in 1993, and that resources had been committed for its 
continued work in 1994-1995. The Group had developed a number of important recommendations, and she 
urged the Director-General to address them in the work plan for the remainder of the current biennium 边nd 
the entirety of the next one. 

In the Executive Board's discussion of health for all, concern had been expressed that primary health 
care was slipping in a number of countries. The emphasis on health development had considerable emphasis 
on health economics, research and information development and management. Equal emphasis needed to be 
placed on primary health care: only then would health-for-all objectives be met. 

Dr DLAMINI (Swaziland) thanked the Director-General for responding to resolution WHA45.5 by 
establishing the Global Advisory Group on Nursing and Midwifery. Nurses and midwives continued to be the 
backbone of health services in many countries, including her own. The recommendations in the Group's report 
should be implemented in order for the goal of health for all to be attained through the primary health care 
strategy. Her delegation was also pleased to note the emphasis placed, under programme 5, on development 
of WHO staff resources to enable them to support countries in carrying out their health-for-all strategies. 

The meeting rose at 12h35. 



FOURTH MEETING 

Friday, 7 May 1993, at 15h30 

Chairman: Dr M. SIDHOM (Tunisia) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 1.8 of the 
Agenda1 (Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Document EB91/1993/REC/1, Part II， 
Chapter II) (continued) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) (continued) 

Development of Human Resources for Health (programme 5) (Document PB/94-95, pages B-63 to B-69) 
(continued) 

Dr OSAWA (Japan) welcomed the steady progress achieved under programme 5 in spite of financial 
constraints, and was pleased to see that WHO had been active in developing policies and plans in that field 
together with innovative methodology. Japan gave high priority to the development of human resources for 
health and had provided extrabudgetary support to the programme since 1988. The relevant reports showed 
that the activities supported by Japan had borne fruit. 

A problem common to developed and developing countries was that of the nursing and midwifery 
workforce, and he hoped WHO's efforts to find solutions would bear fruit. 

It was apparent from the programme budget document that the prospects for mobilizing external 
resources for the next biennium were not very good. While he appreciated the severe financial constraints 
under which WHO operated he hoped that it would continue to make the most of support for its activities. 
His delegation would continue its support and endorsed the proposed budget for the programme. 

Dr ALVÁREZ DU ANY (Cuba) said that the human resources programme was a high priority for WHO 
and its efforts in that field were highly appreciated by his country. The major constraint affecting the 
developing countries in the training and appropriate use of those resources was the depressed state of their 
economies, which prevented them from responding properly to fundamental social needs, one of which was 
health. When money had been invested in training and developing human resources, it sometimes happened 
that people could not find work after having completed their training or had to emigrate in search of work or 
of more attractive training opportunities than those available in their own countries and regions. Money 
currently spent for military purposes should be used to solve those problems. 

Cuba, an underdeveloped country, blockaded and without natural resources, had nevertheless decided to 
develop the only natural resource possessed by all peoples, namely the intelligence of its citizens. So far as 
human resources for health were concerned, Cuba had not only satisfied its national needs, but had also sent 
more than 40 000 health workers to more than 37 countries. In addition, since the revolution, it had trained 
thousands of students from developing countries in public health. If a poor country could do that, what could 
the world not do if it so wished? A network of institutions for the basic and further training of health 
personnel had been developed with the support of WHO and of governments of countries which had assisted 
Cuba in its efforts. 

1 Taken in conjunction with item 19, Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
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In spite of its difficulties, the Cuban Government reiterated its willingness to contribute, with other 
countries, to the noble task set for the WHO programme, as it had done for many years. It also offered the 
services of its network of institutions, which included a number of WHO collaborating centres. 

Dr STAMPS (Zimbabwe) said that, despite having vigorously pursued the objectives laid down in 
paragraph 1 (page B-63) of the programme statement and despite the considerable amount of time, expertise 
and money devoted to the development of specialized personnel, Zimbabwe still had shortages in certain 
professions, especially physicians and pharmacists. Regrettably, its southern neighbour, South Africa, had 
never considered that the majority of its population needed such specialized health-care providers. The 
defective nature of that policy, which was based on apartheid, was now clear, especially to those in South 
Africa who were used to receiving high-grade attention from private physicians and pharmacists. At the same 
time, white practitioners were running away to less vulnerable situations. Unfortunately, the vacuum created 
by that policy was being filled mainly by personnel trained in Zimbabwe, resulting in a serious drain on the 
country's resources. He therefore felt that urgent steps needed to be taken through the international agencies 
to protect Zimbabwe's vital national resources. 

Against that background, Zimbabwe was promoting the advanced training of nurses and their 
specialization in areas such as anaesthesia, obstetrics, perfusion and renal dialysis. Nevertheless, physicians 
and pharmacists constituted an essential ingredient of any secure national health system, and he therefore 
pleaded for measures to protect small, vulnerable countries such as his from the plundering of their resources. 

Dr SATCHER (United States of America) said that the development of human resources for health was 
of great interest to his country as it moved towards a major health-care reform aimed at universal access and 
cost containment. The United States of America was especially concerned with the distribution of doctors by 
speciality, as well as with the roles of nurse-practitioners, nurse-midwives and physician-assistants. 

The budget item was a sizeable one, accounting for about US$ 40 million per year of regular budget 
resources. It incorporated some 25 specific activities, ranging from conferences and WHO staff development 
to the provision of texts and the continued education of district health teams. However, there appeared to be 
some overlap with similar activities in programmes 3.2 and 3.3. 

He found it difficult to make informed judgements regarding relative priorities and the adequacy of the 
funds requested or the means of implementation chosen, in view of the degree of aggregation of the budget as 
presented. It would be most useful if the Secretariat could make fuller details available on the allocations 
proposed under the item. The same applied to certain other items that included numerous specific activities. 

He also asked whether the objectives of, for example, the World Summit for Children, governed or 
strongly influenced the specific activities at the various levels. 

Dr LU Rushan (China) endorsed the objectives and activities planned for the coming biennium under 
what he considered to be a very important programme. While the training of health personnel was emphasized 
in the programme, such training was a major component of many other programmes, with which it should be in 
harmony. Training institutions for health personnel should respond to global changes, so as to ensure that the 
trainees acquired both the necessary know-how, especially in relation to the economic aspects of health work, 
and a knowledge of health promotion and protection. As far as the in-service training of health workers was 
concerned, the preparation and revision of teaching materials was also very important. 

WHO should organize meetings at all levels to help Member States to compare notes on the 
management of programmes and educational health work with a view to sharing resources. That could 
compensate for the reduced allocations in the 1994-1995 regular budget, but should not prevent efforts aimed 
at finding extrabudgetary resources. 

WHO staff development was also very important. It was appropriate that priority had been given to the 
training of WHO Representatives, because they could play a key role in the development of programmes 
jointly between WHO and Member States by improving the latter's understanding of current WHO policies 
and principles. 

Mrs TAPAKOUDES (Cyprus) strongly endorsed previous statements on the need to strengthen the role 
of nursing and midwifery in primary health care strategies. She also re-emphasized that nursing was the means 
whereby health for all would be achieved, since nurses and midwives constituted the majority of the 
professionals engaged in the delivery of health care. The close contact nurses had with individuals and families 
in all health-care settings, and especially the community, enabled them to assess needs, to select priorities, and 
to initiate primary health care practices that met the people's requirements in the most convenient and cost-
effective way. If primary health care was to be effective, nurses would have to play an important role in 
health-care policy making and policy planning. She also recognized the absolute necessity for the training of all 
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health-care personnel at all levels in managerial and administrative skills so as to improve standards of care 
and ensure cost-effectiveness. Health-care research programmes should also be strengthened. 

Dr DE SILVA (Sri Lanka) thanked WHO for the increase in the regular budget allocation for the 
development of human resources for health in the South-East Asia Region. High priority should be given to 
technical cooperation in order to ensure that the impact of the programme on the managerial process for 
national health development and that of the human resources programme were complementary. Most 
activities in his country were in the government sector, but the greatest need for training was in the private 
sector. He therefore hoped that, in the next biennium, it would be possible to extend the programme to cover 
the large private sector in countries. 

Ms RARUA (Vanuatu) said that since programmes in small island countries were labour-intensive, the 
training of human resources for health, especially in tropical medicine, was very important to them. Perhaps 
resources should be withdrawn from the central level and directed to village-based programmes of prevention 
and training. 

Dr JARDEL (Assistant Director-General) said that he particularly welcomed the encouraging remarks 
on the activities undertaken by WHO in nursing and midwifery. It was thanks to the decision of the Director-
General, but also to the generosity of the United Kingdom of Great Britain and Northern Ireland, that a rapid 
response had been made to resolution WHA45.5, adopted by the Health Assembly in 1992，and the first 
meeting organized. In order to implement the important recommendations of the WHO Advisory Group on 
Nursing and Midwifery, certain resources had been transferred within the programme itself and that had 
enabled the funds allocated to nursing and midwifery to be considerably increased, both in the present year 
and in the biennium 1994-1995, giving a total allocation of nearly US$ 125 000 as compared with the previous 
allocation of US$ 50 000. While that was obviously not enough, it would perhaps make it possible to obtain 
increased extrabudgetary resources for that important activity. 

The United States delegate had referred to the apparent overlapping of activities in various programmes 
and the lack of clarity of the tables showing the budgetary allocations. He stressed that training activities were, 
in fact, a component of most of WHO's technical programmes, and that programme 5 was concerned with 
promotion, coordination, and the provision of information and technological support for all those activities. 
He assured the Committee that all the programmes concerned were properly coordinated. Further 
information on activities was available but had not been included in the programme budget document for the 
sake of simplicity. More detailed tables had been presented to Board members in January to give them a 
clearer idea of the activities concerned; those tables, and any further information that might be desired, were 
available on request. 

Many delegates had emphasized the importance of strengthening management training. That was an 
area in which WHO was particularly interested, not only through programme 5, but also through programmes 3 
and 4. Nevertheless, management training activities had too often been treated as academic exercises. It was 
absolutely essential to link management training with a thorough analysis of existing structures so as to 
strengthen at one and the same time both training and structures and make them compatible. 

The delegate of Zimbabwe had raised the difficult problem of the brain-drain. That was an extremely 
complex matter involving not only economic factors but also human rights and the legitimate aspirations of 
health professionals. It was clearly difficult to take any steps in that regard at the global level, but WHO was 
willing to cooperate with the countries concerned in attempting to reach bilateral and multilateral agreements 
between countries producing health personnel and those receiving them, as had already been achieved for 
certain countries in the Region of the Americas, for example. 

Public information and education for health (programme 6) (Document PB/94-95, pages B-70 to B-75) 

Doctor MWANZIA (Kenya) said that health education was a key component of primary health care 
since it provided the knowledge, skills and motivation required to bring about change within communities. It 
also played a key role in making communities receptive to programmes such as those on the prevention and 
control of HIV/AIDS and substance abuse, particularly for young people，and nutrition and immunization. 
Schools provided the setting for implementing a strong health education programme to address many 
important problems facing adolescents and young people. Member States looked to WHO for leadership in 
assisting them to strengthen the infrastructures and national capacities required to deliver health education. 

While his delegation supported programme 6，he asked what WHO proposed to do in order to provide 
the necessary leadership and assist Member States in strengthening and developing their health education 
capacities. 



44 FORTY-SIXTH WORLD HEALTH ASSEMBLY 

Dr SATCHER (United States of America) said that his delegation recognized the important contribution 
made by public information and health education to public health activities. However, he was not sure how 
programme 6 was related to the rest of WHO's activities. Several other WHO programmes contained a 
component, or at least funding, for promotion and advocacy purposes. How did they compare with or relate to 
programme 6? Might not real savings be made, for example, if those activities were incorporated in it? 

Dr NAMAKI (Islamic Republic of Iran) said that public information and education for health was the 
most important issue to be considered by WHO and all Member States. Investment in health programmes 
without adequate prior attention to their educational aspects would not be beneficial. Education for health 
was essential not only for health workers and journalists, but also for personnel in other related sectors and in 
the community. All Member States should have educational plans based on their cultural and religious 
principles. A policy of decentralization in budget allocations and methods of action should be encouraged. 

Dr BRUMMER (Germany) expressed his delegation's support for programme 6. WHO's intention to 
strengthen the network of WHO collaborating centres for health eduction and health promotion was of 
primary importance and would be of benefit both to the Organization and to the centres themselves, which 
included the Federal Centre for Health Education in Germany. The Federal Centre would benefit from 
WHO's contribution to the further conceptual development of health promotion and from concrete 
contributions to planning and implementation, and at the same time, its abundant knowledge and experience 
would be available to the Organization. 

He welcomed WHO's intention to work for closer cooperation with the Commission of the European 
Communities, the Council of Europe and other European organizations. As a result, inter alia，of the 
provisions of the Maastricht Treaty, there was considerable interest in cooperation at the European level, 
especially in the area of health promotion. 

Mrs CHRISTIDOU (Greece) said that Greece supported the aims of programme 6 and considered that 
the development of human resources for health should be linked to health education. Health education 
through schools, combined with similar programmes for parents, was an ideal way of improving health and life-
styles. Special attention should be given to adolescents, a vulnerable group and one at particular risk of AIDS. 
The mass media could play an important role by transmitting accurate health messages. 

Dr DLAMINI (Swaziland) said she was pleased to see that programme 6 remained a priority within 
WHO. She agreed with earlier speakers that it was important to undertake health education in schools, and 
suggested that its introduction at an earlier age, before adolescence, was a sound investment for healthier life-
styles; experience with AIDS prevention programmes had shown that it was difficult to change the behaviour 
of adults. Since health workers frequently lacked the necessary communication skills, Swaziland was taking 
steps to include a health education component in their training. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) said that the importance of 
public information and education was now universally accepted and excellent use was being made of all media 
forms both in the European Region - with the innovative Healthy Cities, Healthy Schools and Healthy 
Hospitals initiatives - and in his own country, where increasing weight was being given to health promotion as a 
worthwhile and cost-effective strategy. WHO had a special responsibility for communicating information about 
risk, which involved not only public education, the content of the message itself, the media, and the context of 
the message, but also the credibility of the source of the communication. The public perception of risks, such 
as those relating to diet, smoking and HIV, were particularly important. WHO should undertake more 
research into the impact and effectiveness of messages issued by the Organization and other health-promoting 
bodies. 

Dr ABELA-HYZLER (Malta) expressed satisfaction at the progress of programme 6. The efforts being 
made to enhance and improve media coverage of WHO activities and special events such as World Health Day 
were to be welcomed. Some recent coverage had given a distorted view of WHO and it was important to 
redress the balance by stressing the Organization's many excellent activities. Further, WHO would become 
more widely known if greater attention were paid to schoolchildren, a point emphasized by the delegate of 
Swaziland. Malta had initiated the printing of anti-smoking messages in children's schoolbooks. The effects 
would be monitored over the next few years and，should the procedure prove successful, it would be used for 
other health promotion messages. 

The setting-up in school libraries of special sections devoted to WHO educational and promotional 
materials should be encouraged. The idea might perhaps be piloted through the Healthy Schools initiative 
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launched by the Regional Office for Europe. It would, of course, be necessary to produce suitable materials 
tailored specifically for schoolchildren in addition to those already available. 

He commended those responsible for the continuing high standard and artistic merit of the exhibits 
prepared for the Health Assembly. 

Dr CICOGNA (Italy) said that WHO should continue to play a leading role in health education and 
health promotion, which were essential elements of any public health policy. Tobacco, alcoholism, AIDS, drug 
addiction and violence were all examples of serious problems that could be tackled effectively through health 
education, health promotion and public information. 

He commended the efforts of the Regional Office for Europe in health promotion; the activities were 
characterized by an innovative and cost-effective approach and deserved full support. 

Mr MARTIN (Switzerland) said that the area covered by programme 6 was one in which coordination 
between agencies and, at the national level, between ministries and also between government and the grass-
roots level was of the utmost importance. Health education went beyond purely health matters, extending to 
issues of family life, including family planning, sex education and AIDS prevention, and health and the 
environment. WHO had clearly understood the need for a multi-agency, multidisciplinary and multisectoral 
approach. 

He joined previous speakers in stressing the importance of health education for adolescents, in particular 
concerning sex and the prevention of AIDS and drug abuse. Greater attention should be paid to that 
vulnerable group. 

Dr STAMPS (Zimbabwe) drew attention to the need for public information and health education in an 
area which was not covered by programme 6, namely to counter the promotion in the media of high-risk 
material affecting life-styles, particularly in the Western world and among children. It was estimated that, by 
the age of 18 years, the average child in the United States of America would have watched some 18 000 violent 
deaths on video or television. Films commonly showed young women, usually the heroines, smoking to relieve 
stress, a form of promotion of tobacco use not countered in any way by public health education. Similarly 
cocaine "snorting" was explicitly depicted in films aimed principally at the young; casual, hedonistic and 
promiscuous sexual activity was encouraged through music, shows, on satellite television and in video films; 
the risk of HIV transmission through casual heterosexual relations was denied in mass circulation newspapers, 
and a programme entitled "The myth of AIDS in Africa" circulated throughout the world. So-called developed 
governments claimed that such practices were tolerable in the name of freedom of speech while themselves 
depriving people of such freedom either directly or covertly by supporting tyrannical regimes. The time had 
come for an urgent reappraisal of those practices; while they were not directly related to health activities, they 
impinged seriously on health, and responsibility for exposing young people to them could not be evaded. 

Mrs MAKHWADE (Botswana) supported programme 6, considering that public information and health 
education were an important component of all health programmes, and encouraged communities to act as 
partners in the delivery of health care. In Botswana, however, efforts to integrate health education in training 
programmes were constrained by the lack of teachers, and she appealed for WHO support in that area. 

Professor ANDRIANAIVO (Madagascar) also recognized the importance of public information, 
education and communication in all areas, especially in health, and considered programme 6 to be of high 
priority, particularly in the developing countries. However, research was needed to overcome resistance 
related to social and cultural conditions and the scope of the problems encountered. He appealed to WHO 
and the richer nations to support such research. 

Dr KHAYAT (Regional Office for the Eastern Mediterranean) informed the Committee that the 
Regional Office, in collaboration with UNICEF and UNESCO, had prepared a prototype school health 
curriculum aimed at providing the parents of the year 2000 and beyond with sound health information. It was 
designed not as a separate course but to be integrated in all subjects of the curriculum. The components were 
action-oriented, so that schoolchildren would learn by doing and would also influence the behaviour of their 
families. The curriculum comprised an introductory booklet, a teachers，guide, and six booklets dealing with 
the different areas into which health messages could be inserted. The package was currently available in 
English and Arabic and a French version was in preparation. The curriculum had already been adopted and 
successfully implemented in several countries both within and outside the Region. It was available on request 
by writing to the Regional Office. 
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Dr NAPALKOV (Assistant Director-General) thanked delegates for their comments and support. In 
reply to the delegate of the United States of America, he said that the problem of how to structure the health 
education programme within WHO had been under consideration for some time, and had been discussed at 
the ninety-first session of the Board. Two approaches were being considered in relation to the Ninth General 
Programme of Work: (1) devolving the programme to the division and units interested; and (2) maintaining 
health education as a cross-programme activity, with horizontal links to all programmes. Since, as the United 
States delegate had pointed out, health education was related to almost all aspects of WHO's work, it was 
difficult to confine it to specific areas, and it was felt that it should have direct functional relationships with all 
WHO programmes. The issue was still under review and a final decision had not yet been taken. 

In reply to the delegate of Kenya, he said that WHO was collaborating with the University of Bergen, 
Norway, and with NORAD to develop an international network for the strengthening of national capacities, 
especially in developing countries, for utilizing existing information, developing new materials, and carrying out 
education, promotion, research and evaluation in the area of health behaviour. He agreed that vulnerable 
groups, such as children and adolescents, should have priority for WHO's health education activities. 

He shared the serious concern, so eloquently expressed by the delegate of Zimbabwe, at the 
contamination of the mental environment and agreed that urgent action was needed. At the ninety-first 
session of the Executive Board, members had concluded that the problem had reached a dangerous level and 
could not be ignored. While the issue was already being addressed in WHO health education programmes, 
there was room for further development. He hoped that the steps taken by the Director-General to reinforce 
WHO's information service would assist in achieving progress in that area. 

HEALTH SCIENCE AND TECHNOLOGY • HEALTH PROMOTION AND CARE (Appropriation 
Section 3) 

Research promotion and development, including research on health-promoting behaviour 
(programme 7) (Document PB/94-95, pages B-76 to B-80) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing programme 7, said 
that the Executive Board had underlined the importance of health research and confirmed that, while WHO 
was not itself a research organization, it had a constitutional role in promoting and facilitating research and in 
utilizing relevant results in formulating policy. In addition, WHO functioned as an executive agency for 
research coordination in certain areas, such as tropical diseases and human reproduction. Given that science 
and technology were vital to the attainment of WHO goals, the role of the global and regional Advisory 
Committees on Health Research in policy formulation was crucial. Health development research was 
important for the identification of priorities among health problems and for improving policy, especially when 
resources were limited. The main question was how best the results of research could be quickly translated for 
everyday use by decision-makers and managers. The Board had emphasized the ethical and moral aspects of 
research, particularly in the context of international collaboration. 

Dr SAVEL'EV (Russian Federation) commended WHO's work under programme 7. The documents on 
the ethical aspects of scientific research published jointly by WHO and CIOMS and the reports of scientific 
groups and expert committees were of particular value. 

He welcomed the intention, indicated in paragraph 10 of the programme statement (page B-77), to 
improve screening procedures for the designation and re-designation of WHO collaborating centres; there 
were currently 1086 such centres. He proposed that, in the light of resolution WHA43.19 on the role of health 
research, the Executive Board might include on its agenda, in the near future, consideration of a report from 
the Director-General on the role of collaborating centres in WHO activities, with particular attention to the 
benefits of the system and the manner and extent of its utilization. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences), speaking at the 
invitation of the CHAIRMAN, said that the most recent result of the close collaboration between CIOMS and 
WHO had been the joint publication of the International ethical guidelines for biomedical research involving 
human subjects (already referred to at the Committee's second meeting in the discussion on programme 3.4, 
Health legislation). The Guidelines had been endorsed by the WHO global ACHR and the Executive 
Committee of CIOMS. 

The Guidelines stressed that, for all biomedical research involving human subjects, the investigator must 
obtain the informed consent of each prospective subject. Such consent might be supplemented by the 
agreement of a community representative or a family member. The selection of research subjects was a 
sensitive issue and must be done in such a way that the burdens and benefits of the research were equitably 
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distributed. Particular attention was paid in the Guidelines to research involving children, pregnant and 
nursing women, persons with mental or behavioural disorders, prisoners, and less developed communities in 
both developing and developed countries. He highlighted a number of other points covered by the Guidelines: 
confidentiality of data for both epidemiological and clinical research was essential; any research subjects 
incurring physical injury must be compensated; any research involving human subjects must be submitted to an 
ethical review committee to ensure that there were no ethical or human rights abuses, and research undertaken 
in one country but sponsored by another must be reviewed by the ethical review committees of both countries. 

While he recognized that such guidelines would not solve all the moral and ethical problems of research 
involving human subjects, they would go a long way towards sensitizing investigators and regulatory authorities 
to the need to maintain high ethical standards in accordance with the Declaration of Helsinki, with respect for 
individual autonomy, beneficence and non-maleficence, and justice, particularly in regard to equitable 
distribution. He hoped that collaboration with CIOMS would help WHO in defining policies in that field and 
that it would be intensified in the future. 

Dr MANSOURIAN (Office of Research Promotion and Development) assured the delegate of the 
Russian Federation that a comprehensive report on collaborating centres would be prepared. Such centres, 
although of crucial importance, formed only part of the vast network of institutions collaborating with WHO. 
In some large-scale programmes, such as that on tropical disease research, collaborating centres were not 
designated, recourse being had to scientific institutions as and when required. He added that research was an 
integral component of almost every programme, as could be seen in the table on pages C-14 to C-16 of the 
programme budget document. Obviously, there was a need to maximize the vast potential of the scientific 
community in WHO's research activities. 

General health protection and promotion (programme 8) (Document PB/94-95, pp B-81 to B-99) 

Programme 8.1: Nutrition1 (Resolution EB91.R8; Document A46/6) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said the Board had noted that the 
nutrition programme, with special focus on micronutrient malnutrition, remained a priority concern for the 
Organization. It had further noted that the Director-General，s report on the International Conference on 
Nutrition, held in Rome from 5 to 11 December 1992, (document A46/6) was a blueprint for the action 
needed at all points of the nutrition front; it recommended to the Health Assembly the adoption of the 
resolution contained in resolution EB91.R8. The Board drew attention to the importance of addressing the 
prevention of diet-related chronic diseases, nutrition education, and research and training, as well as 
appropriate and sustainable food aid. All concerned agencies, including WHO and FAO but also the World 
Bank, UNICEF, the World Food Programme and others, should improve their cooperation in that field. Their 
joint efforts would reverse the decline in breast-feeding, and ensure that the International Code of Marketing 
of Breast-milk Substitutes, adopted in 1981，was more successfully implemented at country level. The Board 
recognized that the nutrition programme was related very closely to other programmes. 

Concerning programme 11.5，Food safety, the Board had stressed the need to strengthen the relevant 
legislation and enhance capacities for food quality control through the further implementation of international 
standards within the framework of the Codex Alimentarius Commission; it had noted that many countries did 
not draw full benefit from the Commission's assistance. Food safety in connection with tourism should receive 
attention. The proposed reduction in the overall budget allocation for the programme, apparently due to the 
fact that fewer countries were making use of WHO's regular budget for food safety, was a matter of concern. 
The International Conference on Nutrition appeared, however, to have stimulated a better understanding of 
the relationship between food safety and some of the diseases that WHO was combating. The Board had 
requested WHO to assist countries in identifying resources for food safety. 

The Board had further noted that while emergency food aid might meet immediate nutritional needs, it 
did not constitute a long-term solution. It had stressed the importance of WHO's role in ensuring the inclusion 
of local foodstuffs in rations and helping to find longer-term solutions to the problem of malnutrition. 

Dr STAMPS (Zimbabwe) noted that one of the most hotly debated issues at the International 
Conference on Nutrition had been the promotion of breast-feeding. It was disappointing, therefore, that scant 
reference was made to the subject in the draft resolution recommended by the Board. He therefore proposed 
that the Director-General should be enjoined to promote breast-feeding as the main nutritional resource for 

1 Taken in conjunction with programme 11.5, Food safety (document PB/94-95, pages B-160 to B-163). 
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infants, and that subparagraph 4(2) of the draft resolution should accordingly be amended by the insertion, 
before the words "micronutrient malnutrition", of the words "infant breast-feeding;". 

Dr ABELA-HYZLER (Malta) endorsed the Plan of Action adopted by the International Conference on 
Nutrition, as well as the framework proposed for WHO's strategy at all levels. He commended in particular 
the proposals for ensuring improvements in food safety as outlined in paragraphs 46 and 47 of the Director-
General's report (document A46/6). He supported the recommended resolution, but considered that the 
inclusion of diet-related chronic diseases among diseases and conditions that were for the most part deficiency-
related did not give sufficient emphasis to their importance in terms of morbidity and mortality. He 
consequently proposed the deletion of the words "¿iet-related chronic diseases" from subparagraph 2(2) and 
the addition of a new subparagraph 2(3) reading "to contain and reduce the rising prevalence of diet-related 
diseases and conditions related to them", the following subparagraphs being renumbered in consequence. 

Dr BRUMMER (Germany), said that the problems of the developing countries had rightly been to the 
fore in the International Conference on Nutrition; but its results were by no means insignificant for the 
industrial countries. Germany had already implemented many of the measures envisaged in the Plan of 
Action. Despite the availability of high-quality foods at reasonable prices, nutrition-related diseases remained 
widespread, causing great suffering and generating high costs. In response to the World Declaration adopted 
at the Conference, the Federal Government would launch a comprehensive programme of national action to 
improve the nutritional situation by the end of 1994; emphasis would be on measures to inform the public 
about appropriate, adequate nutrition and healthy life-styles. 

He fuUy supported the resolution recommended by the Executive Board. 
Concerning food safety (programme 11.5), he observed that, despite the most intensive efforts, the 

incidence of foodborne infections and food poisonings continued to rise throughout the world. WHO's 
proposed programmes could provide a solution in the long term; the regional strategies planned for the period 
1994-1995 were likely to improve food safety in general and provide the consumer with better protection. The 
programmes to improve general hygienic conditions, including food hygiene, already carried out in 
collaboration with the World Tourism Organization, and those planned for the future, were of considerable 
interest, since many tourists were affected by foodborne diseases which, inter alia, could make them into 
permanent carriers of pathogens. The integration of the official food surveillance systems of the countries of 
central and eastern Europe into the existing western European system was of major significance in the 
perspective of a single European market. 

Dr CABA-MARTÍN (Spain) commended WHO's leading role in the follow-up to the International 
Conference on Nutrition, an event that had been designed to stimulate a dynamic process. He warmly 
endorsed the World Declaration and Plan of Action and could accept, in principle, the resolution 
recommended by the Executive Board, which together with the Director-General's report (document A46/6) 
covered the fundamental issues raised at the Conference. 

The Spanish health authorities were particularly conscious of the intersectoral and multicausal nature of 
nutritional problems, and would have wished that aspect to be brought out more strongly in the draft 
resolution. They basically concurred with the priority areas for action listed in the Director-General's report, 
setting particular store by the monitoring of nutritional status. The progressive extension of the data base, the 
establishment and interpretation of health indicators, and the analysis of trends were complementary activities 
that would be tackled all the more effectively from WHO's international viewpoint. Another valuable initiative 
concerned diet-related chronic diseases，which were a major cause of preventable morbidity and mortality and 
contributed significantly to the high cost of health care. 

The Director-General's report stressing the importance of improving and enhancing activities by 
individual countries contained a number of important elements that should, he considered, be developed 
further without delay. 

Spain welcomed the recognition that breast-feeding should be promoted as the ideal source of infant 
nourishment, and endorsed the proposal by Zimbabwe to that effect. Recent European Community directives 
on infant feeding stressed the same point and were based on the provisions of the Codex Alimentarius, to 
which WHO itself had largely contributed. 

Dr MIRCHEVA (Bulgaria) commended the Director-General’s report and the resolution recommended 
by the Executive Board. The World Declaration and Plan of Action for Nutrition would stimulate fruitful 
cooperation between scientific organizations and interested parties in the public and private sectors in pursuit 
of nutritional well-being at the national level. 
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Detrimental trends in the diet of the population of Bulgaria during the past few decades had resulted in 
increasing morbidity and mortality levels for certain noncommunicable diseases, notably cardiovascular 
diseases, cancer and diabetes. Adult and child obesity were also increasing; and foodstuffs were contaminated 
in some regions of the country by heavy metals, nitrates and pesticides. The painful transition to a market 
economy posed additional problems in the domains of food supply and nutrition. Remedial measures, largely 
inspired by the World Declaration and Plan of Action, included the elaboration of a national food and 
nutrition policy and, with the help of experts from FAO, of a draft food law, a programme to deal with iodine-
deficiency problems, the rehabilitation of food control, and a national project for monitoring nutritional status. 
Despite severe economic constraints, the Bulgarian Government was determined to treat the implementation 
of a policy and programmes for improvements in the nutritional well-being of the nation as a matter of 
priority. 

Dr CHIMIMBA (Malawi) spoke of the marked prevalence of chronic malnutrition in his country, which 
was going through an especially critical post-drought phase. He noted that the main thrust of WHO's nutrition 
programme was for the vulnerable groups of mothers and children, and families as a whole. 

Nutritional surveillance (in connection with which the Ministry of Health in Malawi was collaborating 
very closely and productively with universities, nongovernmental organizations and other competent ministries 
and departments), rehabilitation, health education, growth monitoring, breast-feeding and good weaning 
practices, together with the prevention and management of specific micronutrient, trace element and vitamin 
deficiencies, all had their place in multisectoral strategies, albeit those strategies were, of course, built 
essentially around issues of agriculture, economic planning and development. The need for operational 
research in improving the health and nutritional well-being of children could not be overemphasized, and the 
Director-General was urged to continue to provide financial and technical support in that regard. 

Malawi welcomed the emphasis laid in the nutrition programme on strengthening the technical 
capabilities of Member States in activities related to micronutrient deficiencies, and was grateful for support in 
that connection from bilateral donors and organizations of the United Nations system, including UNICEF. 
Strengthened collaboration, especially between WHO, FAO and the World Food Programme, was called for in 
regard to the needs of women and children in particular. 

He welcomed the proposed increase in the budget for the nutrition programme in the African Region, 
but asked where cuts had been made to permit that increase. 

Malawi was working on country-level follow-up to the World Declaration and Plan of Action for 
Nutrition, including a national conference for policy-makers, donors and nongovernmental organizations which, 
it was hoped, would be supported by WHO and FAO. 

His delegation supported the resolution recommended by the Executive Board. 

Dr GOVIND (Malaysia) endorsed the resolution recommended in resolution EB91.R8. Malaysia was 
striving, through a number of measures, to eliminate iodine-deficiency disorders by the year 2000. It was also 
carrying out activities to reduce iron-deficiency anaemia and diet-related chronic diseases in pregnant mothers 
and in children. The WHO/UNICEF "baby-friendly" hospital initiative was being implemented, along with 
community-based programmes for nutritional improvement and the training of key health care personnel to 
sustain activities. 

Dr MUKHERJEE (India) said that the question of equitable nutrition had arisen in India and 
necessitated a national nutrition policy. Despite a reduction since 1960 in the number of poor people and the 
disappearance of extreme hunger and starvation, chronic malnutrition, particularly among children, women and 
landless farming communities, continued to be a stark reality. Of special concern were severe malnutrition 
among children in urban slums, nutritional anaemia among pregnant women, vitamin deficiency among 
schoolchildren and adolescent girls, and seasonal malnutrition associated with rain-fed subsistence agriculture. 
However, nutrition was a multisectoral matter: it affected development as much as development affected it. 
The problem must therefore be tackled both through direct nutrition interventions for especially vulnerable 
groups and through the development of policy instruments to create conditions for improved nutrition. The 
Ministry of Health and Family Welfare was carrying out a number of programmes aimed at overcoming the 
country's main nutritional problems. He endorsed in principle the resolution recommended by the Executive 
Board. 

Dr LEVENTHAL (Israel) noted that implementation of the World Declaration and Plan of Action for 
Nutrition adopted at the International Conference on Nutrition would require a commitment of will and 
resources from all United Nations bodies, governments, nongovernmental organizations, food manufacturers 
and others. WHO's leadership would be instrumental in maintaining that commitment and in coordinating and 
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supporting international and national efforts to reach the established goals. The proposed increase in 
coordination and cooperation between the different organizations of the United Nations system active in 
nutrition-related fields would, it was hoped, be effective at international level, and should also foster closer 
cooperation between the affiliates of those organizations within Member States. WHO must work to mobilize 
the private sector so as to ensure greater financial support for the activities envisaged to meet the goals of the 
action plan and to encourage private sector involvement in measures designed to eliminate nutritional-
deficiency diseases. 

In Israel intersectoral groups for the promotion of good nutrition had been established throughout the 
country. Nutritionists were being taken on to the staff of health offices; public health nurses currently 
received training in nutrition as part of their routine work; and legislation was being prepared which would 
require nutrition data on labelling of all imported and locally manufactured food. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) welcomed the principles of 
the World Declaration and Plan of Action for Nutrition and endorsed the emphasis on determination by each 
country of its own needs. It was essential for countries to set targets appropriate to their needs and establish 
the means of monitoring and evaluating the effectiveness of policies to achieve those targets. He looked 
forward to further valuable collaboration between WHO, FAO and other United Nations organizations, both 
globally and regionally, in order to advance towards the established goals. 

Mrs STEGEMAN (Netherlands), welcoming the recent establishment of a division for food and nutrition 
in WHO headquarters, asked how nutrition aspects would be incorporated into other WHO programmes, and 
which programmes were considered of priority in that respect. Noting that, as a follow-up to the International 
Conference on Nutrition, WHO regional offices would cooperate with individual countries in the elaboration of 
action plans, she considered that the exchange of ideas and experiences between countries was important. In 
Europe that meant maintaining the European Conference on Food and Nutrition Policy. Elsewhere, regional 
meetings could be organized for that purpose. She requested information on the volume of funds needed to 
support countries in the implementation of action plans and asked whether extrabudgetary funds would be 
required. 

Agreeing with the tenor of the resolution recommended by the Executive Board in its resolution 
EB91.R8 and with the amendments to it proposed by Zimbabwe and Malta, she proposed two further 
amendments: first, in paragraph 4(2), the insertion of the words "both to nutrition in WHO programmes and 
especially in priority areas" after the words "so that increased emphasis can be given"; and secondly, the 
addition of a new paragraph 4(4) reading: "to stimulate regional exchange of ideas and plans;", the next 
subparagraph being renumbered accordingly. 

Dr SUZUKI (Japan), observing that specific steps would have to be taken to follow up the successful 
International Conference on Nutrition, welcomed the immediate step taken by WHO, namely the 
establishment of a division of food and nutrition. That was a consequence of WHO's growing commitment to 
a wide spectrum of nutrition and nutrition-related concerns which were basic to good health in all population 
groups throughout the world. Already one of the five main priority areas of WHO, nutrition was to remain a 
priority in the implementation of the Ninth General Programme of Work and thus into the next century. 

Dr MILLER (Barbados) recognized the need to establish effective intersectoral collaboration so that full 
consideration could be given to the impact of structural adjustment on the population's nutritional status. 
Pockets of undernutrition among children under five had reappeared in Barbados as a result of the current 
economic crisis. Her country was therefore seeking to improve food self-sufficiency and food safety in order to 
ensure the maximum degree of nutritional well-being among the population. It recognized the need to develop 
surveillance systems for food production, consumption, distribution and marketing; measures aimed at 
improving household food safety; and standardized systems for the collection and analysis of data on food 
consumption and dietary patterns. 

She asked what mechanisms would be established to ensure that the recommendations of the World 
Declaration and Plan of Action for Nutrition were implemented and expressed her support for the resolution 
recommended by the Executive Board. 

Dr WHITFIELD (Bahamas), noting that the Bahamian economy was primarily based on tourism, said 
that a recent outbreak of food poisoning had affected both the population and visitors. One possible cause was 
contamination resulting from the dumping of solid waste by cruise ships, a factor beyond his country's control. 
A greater concern, however, was the risk of cholera, which had entered the English-speaking Caribbean 
through Guyana. The necessary steps had been taken to deal with factors within his country's control, but 
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factors outside its control were a cause for alarm. Any further help from WHO in that regard would be greatly 
appreciated. 

Dr RADITAPOLE (Lesotho) said that malnutrition affected many children in Lesotho and acute cases 
accounted for an increasing number of deaths. In the highlands, there was a notable prevalence of stunting 
among children under five, of wasting and of low weight-for-age. A programme had therefore been launched 
to stimulate community involvement in household food safety; one of its components was community-based 
growth monitoring, which had been well accepted by the population. The programme had been adversely 
affected by drought and community-based supplementary feeding for under-fives had had to be introduced. 
However, as its scope was limited, the number of children malnourished as a result of drought was rising. 
Support was urgently needed for the Lesotho nutrition unit, which lacked the expertise to ensure advocacy for 
better nutrition for all children. She expressed her support for the resolution contained in resolution EB91.R8. 

Mrs OULTON (Canada), noting that iron-deficiency anaemia was a worldwide cause of ill-health and 
suffering primarily affecting women, with frequent serious consequences for their infants, advocated the 
elimination of that nutritional deficiency, not merely its reduction. She therefore proposed the following 
amendments to the resolution recommended in resolution EB91.R8: at the end of paragraph 2(1), insertion of 
the words Has well as iron-deficiency anaemias", the reference to iron-deficiency anaemia being removed from 
paragraph 2(2); and in paragraph 4(3), insertion of the words "women and children" between the words 
"including" and "refugees". 

Dr DALLAL (Lebanon) proposed the addition to the resolution of a new subparagraph calling for the 
monitoring and control of the use of hormones in agriculture and the conduct of research on the extent of 
their harmful effects on human health. 

Dr DLAMINI (Swaziland) expressed her support for the resolution recommended by the Executive 
Board. 

Dr MMATLI (Botswana) pointed out that Botswana, like other countries in the African Region, suffered 
from recurrent droughts, which tended to negate the efforts made to improve the nutritional status of the 
population and especially of vulnerable groups. Despite droughts, however, his country had managed to reduce 
the level of malnutrition to a prevalence of about 15%. It had started to produce weaning food, which would 
be distributed throughout the country by mid-1993 in order to provide supplementary food for infants and 
young children. The promotion of breast-feeding was to be strengthened and the "baby-friendly" hospital 
initiative was to be introduced. Two regional courses were to be held to train district personnel in maternal 
and child nutrition. A programme was under way to control iodine-deficiency disorders, for which a national 
monitoring group was being formed. A community-based communication strategy was being drawn up to help 
provide or increase access of communities to food nutrition information, focusing in particular on diet-related 
noncommunicable diseases. As a follow-up to the International Conference on Nutrition his country looked 
forward to receiving support from WHO and FAO to prepare a plan of action concentrating on household 
food safety, diet-related noncommunicable diseases, and care for socioeconomically deprived and vulnerable 
members of society. 

Mr LOPEZ CHAVARRI (Peru) observed that in the proposed programme budget for 1994-1995 there 
seemed to be a reduction in the estimated obligations for nutrition programmes in the Region of the Americas. 
Considering that the problems of nutrition in Latin America, and particularly in his country, were far from 
solved, he asked why such a cut had been made. 

Mrs THOMANN (La Leche League International), speaking at the invitation of the CHAIRMAN, 
expressed the League's gratitude for the opportunity to work in official relations with WHO for the attainment 
of the goals for breast-feeding set forth in recent international documents. The League was dedicated to 
helping mothers in the world to support each other in breast-feeding. In a few societies there was a structure 
for such support, but in many they had to organize themselves. 

Through the volunteer work of 7510 leaders in 48 countries, the League sought to increase the worldwide 
rates and duration of breast-feeding and to attain the goals stated in the Innocenti Declaration, the Plan of 
Action of the World Summit for Children and the World Declaration and Plan of Action adopted by the 
International Conference on Nutrition. 

The League recommended: (1) that WHO should encourage its Member States and the 
nongovernmental organizations in official relations to recognize "mother-to-mother support for breast-feeding" 
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as contributing significantly to international breast-feeding goals; (2) that WHO should actively encourage the 
implementation of the provision of the above-mentioned World Declaration and Plan of Action that stated: 
"Encourage and support collaboration between health care systems and mother-support networks, including 
the family and the community, if necessary by promoting the establishment of mother-support groups" 
(Strategies and Actions, No. 5 (c)); (3) that WHO should cooperate with mother-to-mother support 
organizations in their efforts to ensure that mothers received consistent, accurate and up-to-date information 
on breast-feeding and should contribute financially to the development of related material for 
mothers; (4) that WHO should encourage and finance research related to such support with a view to 
increasing the rates of exclusive breast-feeding and its duration and use as a child-spacing method; (5) that 
WHO should encourage the inclusion of such support (particularly in relation to the Safe Motherhood 
Initiative) in national prenatal programmes, so that mothers integrated breast-feeding into their daily lives and 
were aware of their rights at the hospital; and (6) that WHO should promote breast milk as a vital source of 
food for infants, a significant element in food safety for toddlers, and a way to prevent micronutrient 
deficiencies and improve vitamin-A intake among infants and children, especially in relation to colostrum as a 
rich source of vitamin A. 

The recommendations were based on the following points: (1) it had been demonstrated that "mother-
to-mother support" was emotionally and technically positive and effective in increasing rates and duration of 
exclusive breast-feeding; (2) the related organizations provided immediate and sustained support outside the 
formal health care structure - an important component in the promotion and support of breast-feeding; (3) the 
grass-roots approach and active participation by mothers contributed to awareness of breast-feeding as an 
important community issue and ensured that breast-feeding mothers' needs at the community or country level 
were accurately assessed; (4) such support educated and "empowered" women, thereby contributing to the 
accomplishment of international breast-feeding goals. 

Mr COTTER (Food and Agriculture Organization of the United Nations) welcomed the results of the 
International Conference on Nutrition jointly sponsored by FAO and WHO, whose long-standing close 
cooperation had contributed to the success of its preparation and outcome. The World Declaration and Plan 
of Action adopted by the Conference established clearly the multidisciplinary and multisectoral nature of 
efforts needed to improve nutrition, involving, besides agriculture and health, educational and other measures 
for good food practices and related care services. 

Increases in agricultural production and availability of food must be accompanied by proper processing, 
storage and commercial handling, and the development of national and international markets, thus creating 
jobs and increasing revenue, with a better distribution of income and access to healthy food contributing to 
overall health. The related guarantees of proper care and good nutrition practices would help to achieve the 
aims fixed by the Conference. 

It had been planned carefully since 1989，beginning at country level with the designation of liaison offices, 
establishment of intersectoral groups, organization of seminars and preparation of documents, followed by 
regional meetings. The Declaration and Plan of Action were also to be implemented from the base upwards, 
with FAO and WHO cooperation in the formulation and execution of national multisectoral plans. 

The main Plan of Action required the governing bodies of international organizations to determine in 
1993 the ways and means of achieving the set goals. The FAO Committee on Agriculture had already 
discussed the matter, which would subsequently be taken up by the Council and the FAO Conference. 

The International Conference on Nutrition had increased awareness of the serious situation and 
strengthened the will to improve nutrition for all, particularly the poorest and most vulnerable. Countries must 
take advantage of that, acting rapidly and establishing programmes in accordance with the Conference's 
directives. FAO would give all possible assistance, in cooperation with WHO and other organizations, the 
private sector and donors. 

The meeting rose at 18h30. 



FIFTH MEETING 

Saturday, 8 May 1993, at 9h00 

Chairman: Dr M. SIDHOM (Tunisia) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the Agenda1 

(Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POUCY MATTERS: Item 18.2 of the Agenda (Document EB91/1993/REC/1, Part II, 
Chapter II) (continued) 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation 
section 3) (continued) 

General health protection and promotion (programme 8) (Document PB/94-95, pages B-81 to B-99) 
(continued) 

Programme 8.1: Nutrition3 (Resolution EB91.R8; Document A46/64) (continued) 

The CHAIRMAN reminded the Committee that the item included consideration of a draft resolution on 
follow-up action to the International Conference on Nutrition, recommended by the Executive Board in 
resolution EB91.R8, and drew attention to a revised version which took into account the comments made and 
amendments proposed at the previous meeting by the delegates of Lebanon, Malta, Netherlands, and 
Zimbabwe, together with the amendment proposed by the delegate of Canada to operative paragraph 4(3)，and 
which read as follows: 

The Forty-sixth World Health Assembly, 
Having considered the report of the Director-General on the International Conference on 

Nutrition and the consequent proposed WHO strategy for supporting nutrition action at all levels; 
Commending Member States, organizations of the United Nations system and other 

intergovernmental and nongovernmental organizations concerned for their participation in the 
preparatory process and in the International Conference itself, and for their pledge to follow it up; 

Commending the Director-General for his effective collaboration with other organizations of the 
United Nations system, especially FAO, in organizing the International Conference and for according 
high priority to nutrition by allocating additional resources，in particular for those countries most in need, 

1. ENDORSES in their entirety the World Declaration and Plan of Action for Nutrition adopted by 
the Conference;5 

1 Taken in conjunction with item 19, Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1 , Annex 11. 
3 Taken in conjunction with programme 11.5, Food safety. 
4 Document WHA46/1993/REC/1 , Annex 3. 
5 International Conference on Nutrition. World Declaration and Plan of Action for Nutrition. Rome, December 1992, 

Food and Agriculture Organization of the United Nations and World Health Organization. 
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2. URGES Member States: 
(1) by the year 2000, to strive to eliminate famine and famine-related deaths, starvation and 
nutritional deficiency diseases in communities affected by natural and man-made disasters, and in 
particular iodine and vitamin A deficiencies; 
(2) by the year 2000, to reduce substantially the prevalence of starvation and widespread chronic 
hunger; undernutrition, especially among children, women and old people; iron deficiency 
anaemia; foodborne diseases; and social and other impediments to optimal breast-feeding; and to 
remedy inadequate sanitation and poor hygiene; 
(3) to contain and reduce the rising prevalence of diet-related diseases and conditions related to 
them; 
(4) to develop, or strengthen as appropriate, plans of action setting out national nutritional goals 
and how they are to be achieved in keeping with the objectives, major policy guidelines and nine 
action-oriented strategies that were elaborated in the Plan of Action adopted by the International 
Conference on Nutrition, which also endorsed the nutritional goals of the Fourth United Nations 
Development Decade and of the World Summit for Children; 
(5) to ensure the implementation of plans of action which: 

(a) incorporate nutrition objectives into national development policies and programmes; 
(b) strengthen measures in various sectors to improve nutrition through governmental 
mechanisms at all levels, especially district development plans, and in collaboration with 
nongovernmental organizations and the private sector; 
(c) include community-based measures, particularly through primary health care activities, 
for nutritional improvement that are crucial if full and sustainable benefits are to be obtained 
for all people; 
(d) are sustainable in the long term and contribute to protection of the environment; 
(e) enlist the cooperation of all groups concerned; 

3. CALLS UPON organizations of the United Nations system, other intergovernmental and 
nongovernmental organizations and the international community as a whole: 

(1) to renew their commitment to the achievement of the objectives and strategies set out in the 
World Declaration and Plan of Action for Nutrition including, to the extent that their mandates 
and resources allow, technical cooperation and financial support to recipient countries; 
(2) to reinforce and foster concerted action at all levels for the establishment and implementation 
of national plans of action in nutrition with a view to attaining health and nutritional well-being for 
all; r 

4. REQUESTS the Director-General: 
(1) to support Member States in establishing and implementing national plans of action for 
nutritional improvement that emphasize self-reliance and community-based action, especially as 
regards their health-related aspects; 
(2) to reinforce WHO's capacity for food and nutrition action in all relevant programmes, so that 
increased emphasis can be given as a priority to maternal, infant and young child nutrition, 
including breast-feeding; micronutrient malnutrition; nutrition emergencies (particularly training in 
preparedness and management); monitoring of nutritional status; control of diet-related chronic 
diseases; prevention of foodborne diseases; and research and training in subjects related to food 
and nutrition, including health implications of the misuse of chemicals in agriculture; 
(3) to give priority to least developed, low income, and drought-affected countries, and to provide 
support to Member States in establishing national programmes，especially those concerned with 
nutritional well-being of vulnerable populations, including women and children, refugees and 
displaced persons; 
(4) to stimulate regional exchange of ideas and plans; 
(5) to report on progress in implementation by Member States of the World Declaration and Plan 
of Action for Nutrition to the Health Assembly in 1995 as stated in the Plan of Action. 

Dr NAPALKOV (Assistant Director-General) said that the International Conference on Nutrition had 
been a good example of cooperation between two United Nations agencies，FAO and WHO, and the first of its 
kind. Some difficulties had arisen from the very beginning, since two different organizations had been dealing 
with one and the same problem but from different points of view. Nevertheless，after several months of 
intensive cooperation, good results had been produced by the preparatory conference stage. The Conference 
had attracted a large number of nongovernmental organizations. However, it had become clear that they were 
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not all pursuing the same objectives, and the Conference had provided an opportunity for them to find 
common approaches. 

The amendments proposed by the delegates of Malta, Zimbabwe and Netherlands were acceptable. 
However, the Canadian delegate's proposal concerning the transfer of the reference to the campaign against 
iron deficiency anaemia from operative paragraph 2(2) to operative paragraph 2(1) raised a problem in so far 
as an obligation would be assumed to eliminate the disease by the year 2000, which might not be realistic. 
Some kind of technical compromise could perhaps be found. 

As the delegate of Israel had emphasized, it was important to find common ground for consumers， 
manufacturers, policy-makers and regulatory agencies in their united efforts to solve the problems of nutrition. 
The International Conference on Nutrition had proved helpful in that regard. 

In answer to the question put by the delegate of Peru concerning the decrease in expenditure on the 
nutrition programme in the Region of the Americas, he pointed out that there had been no decrease in 
intercountry programmes, but only in country programmes. The cessation of activities under the nutrition 
programme in two countries, which, as indicated in paragraph 36 of the programme statement, accounted for 
the decrease, had been decided by the countries concerned. 

Dr QUINCKE (Division of Food and Nutrition), replying to the delegates of Barbados and the 
Netherlands, said that mechanisms for implementation and follow-up of the action required to attain the goals 
of the World Declaration and Plan of Action for Nutrition had been established as indicated in chapters 5 and 
6 of the Plan of Action. They covered both the national and international levels and the reporting 
requirements, especially for the governing bodies of the international organizations concerned. WHO 
mechanisms in the form of task forces and working groups continued to operate and were being strengthened. 
The Organization had already embarked on intensive follow-up, in particular for strengthening national plans 
of action on nutrition. Funds had been committed to 17 countries within the programme of intensified WHO 
collaboration with least-developed countries and with the support of the Italian Government. Such 
collaboration would probably have to be extended to at least 50 countries and would require an amount of 
US$ 1.5 million. The production of guidelines on nutrition policies, strategies and activities, especially for use 
at country level, was continuing and would require an additional amount of some US$ 4 million for priority 
action covering major items such as nutritional emergencies, maternal and infant and young child nutrition, 
and control of micronutrient malnutrition. Those activities had been outlined in eight "nutrition initiatives". 
Similarly, in order to deal with the most pressing food safety problems, particularly in developing countries, 
priority action had been summarized under four further initiatives aimed at strengthening government 
functions in assuring the quality of food supplies. The estimated total amount for those initiatives was about 
US$ 6 million. Copies of the initiatives could be provided to anyone interested. 

Mr CHEBARO (Lebanon) suggested that appropriate wording to the effect that steps should be taken to 
control the quality of foodstuffs should be added to operative paragraph 4(2). 

Dr LARTVIÈRE (Canada) said his delegation would withdraw the amendments it had submitted at the 
Committee's fourth meeting to subparagraphs 2(1) and (2) of the draft resolution on the understanding that, in 
implementing strategies to combat micronutrient deficiencies an integrated approach would be used, and iron 
deficiency anaemias would not be disassociated from other nutritional deficiencies. The wording proposed by 
Canada would have corresponded more closely to that of resolution WHA45.33, but consultation with WHO 
staff had shown that the original wording of thè draft resolution reflected practical expectations, operational 
realities and fundamental know-how in strategies aimed at dealing with nutritional deficiencies in current 
circumstances. 

The draft resolution, as amended，was approved.1 

Programmes 8.2 to 8.4: Oral health; Accident prevention; and Tobacco or health 
(Document A46/10)2 

The CHAIRMAN noted that in connection with programme 8.4 the Committee should also consider the 
following draft resolution on the use of tobacco within the United Nations system buildings, proposed by the 
delegations of Australia, Austria, Bahamas, Benin, Bhutan, Botswana, Canada, China, Cook Islands, Côte 
d'Ivoire, Finland, France, Ghana, Hungary, Iceland, India, Iran (Islamic Republic of), Ireland, Jamaica, Jordan, 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA46.7. 
2 Document WHA46/1993/REC/1, Annex 4. 
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Kiribati, Kuwait, Malaysia, Malta, Mauritius, Micronesia (Federated States of), Morocco, Netherlands, New 
Zealand, Norway, Papua New Guinea, Philippines, Republic of Korea, Saint Kitts and Nevis, Samoa, 
Singapore, Solomon Islands, Sri Lanka, Thailand, Tonga, United Kingdom of Great Britain and Northern 
Ireland, and Vanuatu: 

The Forty-sixth World Health Assembly, 
Noting the report of the Director-General on the implementation of resolutions WHA42.19, 

WHA43.16, and WHA45.20 relating to the WHO programme on "tobacco or health"; 
Recalling that resolution WHA43.16 urged all Member States to provide, through legislation or 

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

Recalling that resolution WHA45.20 asked the Director-General to continue seeking and 
facilitating multisectoral collaboration on WHO's "tobacco or health" programme within the United 
Nations system; 

Noting with satisfaction that the important question of "tobacco or health" has been included on the 
agenda for the next session of the United Nations Economic and Social Council; 

Noting with concern that smoking is still permitted in workplaces and public areas in buildings 
owned, operated or controlled by the United Nations system, 

1. CALLS ON the Director-General as a matter of importance to approach the Secretary-General of 
the United Nations urging him: 

(1) to take the necessary steps to ban the sale and use of tobacco products in all buildings owned, 
operated or controlled by all organizations and specialized agencies of the United Nations system 
and that are used to carry out its business; 
(2) to ensure that the progressive implementation of this ban takes a maximum of two years 
from the date of this Health Assembly; 
(3) to provide appropriate resources to assist employees who are smokers, but who wish to cease 
smoking, to take part in smoking cessation programmes, and provide open-air sheltered areas for 
those who wish to continue smoking; 

2. REQUESTS the Director-General to report to the Forty-eighth World Health Assembly on 
progress in the implementation of this resolution. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing the three programmes, 
said that, with regard to programme 8.2, Oral health，the Board had stressed the need to intensify preventive 
activities, especially a wide range of fluoride methodology, because the reduction in oral disease prevalence 
reported in many industrialized countries was not yet enjoyed by others, in particular the developing countries. 
There was a need to develop international standards of training for oral health personnel and publications on 
systems of oral health care delivery. The Board had supported the higher priority given to the inclusion of oral 
health in primary health care. The need to continue collaboration with programme 13.13, AIDS and other 
sexually transmitted diseases, in connection with oral manifestations of AIDS had been emphasized. 

The Board had noted that accidents were a major cause of morbidity and mortality. Accident prevention 
should reflect the worldwide enthusiasm for developing programmes to prevent and control injuries and should 
be considered under the General Programme of Work. The indicators that had been established for the 
monitoring and evaluation of community safety programmes and their application would be assessed at the 
Second Conference on Injury Control, to be held in May 1993. Those indicators should be made widely 
available so that all countries could benefit from them; WHO should play a greater part in that effort. 
However, the proposed programme budget included only a very small component for country activities, and the 
Board had recommended a reorientation of the programme objective to support countries in studying the 
factors leading to injury and drawing up strategies for prevention and control as part of primary health care. 
The Board had also noted the need for close collaboration with other programmes concerned, and had 
recommended including the term "injury" in the title of programme 8.3. 

The Board had noted with satisfaction the increase in budgetary resources allocated to programme 8.4, 
Tobacco or health, and had endorsed the main orientations for the next biennium，stressing that support for 
the development of national tobacco control programmes would be crucial during that period. The Board had 
suggested that increased emphasis should be given to preventing the taking up of smoking among vulnerable 
groups such as children and women and that greater use could be made of the mass media in the fight against 
tobacco. Further progress in tobacco control would require multisectoral collaboration to address the areas of 
commerce, industry and taxation. Considerable progress had been made in regard to tobacco and health in the 
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past three years, including the smoke-free Olympic Games of 1992，but still the health sector and WHO were 
not winning the war against tobacco. Effective health education was a very important issue, particularly for 
schoolchildren. In regard to resolution WHA45.20, the Board had noted that at its next session the United 
Nations Economic and Social Council was to discuss measures for dealing with the many aspects of the tobacco 
question through multisectoral collaboration among the international organizations concerned. The resolution 
adopted by the Assembly of the International Civil Aviation Organization in October 1992 urging progressive 
restrictions on smoking on all international passenger flights, with the objective of implementing complete 
smoking bans by 1 January 1996, was an illustration of the fruitful collaboration that could be achieved on 
health matters within the United Nations system. 

Dr Sung-Woo LEE (Republic of Korea) commended the Director-General and his staff on the progress 
made in the implementation of the plan of action on "tobacco or health" during the period 1991-1992, despite 
the difficult economic situation. Everyone present was aware of the great difficulties facing the world in that 
regard: while the health authorities of every Member State were making a great effort to educate their people 
about the harmful effects of tobacco, advertising by the tobacco companies, aimed especially at the young, was 
continuing. In the Republic of Korea a recent survey had shown that while middle-aged people were giving up 
smoking, more and more young people were taking up the habit. The rate of smoking among young males, 
which had been 40% in 1990，had increased to 45%. 

WHO should continue to play a leading role in tobacco-or-health issues，and should take every possible 
measure to achieve the goal of a tobacco-free society. It was not enough to advocate a healthy life-style or to 
discuss relevant issues - the time had come to take specific action to stop the advertising of tobacco, especially 
in the developing countries. 

His delegation wished to thank the Regional Director for the Western Pacific for supporting the anti-
tobacco campaign in the Republic of Korea and, as a sponsor of the draft resolution before the Committee, 
requested all delegations to support it in full. 

Dr BRUMMER (Germany), commenting on programme 8.4, welcomed WHO's proposed activities for 
1994-1995. It was particularly gratifying to note the intention to grant developing countries special assistance 
for national tobacco control programmes since, compared with the developed countries, there was reason to 
fear that they would be facing far greater problems as a result of their increasing consumption. The most 
noteworthy of the special dangers facing the developing countries were: the sharply increasing number of 
smokers; the considerable pressure to smoke resulting from a rising supply of cigarettes; the intensification of 
cigarette advertising, over which the State exerted little control; the high level of harmful substances in the 
cigarette brands marketed; the relatively low prices; the low awareness of health matters among the 
population; and insufficient health education in some countries. 

Against that background, the proposal outlined in paragraph 22 of the programme statement to intensify 
collaboration between WHO and governments, organizations of the United Nations system and 
nongovernmental organizations was very important. Without such institutional assistance, including the 
seconding of suitable experts, it would be difficult to achieve results of any substance, especially in the 
developing countries. It would, however，be necessary to coordinate national policies in the fields of health, 
economics, agriculture, finance and development in the developed countries, especially those of Europe, 
including Germany, with regard to such forms of assistance channelled through WHO and the United Nations 
or on the basis of bilateral agreements. That would be a difficult task, as far as both the additional 
administrative capacity and the political will that would be necessary to apply it were concerned. 

It was by no means easy to comment on the cost appropriations for programme 8.4. A minor, nominal 
increase over the preceding biennium was shown, yet the sum allocated was clearly lower than the amounts 
earmarked for nutrition, oral health and accident prevention. Given the extremely high mortality rate among 
smokers, his delegation considered that the resources allocated to programme 8.4 were insufficient. 

He called for close cooperation between WHO's European Region and the European Communities, and 
welcomed the inclusion of tobacco-or-health issues on the agenda for a joint meeting to be held on 
27 May 1993. An initiative taken by the Regional Committee for Europe at its forty-second session in the 
form of a letter to ICAO urging that Organization to take steps to ensure the banning of smoking on 
international flights and to prepare appropriate conventions had perhaps been partly responsible for the 
adoption by the twenty-ninth session of the Assembly of ICAO of the resolution referred to in paragraph 13 of 
document A46/10. He hoped that Member States would be informed about the implementation of that 
resolution at the Health Assembly in 1996. 

He expressed support for the draft resolution on the use of tobacco within United Nations system 
buildings. A good example would be set by banning smoking completely in the Palais des Nations by 1994， 
especially during the Health Assembly. 
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Dr DAVIS (United States of America) commended the contribution made by the "tobacco or health" 
programme in helping Member States to curtail smoking in their countries. He agreed with the direction of 
the programme and its threefold emphasis on development of national tobacco control programmes, promotion 
of public information and education, and the establishment of a WHO data centre. Commending WHO's 
efforts in capacity-building and health education, he noted in particular the level of collaboration between the 
Division of Health Education and the "tobacco or health" programme and the emphasis on the health effects of 
tobacco consumption in the Division's training efforts, which should be expanded. WHO should pursue the 
development of its tobacco-or-health data centre, which would be crucial to international tobacco control 
efforts. He supported the draft resolution on the use of tobacco within United Nations system buildings. 

Dr CHIMIMBA (Malawi), referring to programme 8.2 (Oral health) and expressing concern about the 
high prevalence of oral disease in the African Region, advocated greater emphasis in WHO's activities on what 
was a somewhat neglected area. It was gratifying to note the choice of oral health as the theme of World 
Health Day 1994, the international collaborative oral health research initiative, and the increased financial 
allocation to that programme in 1994-1995, even though technical activities depended mainly on extrabudgetary 
funding. Commending the emphasis on prevention, he requested WHO to ensure the training of appropriate 
staff for the planning of oral health programmes, research, curative care and equipment maintenance. He 
welcomed the focus on district-level activities and was glad that WHO support for the Intercountry Centre for 
Oral Health in Jos, Nigeria was to continue. 

Turning to programme 8.4，he welcomed the continued attention to the socioeconomic aspects of tobacco 
production, which reflected his delegation's repeatedly expressed concerns about the economic effects of a 
decline in production, and the proposed further multisectoral collaboration within the United Nations system, 
with the inclusion of "tobacco or health" on the agenda of the next session of the United Nations Economic 
and Social Council. His delegation would cooperate with WHO in ensuring that such issues as crop 
substitution, diversification and economic support to countries dependent on tobacco production as a major 
source of income continued to be discussed in the appropriate forums. Reiterating the importance of a 
multisectoral approach to the "tobacco or health" programme, he commended the action taken to implement 
resolutions WHA42.19, WHA43.16 and WHA45.20. ‘ 

Dr EMMANUEL (Singapore), referring to programme 8.4, commended WHO's cooperation in the 
introduction of national tobacco control programmes. Singapore was fully committed to a reduction in tobacco 
use. Measures to reduce smoking, initiated with appropriate legislation in 1970 and implemented through the 
introduction in 1986 of a nation-wide smoking control programme with multisectoral involvement and including 
measures to protect the rights of non-smokers, had led to a prohibition of smoking in many public places and a 
reduction in the prevalence of smoking from 23% in 1977 to 13% in 1988. Other recent legislation covered the 
setting of limits on the tar and nicotine content of cigarettes, the inclusion of health warning messages on all 
packets, and stricter laws on the advertising and sale of tobacco products. All forms of direct and indirect 
tobacco advertising, promotion and sponsorship were now banned. Recent surveys having pointed, however, to 
a rise in smoking levels, particularly among the young, an act had been promulgated to ban smoking by people 
under the age of 18 and the sale of tobacco products to that age group. Her delegation commended WHO's 
efforts to implement resolution WHA43.16 and to coordinate international action for the control of tobacco 
and supported the draft resolution on the use of tobacco within United Nations system buildings. 

Dr ZENG Fanyou (China) expressed agreement with the targets and proposed measures set out under 
programme 8.4, especially regarding future trends. Commendable results had been achieved in the 
implementation of the plan of action for "tobacco or, health" in the period 1988 to 1995, among them the 
celebration of World No-Tobacco Day and the publication of Tobacco alert. Although consumption had 
declined in the industrialized countries, and steps had been taken to reduce passive smoking by banning 
smoking in many public places, the increased marketing and "dumping" of tobacco products in developing 
countries, including China, counteracted their own efforts to reduce smoking and was a matter of grave 
concern. The programme should enlist the cooperation of the media in conducting a targeted information 
campaign and promoting healthy life-styles. Health care workers, teachers and politicians, and also film stars 
and sports personalities, should be encouraged to act as role models. Health education for adolescents, in 
particular, should include an anti-tobacco component. An appeal should be made to world leaders and political 
authorities, informing them of the harmful effects of tobacco use, especially among adolescents and women, in 
order to encourage them to take the appropriate measures. He welcomed the progress made in the 
establishment of a tobacco-or-health data centre as a valuable source of information for countries or regions. 
The funds available for the programme from the regular budget were insufficient, and he hoped that further 
efforts would be made to mobilize extrabudgetary funds. 
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Dr SAVEL'EV (Russian Federation) said that, despite what had been achieved through programme 8.2, 
oral disease remained a priority in many developed countries. The programme should include the preparation 
of publications on models for the organization of oral health care and the standardization of specialist training 
in order to ensure the international compatibility of professional qualifications. He expressed support for the 
objectives and activities of programmes 8.2, 8.3 and 8.4. 

Dr DLAMINI (Swaziland), speaking on programme 8.2 and concurring with the delegate of Malawi on 
the need to draw attention to the problems of the African Region in that regard, noted with satisfaction the 
priority given to the oral health programme and especially the emphasis on prevention. Because of the 
shortage of specialist personnel in Swaziland, efforts were being made to train nurses, midwives and other 
health care workers to deal with oral health problems. She commended the district focus in the programme. 

She supported the Executive Board's recommendation to include the term "injury" in the title of 
programme 8.3, Accident prevention. 

With regard to programme 8.4，she shared the concerns expressed about tobacco hazards, especially the 
increased consumption in developing countries and among women. WHO should continue to support efforts 
to introduce comprehensive tobacco prevention and control programmes. She supported the draft resolution 
on the use of tobacco within United Nations system buildings. 

Dr MIRCHEVA (Bulgaria) expressed appreciation for the progress made in the implementation of 
programme 8.4 and for WHO's role in initiating and accelerating national tobacco-or-health programmes. 
Bulgaria needed such a programme and more effective control over the factors linked with smoking 
prevalence. They included the availability of national tobacco-industry products and advertising. Local tobacco 
production might hamper, but should not preclude, implementation of a national programme for prevention 
and control of smoking. Measures already adopted, such as restrictions on smoking in public transport, had so 
far failed to produce any significant impact on smoking trends in her country. The results of the 1992 decree 
on decreasing the tar content of Bulgarian tobacco products could not be reported until after its 
implementation in 1995. She strongly supported the draft resolution. 

Dr CICOGNA (Italy) said that credit was due to WHO and the health sector in general for the progress 
made in countering the spread of smoking habits. Further efforts were needed, however, together with more 
imaginative strategies which should be adjusted to meet changing needs. Disturbing trends had been revealed 
in a number of recent reports. Tobacco consumption was projected to increase in the developing world, 
cigarette consumption was rising in eastern European countries; and one of the largest tobacco companies in 
the European Community had increased its sales by 13% in one year and by 44% in the previous four years. 
Further, smoking prevalence was growing among adolescents and continued to be very high among health 
professionals and medical students. In that context，it was doubtful that the goals set by WHO for 1995 would 
be attained. It was regrettable that the tobacco problem was accorded lower priority than other health 
problems. 

The lesson to be learnt from that body of evidence was that the anti-smoking messages of the past should 
perhaps be abandoned in favour of a holistic and more positive approach, integrated into programmes for 
disease prevention, prevention of substance abuse and promotion of healthy life-styles. In Italy, tobacco use 
was dealt with in conjunction with other forms of substance abuse. The integration of the anti-smoking 
message into more comprehensive health-oriented packages would enhance its impact on the public and ensure 
better protection against attacks by the tobacco industry. WHO might wish to consider reorienting its 
approach to the problem so as to provide guidance to countries and to the international health sector. 

Dr GEORGE (Gambia), speaking of the importance of oral health，said it should be integrated into 
existing health programmes. Existing delivery systems should be used to provide preventive oral health 
services to vulnerable and high-risk groups such as children and pregnant and nursing mothers. In countries 
with a weak health infrastructure, efforts should be made to identify appropriate health personnel to provide 
basic oral health services to those population groups which currently received no such care. He also drew 
attention to the growing incidence of caries and related complications in children under the age of five in 
developing countries. In his experience’ there was a link with inadequate breast-feeding, extensive use of sugar 
solutions and breast-milk substitutes, and less attention by mothers to their children as a result of 
socioeconomic pressures, such as the need to work long hours. To tackle those problems, developing countries 
needed technical assistance at the regional level to support development of oral health plans. He was 
concerned that the funds allocated in the proposed programme budget still did not reflect the need for basic 
oral health services. 



60 FORTY-SIXTH WORLD HEALTH ASSEMBLY 

Professor BERTAN (Turkey) said that smoking could be regarded as a development indicator in most 
developing countries. In her country, 50% of adolescents and a higher proportion of older people were 
smokers. Recognizing the serious effect of smoking on health, her country had taken control measures 
including school education programmes, public health education, in-service training of health personnel, many 
of whom were smokers themselves, and restrictions on smoking in some places of employment, domestic flights 
and hospitals. A bill, supported by the Ministry of Health, to restrict smoking in public places and all public 
transport was currently before Parliament. Nationwide action involving all sectors was necessary to achieve 
freedom from the effects of smoking. She greatly appreciated the efforts of WHO in tackling that very serious 
health problem. She supported the draft resolution. 

Dr SHOGREN (Australia), speaking in support of the draft resolution, said that the Health Assembly 
had already urged Member States, in resolution WHA43.16, to provide, by legislation or other measures, 
protection from involuntary exposure to tobacco smoke in workplaces, public places and public transport. In 
addition, there was overwhelming evidence of the harmful effects of both active and passive smoking on public 
health, and increasing implementation by Member States of anti-smoking policies. It was time, therefore, for 
the United Nations system as a whole to set an example by banning the use of tobacco products in its 
buildings. WHO, as the specialized agency responsible for health in that system, should take the lead in the 
matter. 

The draft resolution called for a three-pronged approach: (1) to ban the sale and use of tobacco 
products in all buildings owned, operated or controlled by organizations and specialized agencies of the United 
Nations system; (2) to set a time limit of two years for implementing that policy; and (3) actively to 
encourage employees who were smokers, but who wished to cease smoking, to take part in smoking cessation 
programmes. 

The hazards to health associated with the direct consumption of tobacco products - smoking, chewing, 
and snuff taking - had been a major public health concern for years. In January 1986, the Executive Board had 
recommended a draft resolution on smoking and health to the Health Assembly which had adopted it in May 
of the same year (resolution WHA39.14); it affirmed "that tobacco smoking and the use of tobacco in all its 
forms is incompatible with the attainment of health for all by the year 2000". The resolution further urged 
those Member States which had not yet done so to implement smoking control strategies to "ensure that non-
smokers receive effective protection, to which they are entitled, from involuntary exposure to tobacco smoke, 
in enclosed public places, restaurants, transport, and places of work and entertainment", and stated that 
passive, enforced or involuntary smoking "violates the right to health of non-smokers, who must be protected 
against this noxious form of environmental pollution". 

The draft resolution before the Committee was justified by the recent substantial and growing evidence 
of the consequences of passive smoking - the involuntary inhalation of tobacco smoke - on health. The United 
States Environmental Protection Agency regarded environmental tobacco smoke as a class A carcinogen. 
Being prevented from breathing clean air, and thus being exposed to a health hazard, had human rights 
implications. Concomitant with the foregoing was the question of the legal liability of employers and landlords 
in respect of health problems suffered by employees and clients as a result of involuntary smoking. 

Experience showed that smoking bans in prescribed places，particularly the workplace, were far more 
effective when accompanied by employer-sponsored programmes to help smokers give up smoking. In 
addition, tobacco products should not be easily accessible in the working environment. Concern for public 
health was the prime motivation for the draft resolution, but clear evidence was emerging of the cost benefits 
of the smoke-free environment, such as lower cleaning and maintenance costs and decreased absenteeism due 
to illness. 

The joint sponsorship of the resolution by 41 Member States, supplemented by those who had indicated 
their support during the debate, clearly showed the widespread concern about the effects of tobacco use on 
public health. She commended the resolution to the Health Assembly. 

Dr RANNAMÀE (Estonia), speaking on behalf of the Baltic countries, emphasized the importance of 
the health problems caused by tobacco, including cardiovascular diseases and lung cancer. Greater intervention 
at government level, through legislation and tobacco-or-health programmes, was needed, together with health 
education of the public, especially young people and women. National tobacco-or-health programmes should 
be strengthened and legislation to regulate the advertising of tobacco and tobacco products encouraged. He 
fully supported the tobacco-or-health programme. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) said that the Health 
Assembly should urge those Member States where the development of tobacco control programmes had been 
slow to make better progress. He was pleased to note the efforts of the Director-General to involve other 
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United Nations bodies such as the Economic and Social Council in discussion of the problems of dependence 
on tobacco. He hoped progress would be made in solving the related economic problems in developing 
countries. 

He was pleased that ICAO had adopted a resolution urging Member States to progressively restrict 
smoking on all international flights and hoped that similar progress could be made with surface transport. 

He fully supported the draft resolution on the use of tobacco within United Nations System buüdings, but 
proposed a minor amendment to subparagraph 1(3)，namely to insert the words "encourage and" before the 
word "assist". 

Professor OPROIU (Romania) reported an increase in the proportion of smokers in his country among 
the population aged over 20 of 25% in 1989 and 29% in 1990，coinciding with the beginning of the transition to 
a market economy and the launching of an advertising campaign for imported cigarettes. Against that 
background, a series of measures had been taken in 1992 to promote greater observance of earlier regulations 
and to reduce smoking, e.g. in health establishments, schools, restaurants and transport. Radio programmes, 
articles in national and local newspapers, films and free anti-tobacco brochures were among the methods used, 
many of them on World No-Tobacco Day. Some activities were supported by nongovernmental organizations. 

Unfair methods were used by cigarette manufacturers and distributors, who had large financial resources 
and filled the empty advertising space in eastern European countries with tobacco advertising. Government 
measures taken during the second half of 1992 included a 10% tax on advertising revenue relating to tobacco, 
cigarettes and alcoholic drinks and a 1% tax on the sale of those products. The revenue from those taxes, 
estimated at some US$ 14 million annually, was included in the budget of the Ministry of Health for the 
purchase of medicines. 

The control and educational measures adopted so far, despite some successes, were of limited 
effectiveness, especially in the long term. A national anti-tobacco programme was therefore being drawn up, 
based on WHO recommendations and included in the WHO action plan for a tobacco-free Europe. 

Dr TEMU (United Republic of Tanzania) said that tobacco consumption in his country had been 
increasing steadily, especially among working-class men. Studies in a hospital had shown that doctors smoked 
the most. However, smoking among primary school children in one region was less than 1%, and there were 
few women smokers. There was no legislation against tobacco promotion, but individuals and 
nongovernmental organizations were endeavouring to restrict its use. One of the main bus companies in Dar 
es Salaam had banned smoking on all its buses. The Tanzania Anti-Smoking Association (TASA), registered 
in 1990, aimed at promoting healthy living by refraining from using tobacco; it organized seminars among 
young people and women's groups on the dangers of tobacco. World No-Tobacco Day had been marked by 
workshops and advertisements in the media on the dangers of tobacco. Legislation would be proposed to ban 
smoking in public places. 

He fully supported the draft resolution on the use of tobacco within United Nations system buildings, 
with the amendment proposed by the delegate of the United Kingdom. 

Dr LEVENTHAL (Israel) said that WHO，s initiatives in the field of "tobacco or health" had led to more 
comprehensive national programmes, greater public awareness of the risks of smoking and intersectoral 
cooperation in educational and informational activities. In his country, such activities included a wide variety 
of information material aimed, among others, at youth and, in their own languages, at ethnic groups and 
immigrants. Anti-smoking posters were placed at major sporting events shown on television and efforts were 
being made to reduce smoking in public places. Such efforts had led to changes in public attitudes to smoking 
but that was not yet reflected in significant reductions in smoking rates，particularly among young women and 
youth in general. Legislation to create smoke-free environments and educational programmes to reduce 
tobacco consumption must be strengthened. He commended WHO's leadership and technical expertise as a 
support to governments in their efforts to reduce tobacco consumption. 

He supported the draft resolution. 

Mrs STEGEMAN (Netherlands) fully endorsed the content and the budget proposals of the "tobacco or 
health" programme. She urged WHO to intensify, in particular, its advocacy role in close collaboration with 
the European Community. 

Mrs KIMLIKOVÁ (Slovak Republic) said that smoking was a habit that caused 11 000 unnecessary 
deaths in her country every year, and the situation had been getting worse since 1989. The current proportion 
of smokers in the population was 42%, and one of the Slovak Republic's most important tasks was to reduce it. 
Per capita consumption had been rising steadily and was now estimated at 2600 cigarettes a year，although the 
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increase in uncontrolled imports of cheap, high-tar cigarettes from western Europe meant that the real figure 
was probably much higher. More and more young people were smoking，and the age at which they started was 
shockingly low, often as young as 10. 

The effects of smoking on the health of the population were alarming. Lung cancer was steadily 
increasing among men and could be expected to do so among women in future, given the change in their 
smoking habits. An increase could also be seen in other smoking-related cancers, such as those of the mouth, 
pharynx and larynx among men, and of the bladder, kidney and pancreas in both sexes. Smoking played an 
important role in the growing number of premature deaths from cardiovascular diseases. It had been 
estimated that nearly 40% of deaths among people aged 35-69 had been due to tobacco in recent years. There 
was also a high prevalence of respiratory diseases and of allergies, which were also related to smoking. 

The Slovak Republic had taken part in World No-Tobacco Day in 1993. Step by step, it was successfully 
introducing health education in the schools, where pupils were taught the dangers of smoking. A total of 26 
Slovak districts were participating in the CINDI programme on health-promoting schools. Prevention 
programmes with pre-school children were also being launched. In February 1993，the country had organized a 
conference on "tobacco or health" with the active participation of WHO experts. 

Money obtained from tobacco production brought her Government significant revenues, but it was ready 
to espouse the cause of health, which must weigh more heavily than business profits. Many goals had been 
prepared and incorporated in the national health promotion programme. The Slovak Republic welcomed and 
supported all WHO's activities aimed at improving the health of people all over the world. 

Her delegation endorsed the draft resolution. 

Dr MOREAU (France) said that his country had a veritable arsenal of legislation and regulations against 
smoking which had recently been strengthened still further. France supported all the measures adopted by 
WHO under the "tobacco or health" programme and unequivocally endorsed the draft resolution. 

Professor OKELLO (Kenya) said that his delegation endorsed programme 8.2 on oral health. Kenya's 
policy in that area involved the training of oral health personnel at all levels and the provision of oral health 
workers in facilities down to the district level. In August 1993, Kenya would host an international meeting on 
oral health organized jointly with the Commonwealth Dental Association. It supported the activities of the 
intercountry centres for oral health. 

Turning to programme 8.3 on accident prevention, he said that his delegation supported it and believed 
that its scope should be extended to the regional and intercountry levels in Africa. The introductory 
paragraphs of the programme statement indicated that WHO was concentrating on the need to improve 
performance at country level. He therefore noted with concern that there was no budgetary allocation for the 
accident prevention programme at the country level in Africa. In Kenya accidents, especially on the road, 
claimed the lives of the most productive members of society. Thirty per cent of the country's health care 
resources went to providing care for people injured at home, in the workplace or on roads; that represented a 
serious drain. Programme 8.3 should therefore be expanded and resources committed at the country level. 

Kenya also supported programme 8.4 on "tobacco or health". It had embarked on the education of the 
public about the dangers of tobacco consumption. On World No-Tobacco Day, it had tried to sensitize 
members of the public, especially young people, to the dangers of smoking. It urged WHO to intensify the 
intercountry campaigns against tobacco. 

Dr NAMAKI (Islamic Republic of Iran) said that the world was witnessing a major increase in the 
number of young people and women affected by tobacco，which had not only a direct impact on health, but 
also an indirect one through its worldwide economic effects. Misleading propaganda could be seen in airports, 
on streets and in public places, aimed at encouraging tobacco use in both developed and developing countries. 
Advertisements produced by the main manufacturers had the effect of inciting young people to consume 
tobacco. Expenditure on education of the public against tobacco use was minimal, compared with what 
manufacturers paid for advertising. WHO should reflect on that point and seek a solution. His delegation 
supported the draft resolution. 

Dr MMATLI (Botswana) highlighted the progress made by his country under the "tobacco or health" 
programme. An anti-smoking law had been promulgated early in 1993. Advertisements for tobacco on 
billboards had been discontinued after schoolchildren had presented, as part of the commemoration of World 
No-Tobacco Day, a petition to the ministries concerned requesting protection from the dangers of smoking. 
Botswana's national airline had banned smoking on all domestic flights and on international flights of less than 
two hours. The bus and taxi association had long banned smoking，and such a ban was slowly taking effect in 
the railway system, where the anti-smoking law enacted recently would soon be enforced. A number of 
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government buildings and United Nations offices had been declared smoke-free areas. His delegation 
supported the draft resolution, as amended. 

Dr BEN KHELIFA (Tunisia) said that smoking was a social scourge that was intensifying throughout the 
world. WHO had given serious consideration to the matter and had prepared the "tobacco or health" 
programme accordingly. The Tunisian Ministry of Health was aware of the dangers of smoking and of its 
negative impact on the population's health. It had programmes to combat smoking involving consciousness 
raising and studies in academic and professional institutions aimed at eliminating smoking. Tunisia intended 
to enact a ban on smoking in public places. His delegation thanked the Director-General for implementing the 
programme and supported the draft resolution submitted under it. 

Dr ALVAREZ DUANY (Cuba) said that his country's programme on "tobacco or health" had led to a 
reduction in tobacco use of 1% annually for the past seven years and a decline in per capita consumption of 
1.5%. Advertising of tobacco products had been prohibited for over 30 years, but the dissemination on 
television shows of images indirectly promoting tobacco consumption had not yet been eradicated. The 
national health system participated actively in the anti-tobacco effort by promoting health consciousness and 
working directly with smokers. Government bodies were being supported in those areas by WHO and Oxford 
University. A survey on tobacco and health was currently being carried out, and would supplement other 
studies already made. 

Legal measures to limit tobacco consumption in public places and prohibit purchase of tobacco products 
by minors had been strengthened. A total of 34 government bodies and ministries had adopted restrictions on 
tobacco, 22 of them envisaging such measures as means of protecting human beings and the environment; 20 
bodies, including the public transport system, had adopted supplementary measures. The Cuban parliament 
had started informing its members about tobacco addiction, and President Fidel Castro had set an example by 
emphasizing the campaign against tobacco. Though tobacco was an important component of Cuban exports, 
his country supported the "tobacco or health" programme and participated actively in it. 

Ms RARUA (Vanuatu) welcomed the introduction by a growing number of countries of minimum ages 
for the purchase of tobacco, for when parents sent children to purchase cigarettes, it encouraged them to take 
up smoking themselves. She was not, however, clear why tobacco had been singled out among the many 
substances to which people could become addicted. When men spent household funds on alcohol and kava, for 
example，that also had an adverse impact on the health of women and children. 

Dr MELKAS (Finland) commended WHO's efforts to promote legislation in Member States restricting 
tobacco advertising and creating smoke-free workplaces, public places and transport. Tobacco smoke 
constituted a particular health hazard, especially when mixed with other deleterious substances such as asbestos 
or radon. Environmental tobacco smoke, recognized as a carcinogen, constituted a major threat to the health 
of employees in many workplaces. People had little opportunity to choose their workplace on the basis of its 
smoking policies. 

In future, legal action could be expected if an employee became seriously ill as a result of passive 
smoking at work; there had already been cases in some countries where compensation for involuntary 
exposure to passive smoking at the workplace had been awarded. The most effective way to ensure protection 
of workers against passive smoking was legislation for a smoke-free environment. Surveys had shown the 
public to be in favour of such measures，which could help establish non-smoking as the norm. 

He supported the draft resolution on the use of tobacco within United Nations system buildings. 

Mr CHEBARO (Lebanon) said that his delegation wished to become a cosponsor of the draft resolution 
on "tobacco or health", as amended by the United Kingdom. Lebanon had already banned smoking in public 
places, especially schools and places of worship, and on public transport，and tobacco companies were obliged 
by law to print health warnings on the packaging of tobacco products. However, the financial influence of the 
powerful tobacco companies was proving difficult to counter with the Government's limited resources. 

He considered that the vigorous campaign against tobacco use should be extended to other drugs as well, 
including alcohol. 

Dr MARIE (Egypt) said that his country had introduced a number of measures to combat tobacco use, 
including a ban on smoking in cinemas and on public transport, the prohibition of television advertising, and 
health warnings on the packaging of tobacco products. Together with WHO，it had drawn up a media 
campaign encouraging people not to smoke, and physicians and other health workers received special health 
education training. 
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Professor RAKOTOMANGA (Madagascar) said that the anti-tobacco campaign in his country had 
encountered a great deal of resistance owing to lack of public information, despite the publicity surrounding 
World No-Tobacco Day’ as well as direct and indirect publicity in the media. Moreover, many employers and 
senior officials set a bad example to their staff by continuing to smoke. His country therefore fully supported 
the draft resolution under discussion, and wished to be included in the list of sponsors. 

Dr KRAUS (Namibia) fully supported programme 8.4, but stressed the importance of tobacco exports for 
the economies of a number of developing countries. He therefore welcomed WHO's study, mentioned in 
paragraph 4 of the programme statement, on the impact of tobacco production on the economy, the 
environment and the health of the population in developing countries whose economies relied heavily on 
tobacco production, and looked forward to the study's recommendations on viable economic alternatives to 
tobacco production. He also supported the call by ICAO for a ban on smoking on all international flights, 
referred to in paragraph 13 of the Director-GeneraPs report (document A46/10). He endorsed the draft 
resolution before the Committee, as amended by the United Kingdom. 

Mr BAYARSAIHAN (Mongolia) said that tobacco use was a serious problem in his country, especially 
among young and middle-aged people. The current economic restructuring had opened up many opportunities 
for the marketing of tobacco products by foreign companies. The Ministry of Health had begun to prepare a 
programme of anti-tobacco activities and legislation regulating the use and advertising of tobacco products. 

He supported the draft resolution before the Committee, but suggested that subparagraph 1(1) should be 
amended by the insertion of the words "all kinds of, before the words "tobacco products". 

Dr STAMPS (Zimbabwe) said that tobacco exports were a major source of hard currency for a number 
of African countries, including his own. The developed countries condemned tobacco producers for creating a 
demand for the product, but they made considerable profits from the tobacco industry themselves, in the form 
of tobacco sales and tax revenues. Some governments actually claimed that the high tax on tobacco products 
was intended to reduce demand, rather than to help them to balance their budgets. Nevertheless, his country 
had restricted smoking on domestic flights and public transport and in public places such as cinemas. He 
would not believe that governments really valued the health of their citizens above profit for themselves until 
they banned the advertising of such potentially lethal products as guns from Belgium, wine and cognac from 
France, butter from New Zealand and fast cars from the United States of America and Japan. 

Ms KUNTZ (World Federation of Public Health Associations), speaking at the invitation of the 
CHAIRMAN and on behalf of a number of nongovernmental organizations, said that her organization had 
held its annual meeting in Geneva on the opening day of the Health Assembly, as it did every year, and had 
adopted a resolution along the same lines as the draft resolution before the Committee. The resolution noted 
the substantial and rapidly accumulating evidence of the health consequences of passive smoking and called 
upon the United Nations system to adopt the principle of the smoke-free workplace, thereby setting an 
international standard of proper practice for all Member States. 

Dr NAPALKOV (Assistant Director-General), replying to a point raised by the delegate of Gambia, said 
that the budget reductions for the programmes on oral health and accident prevention were part of the overall 
reduction in the regular budget. Tbe cuts were particularly unfortunate in an area of preventive medicine 
where it was clear what action was needed, if only the resources could be found to finance it. 

The problem of tobacco use had taken on a new aspect with the change in many countries from a 
planned socialist economy to a market economy. Many of the governments concerned urgently needed foreign 
investment, and were vulnerable to the influence of manufacturers of tobacco products. He hoped that the 
Committee would approve the draft resolution before it. 

Dr ROCHON (Division of Health Protection and Promotion) noted that the delegates who had spoken 
on programme 8.2 (Oral health) had stressed the need to strengthen oral health care through prevention 
programmes, integration of services in primary health care and training of health personnel, especially in 
developing countries. The theme of World Health Day in 1994 would be oral health, emphasizing those issues 
which were already the basis of the oral health programme, as well as quality control and development of 
methodology. 

On programme 8.3 (Accident prevention), he said that the orientation of public health activities towards 
safety in the community and the prevention of violence would be discussed at the Third International 
Conference on Safe Communities, sponsored by WHO, to be held in May 1994. The Technical Discussions at 
the next World Health Assembly，on the subject "Community action for health", would deal with those issues in 
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the context of multisectoral action at community level. A basis was thus provided for the reorganization of 
WHO activities in that sphere, including greater horizontal integration of programmes in areas such as the 
environment and workers' health, as well as injury prevention. 

On programme 8.4 (Tobacco or health), the draft resolution before the Committee, if adopted, would 
help to increase awareness of tobacco-related issues throughout the United Nations system. Moreover, the 
issue of tobacco use was to be discussed at the next session of the United Nations Economic and Social 
Council in July 1993. The delegate of Germany had asked to be kept informed of progress in the 
implementation of the resolution recently adopted by the International Civil Aviation Organization. Since 
WHO had supported ICAO in the preparation of the resolution, and was assisting in monitoring its 
implementation, it would be in a position to keep Member States informed. 

Many delegates had suggested the integration of WHO's anti-tobacco activities in programmes on healthy 
life-styles and living conditions and a strategy for promotion of healthy life-styles. There would be scope for 
such changes in the Ninth General Programme of Work, with the aim of achieving better strategic planning 
and integration of activities and more efficient resource allocation. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) observed that most speakers on the 
programmes under discussion had concentrated on the "tobacco or health" programme. It was important to 
remember that the programme on accident prevention was also very important, particularly where 
rehabilitation was concerned. 

The CHAIRMAN invited the Committee to approve the draft resolution before it, with the amendments 
proposed. 

The draft resolution, as amended, was approved.1 

Protection and promotion of the health of specific population groups (programme 9) (Document 
PB/94-95, pages B-100 to B-125) 

Programmes 9.1 to 9.3: Maternal and child health, including family planning; Adolescent health; 
and Human reproduction research 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), in introducing programme 9.1, said 
that the health of women and children was acknowledged by Member States to be fundamental for the health 
and development of future generations. WHO had from its earliest years given priority to maternal and child 
health, which was now one of the eight principal components of primary health care, and regarded family 
planning as a key factor in attaining not only health goals relevant to women and children but also sustainable 
socioeconomic development. Although the Director-General's report to the Forty-fifth World Health Assembly 
on the health of the newborn had been welcomed, the Board had noted that no overall in-depth review of 
maternal and child health and family planning had been conducted for well over a decade. For that reason, 
and in view of recent technical and programme developments with respect to maternal health, safe motherhood 
and family planning，it considered that such a review would be appropriate at a future session. Attention had 
also been drawn to the implications of the vertical transmission of HIV infection for national maternal and 
child health and family planning programmes. 

With regard to programme 9.2, the Board favoured an integrated and comprehensive approach to 
adolescent health so as to give greater priority to the needs of an important segment of the population and one 
that was its country's future. The Board had called for strong links between adolescent health and maternal 
and child health including family planning, and a coordinated approach to issues of special relevance to the 
adolescent population, such as the risks of unprotected sexual intercourse, the prevention of unhealthy 
life-styles，health education both in and out of school, and the importance of sport, exercise, nutrition and rest. 

Endorsing programme 9.3, the Board had stressed that increased recourse to contraception would 
enhance the heath status of women, and had underlined the need for continued research on the promotion of, 
and improved access to，family planning methods, particularly in countries where for various reasons such 
methods encountered resistance. 

The CHAIRMAN called attention to a draft resolution on maternal and child health and family planning 
proposed by the delegations of Guinea, Kenya，Nigeria’ Togo and Zambia and reading as follows: 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA46.8. 
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The Forty-sixth World Health Assembly, 
Recalling resolutions WHA32.42 and WHA38.22 on maternal and child health, including family 

planning, maturity before childbearing and promotion of responsible parenthood; resolution WHA39.18 
on implementation of the Nairobi Forward-looking Strategies for the Advancement of Women as they 
related to the health sector; resolution WHA45.22 on child health and development (health of the 
newborn); and resolution WHA45.25 on women, health and development; 

Noting the United Nations Convention on the Rights of the Child, and United Nations Economic 
and Social Council resolution 251 of 1992 on traditional practices affecting the health of women and 
children; 

Recognizing that great progress has been made by national authorities in improving the health of 
women and children through the application of policies, programme strategies and appropriate 
technology for maternal and child health and family planning; 

Reiterating the inherent relation between the health, and nutritional and social status of women on 
the one hand and the health and growth and development of children on the other; 

Noting that even for countries in greatest need a package of essential care for mothers and babies 
is feasible and can contribute significantly to improving maternal and child health; 

Aware that the vulnerability of women and children has been evident in circumstances of war, 
drought, famine, racial and ethnic violence，and economic deprivation; 

Concerned that: 
(a) progress has been limited in some of the essential components of maternal and child 
health/family planning programmes, particularly those for maternal and newborn care and family 
planning; 
(b) many countries in greatest need have not benefited from such progress; 
(c) population growth and structure and migration are imposing new barriers to progress; and 
(d) the continuing inequities affecting women in general and the persistence of harmful 
traditional practices such as child marriages, dietary limitations during pregnancy, and female 
genital mutilation, further restrict the attainment of the goals of health, development and human 
rights for all members of society; 
Recognizing the importance of collaboration between governments, international bodies and 

nongovernmental organizations in dealing with the health and development needs of women and 
children, 

1. WELCOMES the suggestion by the members of the Executive Board that the Director-General 
should use the opportunity of preparations for the meeting of the Expert Committee on Maternal and 
Child Health to present to the Board and the Health Assembly a review of the global progress made and 
problems faced by national maternal and child health/family planning programmes; 

2. URGES all Member States: 
(1) to continue to monitor and evaluate the effectiveness of their efforts to achieve the goals and 
targets of the Strategy for Health for All, the World Summit for Children and the International 
Conference on Nutrition, with particular reference to eliminating harmful traditional practices 
affecting the health of women and children; 
(2) to determine systematically and seek operational solutions to the managerial, social and 
behavioural obstacles preventing satisfaction of the health and development needs of women and 
children; 

3. REQUESTS the Director-General: 
(1) to ensure that the Organization strengthens its technical support to and cooperation with 
Member States in implementing the measures specified above; 
(2) to submit to the ninety-third session of the WHO Executive Board a thorough assessment of 
progress of maternal and child health/family planning programmes in meeting the health and 
development needs of women and children, including an examination of the scope and health 
implications of traditional practices; 
(3) to collaborate with other organizations and bodies of the United Nations system, 
governmental and nongovernmental organizations in contributing to the preparation of a plan of 
action1 for eliminating harmful traditional practices affecting the health of women and children. 

1 ECOSOC resolution 1992/251. 
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Dr WILLIAMS (Nigeria) said that in many countries steady advances were being made in maternal and 
child health, including family planning, although there had not yet been a major impact on unacceptably high 
levels of maternal and infant mortality and morbidity. For example, maternal and infant morbidity figures in 
his own country, at 15 and 100 per thousand live births respectively, remained among the highest in the world. 
He therefore welcomed WHO's initiatives on safe motherhood and neonatal and adolescent health，which by 
their emphasis on a comprehensive approach avoided programme fragmentation and duplication of effort. The 
importance attached to collaboration in programme implementation and design with other organizations of the 
United Nations system, in order to take advantage of their areas of expertise, was also commended. 

The poor health and sexual vulnerability of women in many countries reflected their low social standing, 
poor education and unequal access to adequately paid employment. Women's health and their social and 
economic status in the community were also adversely affected by certain traditional practices such as female 
genital mutilation. Severe physical and psychological damage was inflicted by such practices and it was 
incumbent on the Health Assembly to support serious measures and campaigns for their eradication 
throughout the world. 

Nigeria warmly welcomed the initiative on the health of the newborn，with which it had been associated 
from the start. Mortality in the first week of life was very high in some countries; moreover, women losing a 
child in such a manner were often unreceptive to the idea of family planning. 

An adolescent health programme backed by adequate resources was about to be introduced in Nigeria. 
At what was a very impressionable age, adolescents, who formed a large percentage of the population, were 
vulnerable to the attractions of unhealthy life-styles and high-risk behaviour. Great store was therefore set by 
special attention to that age group in the country's efforts to combat AIDS and other sexually transmitted 
diseases, teenage pregnancy, accidents, and tobacco and alcohol abuse. WHO must also work closely with 
other organizations of the United Nations system, in particular UNESCO and UNICEF, in developing health 
strategies and health education materials for use in schools and among adolescents generally. 

Information would be welcome on the current status of progress on the Accra Initiative on Health. 
He had seen a report in the press that trials had begun in pregnant women of a vaccine to prevent 

intrauterine transmission of the HIV virus and would welcome further information on the subject. 

Ms FILIPSSON (Sweden) endorsed the concerns expressed in the draft resolution. Progress had been 
limited in regard to some of the essential components of maternal and child health and family planning 
programmes. She regretted that resolution WHA45.25 on "Women, health and development" had not been 
followed by budget allocations to strengthen the Organization's focus on women and health or in support of the 
Global Commission on Women's Health, which in fact had yet to be established. WHO as a technical agency 
for public health must outline a viable strategy for investment in women，health and development. It was 
gratifying to note from paragraph 7 on page B-101 of document PB/94-95 that the topic was treated as an 
integral part of the Organization's activities and that gender-specific indicators were increasingly being used. 
However, a concerted strategy was called for. Targets, programmes and resources should be defined and 
described in a way that identified present progress and future requirements. Transparency was essential, for 
example with regard to abortions, harmful traditional practices，reproductive rights and sexual and reproductive 
health including family planning. Adolescents called for special attention in that respect. 

The time had certainly come to define an action programme for women's health. Improved and new 
activities would require resources, which would have to be found by setting priorities, because of budgetary 
limitations. It was widely recognized that investment in women, health and development yielded high 
economic and social returns and had a positive�impact on family health as a whole. WHO could not afford to 
neglect such investment. It was significant that the Ninth General Programme of Work shaped a major step 
forward in that respect. 

Professor BERTAN (Turkey) praised WHO's efforts to improve maternal and child health, including 
family planning, and commended the emphasis placed on human reproduction research. Maternal and child 
health problems still required priority attention in many developing countries, which still had high population 
growth rates. Population was perhaps the key to progress on issues such as economic growth, the environment, 
and national, community and family health and well-being, all of which would shape the future. Family 
planning was essential to the improvement both of maternal and of child health; maternal and child health 
services should be integrated in primary health care services at community level and adapted to the capacities, 
practices and beliefs of the population，with special attention to perinatal and neonatal care. 

In providing such services, many countries were hampered by shortage of qualified staff, high staff 
turnover, insufficient intersectoral collaboration and shortage of medical supplies and transport, especially at 
primary care level. In view of the importance of maternal and child health, including family planning, for the 
general level of health, Turkey had designated 1994 as the "Year of the family". Educating fathers, and men in 
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general, on the need to promote maternal and child health was as important as raising the status of women in 
the community. 

Turkey endorsed the draft resolution, but proposed, firstly, that the words "and the World Population 
Plan of Action" should be inserted after "Strategy for Health for All" in operative subparagraph 2(1), and 
secondly that the words "women and children" in subparagraphs 2(1) and 2(2) should be replaced by "women, 
children and adolescents". 

Dr GEORGE (Gambia) said that maternal and child health，including family planning, should remain 
central to WHO's work. In developing countries, women had a wide range of roles - growing food, 
homemaking, acting as carers and bearing children - and their health deserved the closest attention. While 
community-based antenatal services had enjoyed some success, access to safe obstetric services was still limited, 
owing to lack of human resources and poor health infrastructures in many rural facilities. Furthermore, the 
absence of basic blood transfusion and laboratory services precluded emergency life-saving obstetric 
interventions. WHO should now focus on institution-strengthening and capacity-building to ensure that 
strategically placed referral centres had the staff and logistics necessary to provide emergency services. 
Appropriate intersectoral collaboration should focus on health status indicators outside the purview of the 
health sector, such as education, literacy, access to credit by women and mechanisms to empower women. 
There was an urgent need for leadership and coordination by WHO in a field with so many players. He noted 
with concern the sharp decline of extrabudgetary resources for what was an essential programme. Gambia was 
grateful to WHO and also to UNFPA, the World Bank and the Governments of the United Kingdom of Great 
Britain and Northern Ireland and the Netherlands for their assistance in the area. 

He endorsed the draft resolution. 

Dr ZENG Fanyou (China) said that the programme of maternal and child health, including family 
planning, was of major importance for attaining health for all by the year 2000 and achieving the objectives set 
out in the World Summit Declaration on Children. He welcomed the four priority areas defined in 
paragraph 3 of the programme statement. 

In recent years, with the cooperation of WHO, UNICEF and nongovernmental organizations, the 
"baby-friendly hospital" initiative had greatly encouraged breast-feeding. It had been implemented in China 
and satisfactory progress made. The continued involvement of the Organization in that area would 
consequently be welcomed. He endorsed all the programme activities proposed at all levels for 1994-1995. 
WHO should cooperate more closely with UNICEF, UNFPA and nongovernmental organizations at country 
level in order to make limited financial resources go further. Maternal and child health programmes ought 
also to be coordinated at country level with the Expanded Programme on Immunization, as well as with , 
programmes related to the control of diarrhoeal diseases, to acute respiratory infections, and to AIDS, among 
others. He commended the Regional Offices for South-East Asia and the Western Pacific on their efforts to 
strengthen such coordination. 

Dr MILLER (Barbados) voiced concern about folJow-up to resolution WHA45.25 on "Women, health 
and development" which, although perhaps more properly an issue of policy coordination, was obviously 
relevant to the discussion on maternal and child health. 

The resolution requested the Director-General to establish a Global Commission on Women's Health 
and she wished to know, first, what resources were available for its establishment, secondly, what preparations 
were being made regarding participation of that Commission in the forthcoming World Conference on Human 
Rights and, thirdly, what action had been taken on the resolution's call for enhanced coordination and 
cooperation within the United Nations system for women's health. 

The Governor-General of Barbados had been actively involved in the preparation of the declaration and 
agenda for action adopted at the International Forum on "Health: a conditionality for economic development -
Breaking the cycle of poverty and inequity" (Accra, 4-6 December 1991). She would like to know what follow-
up action had been taken and what resources made available to promote the Accra Initiative. 

Dr DLAMINI (Swaziland) observed that there was a need for greater collaboration and integration 
between programmes 9.1, 9.2 and 9.3; she was happy to note the continued importance attached to those three 
programmes and，particularly, the emphasis on neonatal and perinatal care, which were especially important in 
view of the high infant mortality rate in many developing countries. 

Concerning follow-up, she expressed dismay at the failure to implement resolution WHA45.25 on 
"Women, health and development"，and asked what had been done to promote the Accra Initiative on Health. 
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In the domain of human reproduction research，further work was needed to find acceptable contraceptive 
methods for women which did not have the side-effects that discouraged many users: the issue was of great 
importance since the benefits of family planning were obvious to all. 

She agreed with other speakers on the need for a coordinated approach involving members of the United 
Nations system and other agencies, and on the need to produce an agenda for action; resources were scarce 
and the situation was unlikely to improve, particularly where the developing countries were concerned. 

She supported the draft resolution, but proposed that the first preambular paragraph should contain a 
reference to the consensus text adopted by the International Conference on Assistance to African Children 
organized by the Organization of African Unity in Dakar in November 1992; it could contribute substantially 
to improving the health of women and children, notably because it included a paragraph calling for the 
elimination of traditional practices which adversely affected their health. 

Professor OKELLO (Kenya) said that maternal and child health and family planning services were 
matters of priority in his country. Total coverage for all who needed those services and improved quality of 
antenatal, delivery, immunization and family planning services were still to be achieved. 

The Kenyan Government acknowledged the important role played by nongovernmental organizations and 
the significance of community initiatives in that regard. Steps had been taken to integrate midwifery, child 
health and family planning components in basic nurse training programmes, since those health personnel were 
in the front line for health care delivery. Community resources had been identified and training was being 
provided for traditional birth attendants, aimed at improving hygienic practices, updating knowledge and skills 
in the identification of mothers at risk, and strengthening referral systems. In selected areas, people had been 
trained to distribute contraceptives in their community. WHO, UNICEF and other donor agencies should be 
thanked for their support in those activities. 

He endorsed the proposals for programme 9.1 and, as a sponsor of the draft resolution before the 
Committee, noted with satisfaction that a meeting of the WHO Expert Committee on Maternal and Child 
Health would be convened later in 1993; that would provide a useful opportunity for updating the information 
of the Executive Board and the Health Assembly on the subject. He hoped that due attention would be paid 
to traditional practices, whether beneficial or harmful, the latter including female genital mutilation which 
reflected the inequality suffered by women in communities where it was performed and was one of the issues 
that must be squarely addressed if health, social and economic development requirements were to be satisfied. 

Dr DE SILVA (Sri Lanka) commended WHO's efforts to protect and promote the health of specific 
population groups and called for special attention to the health of schoolchildren. Psychosocial, addictive, 
stress-related and other problems were reported to be on the increase among that highly vulnerable group; it 
was notably át school age that many of those problems began. The challenge must be faced with intensive 
integrated activities, and the topic should be taken up at the next meeting of the WHO Expert Committee on 
Maternal and Child Health. 

Dr MARIE (Egypt) observed that resolution WHA45.22 on "Child health and development" had taken 
account of the relevant recommendations resulting from the Accra forum. Since the group to which they 
applied was particularly vulnerable, he hoped that the resolution would be fully implemented. 

Dr NAMAKI (Islamic Republic of Iran) said that rapid population growth had an important impact on 
health, particularly in low-income countries with limited resources where it was related to many cultural, 
religious and socioeconomic factors，all of which had to be taken into consideration. 

The successful experience in family planning programmes in his country during recent years had led him 
to believe that population growth control was not feasible without massive political and financial support from 
governments, intersectoral collaboration and community participation. 

The implementation of action plans and improved new methods should take account of the cultural, 
religious and socioeconomic situations of the countries concerned in order to make them acceptable. 

Family planning programmes must be integrated into the primary health care network to make them 
available to all families，particularly in rural and suburban areas. Close cooperation between WHO, UNFPA 
and other relevant agencies was essential to avoid duplication of activities and ensure coordinated support to 
Member States and help for countries in drawing up and implementing national plans of action in keeping with 
their particular circumstances. 

Mr LACOK (Slovak Republic) said that his country's maternal and child health status, which had long 
been good，was now unfavourable in comparison with other countries. The average life expectancy of women 
was five to seven years less than in the developed countries; infant mortality over the past two years had 
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exceeded 12 per thousand and the number of congenital defects and risk pregnancies was still higher; one 
child in four suffered from allergies, and the trend was worsening. 

The Slovak Republic, consequently, wished to be very closely associated with WHO programme activities 
and documentation services in support of health for all by the year 2000，and notably with the 
EUROHEALTH programme. He supported the draft resolution before the Committee. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland), remarking that one of 
WHO's most important tasks was to help countries to develop family planning services, noted with satisfaction 
from paragraph 31 of the programme statement that the extension of family planning services was accepted as 
a priority of development programmes. Collaboration with UNFPA and the International Planned Parenthood 
Federation was crucial to the success of such activities and it would be interesting to learn the extent of 
WHO's liaison with those two bodies. 

It was disappointing to find very little information in the programme budget document on specific 
measures taken to improve child health: experience in the United Kingdom was that a family-centred 
comprehensive health care programme could prove extremely effective. The aims of child health surveillance 
were to ensure that children had the opportunity to realize their full health and developmental potential and 
that remediable disorders were detected and acted upon as early as possible. 

The programme functioning in his country incorporated details of health checks and immunizations, 
described forms of health education appropriate at different ages and addressed the importance of record 
systems to facilitate communication, clinical audit and epidemiological monitoring. Such a programme could 
well prove effective in other countries. 

Dr DAVIS (United States of America) submitted that maternal and child health, including family 
planning, constituted one of the more important programmes of WHO. Programmes aimed at protecting and 
promoting the health of women and children were especially cost-effective and had long-term impact in 
improving a nation's health and contributing to the goal of health for all. In that context, he joined earlier 
speakers in noting that the health of many young women and female children was threatened not only by 
disease and poverty but also by certain traditional practices that had no medical utility and produced severe 
health consequences. Female genital mutilation was a sensitive question, but that practice must be brought to 
an end as a matter of urgency. Its serious effects on health were well documented; WHO and UNICEF had 
spoken out against it for more than a decade and women's groups had consistently decried the practice, yet it 
continued, often with dire consequences, and he asked what practical action WHO had taken in that regard. 
At the ninety-first session of the Executive Board, several members had asked the Director-General to prepare 
a review of progress and needs in maternal and child health and family planning for submission to the Board 
in January 1994; his delegation requested that the review should include information that would fill in critical 
gaps in information on the subject of female genital mutilation. 

He supported the draft resolution before the Committee. 

Dr ZAWAIRA (Zimbabwe) said that advocacy on behalf of adolescents had not received the priority it 
deserved and suggested that, notwithstanding other urgent health issues which had to be covered, Member 
States, together with any organizations interested in youth, should devote more time and resources to that 
group, which constituted the future of all nations. 

Now that a structured primary health care system was established, Zimbabwe felt that the time had come 
to develop targeted programmes and to assess their effectiveness in the context of the disease profiles and 
demographic trends common to tropical developing nations. 

Dr KHAYAT (Regional Office for the Eastern Mediterranean), replying to questions about the follow-up 
to the Accra forum and the technical discussions, said that a meeting would be held in Cairo in June 1993 
organized by the Regional Office for the Eastern Mediterranean in collaboration with the Arab Alliance of 
Women to study in detail the recommendations of the Accra meeting and the technical discussions and to 
develop a plan of action. 

The Regional Committee was also planning a technical discussion on "Women, health and development". 
The term "family planning for health" was preferred in the Region，to emphasize the health aspect of that 

activity; delegates might wish to take that into consideration in the wording of the draft resolution. 
Finally, the Regional Committee for the Eastern Mediterranean had already adopted a resolution in 

1988 calling, inter alia, for the elimination of harmful traditional practices, including female circumcision; 
implementation of that recommendation was being followed up with the countries concerned. 
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Dr KNOUSS (Regional Office for the Americas) emphasized several points concerning the approach in 
the Region to the very broad topic under discussion. Regional activities relating to maternal and child health 
and family planning programmes had been clearly explained, as had the efforts to reduce infant and maternal 
mortality and improve adolescent health. In relation to the issues raised by members from the Americas, he 
explained that substantial emphasis was given in the Region to women, health and development; perhaps that 
had not been made sufficiently clear in the proposed programme budget. 

The role of women and the protection and promotion of their health and that of their families was an 
extremely important topic, particularly in view of their dynamic contribution to development processes. 

For some 10 years РАНО and the WHO Region of the Americas had had a special subcommittee on 
women，health and development and the topic had been considered specifically at least every other year by the 
Directing Council/Regional Committee. The special subcommittee had studied the Accra Declaration and 
incorporated many parts of it into its own work. Moreover，the subcommittee and regional staff had made 
many contributions to the work of the Accra meeting and the drafting of the declaration. 

Finally, in the Regional Office for the Americas and in country programmes there existed a special 
coordination function emphasizing activities concerning women, health and development throughout the 
regional programmes as well as technical cooperation activities specifically emphasizing that subject. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the discussion had 
demonstrated women's health to be a particularly important issue for developing countries. The delegates of a 
number of countries and the representatives of the Regional Office for the Eastern Mediterranean and of the 
Regional Office for the Americas had mentioned the Accra meeting; in that connection, she recalled that the 
Executive Board had considered allocating resources to follow-up of its recommendations, and asked what had 
come of that idea. 

The meeting rose at 13Ы5. 



SIXTH MEETING 

Monday, 10 May 1993，at 9h00 

Chairman: Dr M. TIERNEY (Ireland) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995): Item 18 of the 
Agenda1 (Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Document EB91/1993/REC/1, Part II， 
Chapter II) (continued) 

HEALTH SCIENCE AND TECHNOLOGY • HEALTH PROMOTION AND CARE (Appropriation 
section 3) (continued) 

Protection and promotion of the health of specific population groups (programme 9) (Document 
PB/94-95, pages B-100 to B-125) (continued) 

Programmes 9.1 to 9.3: Maternal and child health, including family planning; Adolescent health; 
and Human reproduction research (continued) 

Dr HU Ching-Li (Assistant Director-General), replying to points raised at the previous meeting, said that 
the issue of harmful traditional practices had raised a great deal of concern, particularly in the African and 
Eastern Mediterranean Regions. Several meetings had been held on the subject, including one in Alexandria 
and another in Dakar, which had reviewed the health implications of such practices. In addition, at the global 
level WHO had a continuous relationship with the Inter-African Committee for the Elimination of Harmful 
Traditional Practices and with other nongovernmental organizations. The WHO Expert Committee on 
Maternal and Child Health was scheduled to review the matter at its meeting in December 1993 and a report 
would be submitted to the Executive Board at its ninety-third session in January 1994. 

Replying to the delegate of the United Kingdom of Great Britain and Northern Ireland, he said that 
WHO and UNFPA had collaborated extensively since the latter's foundation 20 years previously. UNFPA had 
been the main source of funding for WHO's family planning and adolescent reproductive health programmes 
and a significant contributor to women's health and safe motherhood activities. Currently, in a collaborative 
effort to bring multidisciplinary technical support in maternal and child health and family planning closer to 
countries, UNFPA, with its partners, including WHO, ILO, UNESCO, FAO, the United Nations and the 
regional economic commissions, had developed eight multidisciplinary teams with staff from each of the 
agencies working together. In addition there was a regular group of senior staff from WHO, UNFPA and 
UNICEF which coordinated joint interagency activity, including the issuing of joint policy statements on such 
subjects as adolescent reproductive health, traditional birth attendants, breast-feeding and family planning, 
maternal and child health, and AIDS. WHO's collaboration with both UNFPA and the International Planned 
Parenthood Federation (IPPF) had also been manifested in the joint sponsorship and organization of the 
conference entitled "From abortion to contraception" held in Tbilisi, Georgia, in 1990. Other forms of 
collaboration with IPPF had included the use of methodologies on adolescent sexuality and reproductive health 
as a means to strengthen the IPPF national programmes. IPPF had played a key role in the 1989 Technical 
Discussions on "The health of youth"，and the adolescent health programme had provided technical support to 
the IPPF Youth-for-Youth programmes in many countries. 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
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Activities relating to women, health and development were connected with other WHO programmes such 
as the Special Programme on Research，Development and Research Training in Human Reproduction, the 
Global Programme on AIDS and the programme on substance abuse. Consequently, the budget allocation for 
them was also included under the appropriations for many other programmes. The delegates of Barbados, 
Swaziland and Sweden had asked what action had been taken regarding the programme to establish a Global 
Commission on Women's Health since the 1992 Technical Discussions. In July 1992 the Director-General had 
established a working group whose tasks included the planning of follow-up activities. The working group was 
developing a network of institutions operating at country and regional levels on issues relating to women's 
health. Input into the network's data base had been received from all WHO regional offices and from 
organizations and bodies of the United Nations system and other institutions working in that field. Data on 
women's health issues were also being collected with a view to assessing what information already existed in 
priority areas. Several other activities had already been scheduled. An extremely comprehensive paper had 
been commissioned on "Women's health as a human right", which would be presented to the World Conference 
on Human Rights in June 1993. A contribution would also be made to the International Conference on 
Population and Development in September 1994. During the meeting of the Global Commission on Women's 
Health at WHO headquarters on 8 to 10 March 1993, areas had been proposed for action to improve women's 
health, including information, research and access to quality care. Specific health issues such as nutrition, 
reproductive health, the health consequences of violence, aging, life-styles and related health conditions had 
also been identified. Some of the funding required for the Global Commission on Women's Health had 
already been located. 

The delegate of Nigeria had requested information on the development of a vaccine that would prevent 
the transmission of HIV from mother to child. The maternal and child health and family planning programme 
was collaborating with the Global Programme on AIDS on vaccine issues and the prevention of transmission by 
that route. Further information would be given when the Committee took up programme 13.13, AIDS and 
other sexually transmitted diseases.1 

The delegate of Sri Lanka had asked about activities concerning the health of schoolchildren. The 
maternal and child health and family planning programme was working in close cooperation with the Division 
of Health Education and the programme on substance abuse to promote the health education of schoolchildren 
and deal with issues related to street children. Unfortunately the resources available were limited, but every 
effort would be made to mobilize extrabudgetary funding. The receipt of extrabudgetary resources had been 
slower for the financial period 1994-1995, but additional funding was expected. 

The delegate of Zimbabwe had suggested that more emphasis should be placed on adolescent health. In 
spite of the financial constraints of the Organization, the Director-General had reallocated a sum of 
US$ 800 000 to the Division of Family Health to be used in maternal and child health and family planning and 
adolescent health activities. Considerable strides had been made in developing a more coherent approach by 
WHO to adolescent health, especially since the 1989 Technical Discussions on "The health of youth" and the 
establishment of the adolescent health programme in the Eighth General Programme of Work. Major issues 
of adolescent health needs, as well as the contribution of young people themselves, were being brought 
together for consideration at country as well as regional and global level. They included sexual and 
reproductive health - pregnancy, childbirth, abortion, sexually transmitted diseases and AIDS -, use of 
potentially harmful substances including tobacco, alcohol and other drugs, accidental and intentional injury, 
nutrition, oral hygiene, and mental health and health education needs. 

The adolescent health programme, in addition to working with the Special Programme of Research, 
Development and Research Training in Human Reproduction, the Global Programme on AIDS and the 
programme on substance abuse, had on the strength of its comprehensive approach, developed a close working 
relationship with UNFPA, UNICEF and major nongovernmental organizations and foundations at the service 
of youth, all of which recognized the need for an integrated approach to adolescent health as being both the 
most effective and most efficient way to work at country level. 

Dr TÜRMEN (Division of Family Health), noting that several delegates had commented on the 
programme for women's health, said that within the Division of Family Health, women's health was viewed in 
the context of the totality of their life span, and that each programme unit within the Division represented one 
aspect of that continuum. The Division collaborated closely with other programme areas within WHO 
including the Special Programme for Research, Development and Research Training in Human Reproduction, 
the nutrition programme, the Global Programme on AIDS, the Special Programme for Training and Research 

1 This information was in fact given under item 20 of the agenda, Global strategy for the prevention and control of AIDS 
(progress report). See summary record of the thirteenth meeting of Committee B, section 1. 
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in Tropical Diseases, and the environmental health and community water supply and sanitation programmes. 
Collaborative activities included developing strategies for integrating women's perspectives into the 
introduction of contraceptive technologies and service provision; working to improve women's and girls' 
nutritional status; and developing mechanisms to empower women to take appropriate action to avoid unsafe 
sexual practices which led to sexually transmitted diseases, including AIDS. The programme was coordinated 
closely with the United Nations system, in which WHO was the technical agency for addressing women's health 
problems. 

The Division's current plan of action was concentrating on three high-priority issues: nutrition, maternal 
health and family planning. Strategies had been developed for approaches to the problems of malnutrition, 
particularly anaemia, high-risk fertility patterns and maternal mortality, which could be alleviated in the short 
term, and for which targets could be set, indicators defined and progress monitored. Improvement in those 
three key areas would result in significant benefits for women, especially in countries where the need was 
greatest and the resources most limited. A major strategy was to improve women's access to, and 
participation in, health care services, to increase their ability to make informed use of such services, and to 
ensure that services provided appropriate, affordable, accessible and high-quality care to women throughout 
their lives. 

The attainment of the goals would depend crucially on coordination and collaboration between national 
authorities, international agencies, nongovernmental organizations and women's groups around the world. To 
facilitate the exchange of information and develop stronger networks and linkages between all interested 
parties, WHO would, additional resources permitting, expand its currently available data bases on women's 
reproductive health and newborn care to cover the totality of women's health concerns. That resource, which 
had been a major contribution to the 1992 Technical Discussions on "Women, health and development", was 
intended to become a documentation centre open to all，most particularly to women themselves. In addition, 
summaries of high priority issues targeted at a wide variety of audiences would be produced and widely 
disseminated. 

WHO had established, and was now extending, its network of over 500 women's organizations and 
leaders. That represented an enormous, efficient and highly motivated human resource for information and 
action. Through the network it had been possible to bring individuals and groups together for information 
exchange, the sharing of resources and technical support. Increasingly they looked to WHO for technical 
leadership. A marginal increase in funds and staff would greatly accelerate the process and permit a more in-
depth assessment of women's health needs，including the implications of harmful traditional practices. WHO 
would continue to call for the collection and distribution of sex-disaggregated data and strive to bring to the 
attention of policy-makers and planners the need to place the health requirements of women at the forefront 
of their agendas. 

The health of women was a sine qua non for the health of families and of societies and the foundation 
upon which future development rested. Therefore, WHO would bring all its technical expertise and knowledge 
to bear on the issue of incorporating a gender perspective on the dimensions of health into health-for-all 
strategies. For that purpose，an in-depth review of the programme on women's health would be presented to 
the Executive Board at its ninety-third session. 

The delegate of the United Kingdom of Great Britain and Northern Ireland had expressed concern at 
the limited activities concerning child health. Within WHO's maternal and child health and family planning 
programme, the area of child health had been the component most constrained by the limited extrabudgetary 
resources available to it over the years. With the exception of SIDA, SAREC and USAID, no technical 
cooperation agencies had addressed the priority needs of newborns other than through the tetanus toxoid 
immunization of pregnant women or the promotion of breast-feeding. Technologies for thermal control, 
resuscitation and clean delivery, as well as interventions for and monitoring of growth and development, had 
been devised and were being implemented. However, the pace had been relatively slow because of the lack of 
support from the donor community and, so far，the lack of recognition by countries of the critical importance 
of maternal and neonatal health to child survival and development. 

In addition, the programme was collaborating closely with UNICEF, ILO and UNESCO, as well with 
other WHO programme areas such as the Expanded Programme on Immunization, the Division of Diarrhoeal 
and Acute Respiratory Disease Control, nutrition, injury prevention, the programme on substance abuse and 
the Division of Health Education in the areas of child abuse and neglect, child labour, community-based child 
development, and child day care and education. Protocols had been developed and promoted to monitor the 
scope and nature of child abuse and for families and community groups to monitor child development and to 
guide action for enhancing it. 
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Dr HAMMAD (Adviser on Health and Development Policies), in answer to the questions about follow-
up to the Accra International Forum, said that unfortunately there had been no budget allocation for that 
purpose，so no specific follow-up action had been taken. 

The CHAIRMAN invited the Committee to consider the draft resolution on maternal and child health 
and family planning introduced at the previous meeting, together with the amendments proposed at that 
meeting by the delegates of Swaziland and Turkey. The former had proposed a change to the first preambular 
paragraph which would be accommodated by the addition of the words "and the Organization of African Unity 
International Conference on Assistance to African Children" after "women，health and development". 

The delegate of Turkey had proposed that the words "and the World Population Plan of Action" should 
be inserted after "Strategy for Health for All" in operative paragraph 2(1). 

To accommodate the second proposal of the delegate of Turkey, it was suggested that the words "and 
adolescents" should be inserted after "children" in the fourth preambular paragraph and that "women and 
children" should be replaced by "women, children and adolescents" in the eighth preambular paragraph and in 
subparagraphs 2(1), 2(2), 3(2) and 3(3). 

Professor FIKRI-BENBRAHIM (Morocco) supported the draft resolution and proposed that its title 
should be amended to: "Maternal and child health and family planning for health". 

The proposal was endorsed by Dr AL-RABIEAH (Saudi Arabia) and Dr MARIE (Egypt). Dr DALLAL 
(Lebanon) also supported the proposal and asked for his delegation to be added to the list of sponsors. 

The draft resolution，as amended, was approved.1 

Programmes 9.4 and 9.5: Workers' health; and Health of the elderly 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing programmes 9.4 and 
9.5, noted that although workers contributed to national development, the budgetary allocation to 
programme 9.4, Workers' health, remained minimal. The programme was linked to other activities both within 
WHO and in other international organizations, and WHO should strengthen its role in coordinating 
intersectoral activities in Member States. The Board had expressed particular concern about the adverse effect 
on society and on health of the massive unemployment that had resulted from the worldwide economic crisis. 

Concerning programme 9.5, the Board recognized that, while the definition of "elderly" might differ 
among countries, the elderly should remain active members of society, their quality of life should be 
maintained and their care should be integrated into primary health care. The elderly were important within 
the family as they often took responsibility for younger members. 

Dr SAVAL'EV (Russian Federation), speaking about programme 9.4, said that there were about 
2400 million workers in the world, some two-thirds of whom were working in sub-standard conditions that were 
deleterious to their health. Occupational exposure to harmful agents could lead not only to recognized 
occupational diseases but also to cancer and to effects on the foetus and on the cardiovascular and 
immunological systems, resulting in higher rates of premature death. The absence of qualified specialists in 
occupational diseases and of diagnostic criteria meant that many diseases were not diagnosed early enough to 
be treated; training of staff was of vital importance. Studies of occupational disease required multidisciplinary 
teams, in which specialists cooperated with medical doctors and engineers. 

The problem was particularly acute in the countries of central and eastern Europe, which were 
establishing market economies. WHO should develop and improve undergraduate and postgraduate 
programmes to train people to promote health. The safety and health of workers should be ensured in all 
areas of production and brought up to national standards, in collaboration with ILO. The experience of 
developed countries should be transmitted by scientific cooperation and exchange of information. In order to 
attain the objective of the programme - prevention of occupational disease - the effects of all potential 
chemical, biological and other risk factors should be assessed. In view of the role of workers in the 
socioeconomic development of society，which had been emphasized repeatedly, the programme on workers' 
health should be given priority and sufficient funding. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.18. 
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Dr CHI Baolan (China), speaking on programme 9.5, said that, as indicated in the programme statement, 
many countries, including China, would see marked aging of their populations, and the issue was becoming of 
great public concern. WHO should promote intercountry exchange of experiences in dealing with the health 
problems of the elderly and draw up a general plan of action based on information about health status and 
social burden. Health for the elderly should be integrated within primary health care. In 1992，9% of the 
Chinese population had been 60 years of age or more. China fully supported the programme and was making 
efforts to ensure that the elderly received medical care and other social services. The four areas of research 
that were of particular concern, Alzheimer's disease, risk factors for osteoporosis, the determinants of 
successful aging and the immunological consequences of aging, were important and should receive adequate 
funding. 

The support for the programme provided by the Western Pacific Regional Office at country and 
intercountry levels was to be commended. 

Dr BRUMMER (Germany) supported the four research areas of concern to WHO under programme 9.5 
-Alzheimer's disease, dementia, osteoporosis and the immunological consequences of aging - and fully 
endorsed local implementation, within the European Region, of the project to identify the determinants of 
healthy aging. In addition to health promotion, guidelines were to be drawn up for the long-term care of the 
elderly and the prevention of disability due to chronic diseases. Those were subjects of major significance in 
his country. Additional aims included further training of physicians and providers of health care and social 
services in the field of geriatrics; outpatient support for elderly people in need of assistance; and the 
development of means for ensuring the quality of long-term institutional care. The maintenance of 
competence and autonomy remained the goals of the programme. The financial allocation for the programme 
for 1994-1995 was, however, modest - only 0.36% of the regular budget - despite the large number of projects, 
and showed a decrease in real terms. Moreover, funds from other sources would diminish. 

Dr DLAMINI (Swaziland) welcomed the continued priority given to programme 9.5. In her country, 
grandmothers (gogos) played an important role in child care and feeding，particularly as more women joined 
the work force and as the AIDS pandemic orphaned the children of many people in the productive age group. 
More attention was to be paid to the elderly within the programme of primary health care, in view of their 
contribution to child survival. 

Professor OKELLO (Kenya) endorsed the activities outlined under the programme on workers，health. 
As many African countries did not have personnel trained in that speciality, WHO and other organizations of 
the United Nations system should assist them in setting up university-level courses and in providing the 
appropriate postgraduate training. 

Dr BASSIRI (Islamic Republic of Iran) said that most workers，health programmes were oriented 
towards industry; however, many workers, such as farmers and miners, did not fall into that category. Her 
country had successfully integrated occupational health into its primary health care network through the 
development of more than 1200 workers' health houses, an example which might be followed by other Member 
States. Efforts should be made to improve the quality and effectiveness of programme 9.4. 

Dr MAYNARD (Trinidad and Tobago) noted that an increasing proportion of the population in many 
countries was unemployed, creating a group with its own particular health problems. In paragraph 14 on page 
B-119 of document PB/94-95 it was indicated that in the European Region the problem of unemployed people, 
especially the young, would be covered by other programmes concerned, in collaboration with programme 9.4. 
What specific programmes would be involved, and would that also be the case in the Region of the Americas? 

Programme 9.4 made no specific reference to health care workers, who tended to neglect their own 
health. Would that aspect be covered? 

Mrs HERZOG (Israel) said that while it was widely acknowledged that a familiar home environment was 
the best place to care for the elderly, most countries had inadequate home care facilities. As a result, many 
elderly people were placed in institutions where their needs were often not fully understood. The elderly 
needed loving and understanding care as well as food and medication. The Organization should emphasize the 
former more strongly and train personnel with that orientation in mind. She suggested that the issue might be 
a future subject for the Technical Discussions. 
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Dr SZATMÁRI (Hungary) said that her country endorsed programmes 9.4 and 9.5, and was according 
priority to the healthy workplace and health-of-the-elderly components of the European Region's 
EUROHEALTH programme. 

Dr NAPALKOV (Assistant Director-General) noted that a number of delegates had mentioned the need 
for better training of health workers in the field of occupational health. Such a goal was indeed desirable. 
However, training could not be addressed without first developing better reporting systems, including 
occupational health registries, which were inadequate in developing and developed countries alike. The 
existing network of research institutes, national collaborating centres and nongovernmental organizations in the 
areas of preventive medicine and occupational health would be useful in establishing such systems and training 
the personnel. 

With regard to the health of the elderly, WHO needed to develop closer ties with academic researchers 
working in the field of geriatrics and focus more effort on social science research related to the problems of 
the elderly; as a number of delegates had noted, health of the elderly was linked to the general health of the 
society in which they lived. 

In view of the current worldwide recession, even more serious consideration must be given to the medical 
aspects of the problem of unemployment. The Organization was in the process of developing an integrated 
approach to unemployment and would establish a special task force to study the health of workers worldwide 
during periods of economic recession. That problem was particularly acute in those countries whose 
economies were in transition and where a special approach to workers’ health was needed, with emphasis on 
somatic diseases and mental health issues. 

Dr ROCHON (Division of Health Protection and Promotion) said that health problems related to 
employment presented a difficult challenge to the Organization. The Executive Board had rightly called 
attention to the issue and had provided guidelines for future work in that field. WHO would certainly strive to 
implement those guidelines and to develop an integrated approach to workers’ health programmes, with 
improved coordination of activities. 

In the autumn of 1992, on the initiative of the Regional Office for the Eastern Mediterranean, an 
interregional meeting had been held to review the Organization's activities concerning the health of the elderly, 
with particular emphasis on the horizontal nature of that programme and the need to integrate the various 
activities involved. The meeting had established a number of strategies and a related set of guidelines was 
being drafted to assist countries in developing their programmes. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Board would take 
note of the emphasis given by delegates to the need to pay special attention to Alzheimer's disease, 
osteoporosis and dementia and to long-term care of the elderly. 

2. FIRST REPORT OF COMMITTEE A (Document A46/47) 

Dr VAREA (Fiji), (Rapporteur) read out the draft first report of Committee A. 

Dr DALLAL (Lebanon) said that the draft resolution on the International Conference on Nutrition 
contained in document A46/47, did not adequately reflect the amendment that he had proposed to operative 
paragraph 4(2) at the fourth meeting, in that it did not specifically refer to the use of hormones in agriculture. 
He therefore proposed that the words "and hormones" should be inserted after "misuse of chemicals". Further, 
he would have liked to see a reference in the Director-General's report1 to the encouragement of research on 
possible risks associated with the use of hormones in agriculture. 

The CHAIRMAN said that if he heard no objections he would take it that the Committee wished to 
adopt its draft first report together with the amendment just proposed. 

The report was adopted.2 

1 Document WHA46/1993/REC/1, Annex 3. 
2 See page 299. 
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3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the 
Agenda1 (Documents PB/94-95 and A46/312) (resumed) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Document EB91/1993/REC/1, Part II， 
Chapter II) (resumed) 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation 
Section 3) (resumed) 

Protection and promotion of mental health (programme 10) (Document PB/94-95, pages B-126 to 
B-138) 

Programmes 10.1 to 10.3: Psychosocial and behavioural factors in the promotion of health and 
human development; Prevention and control of alcohol and drug abuse; and Prevention and 
treatment of mental and neurological disorders 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said the Board had recognized that 
mental illness would be a major problem in the twenty-first century. All countries faced a rapid increase in the 
magnitude and severity of mental and psychosocial problems and mental disorders were a leading cause of 
illness and disability, with an extremely high cost in human and material terms. Vast numbers of people were 
exposed to catastrophic levels of stress resulting in serious psychosocial disorders. The magnitude of that silent 
epidemic was not yet fully appreciated by public health policy-makers and personnel. 

In recent years, new techniques had been developed for the prevention of neurological disorders and for 
the treatment and rehabilitation of individuals afflicted with them. Knowledge about psychosocial factors had 
also increased and could be applied on a broad scale. The time was ripe for the development of vigorous 
international and national mental health programmes which should include the introduction of appropriate 
services, training and research. 

WHO should strengthen its leadership in the following areas: legislation; design of indicators and 
diagnostic tools; coordination and research; and protection of the rights of the mentally Ш. Mental health 
problems were ubiquitous and, multifaceted, involving a number of disciplines; accordingly, the WHO mental 
health programme must be integrated horizontally with other related programmes. WHO could also play a key 
role by promoting national policies and programmes in the field and by providing technical support through 
research, training and information. More funding for the programme would be necessary. 

The Board had endorsed the activities outlined under programme 10.1 and had emphasized that 
psychosocial factors had a determining influence on behavioural aspects of health. Primary prevention of 
social problems should often be started in the preschool period, when children were faced with family break-up 
or unexpected socioeconomic problems. 

The Board had endorsed the activities outlined under programme 10.2; alcohol and drug abuse had 
become a universal problem and additional extrabudgetary funds were anticipated. In recent years, many 
countries had seen a sharp rise in individual psychological stress as a result of life-styles that included alcohol 
and drug abuse and in response to media influences. 

With regard to programme 10.3，the Board had noted that countries had made only slow progress in 
improving information systems on mental illness and mental health management. The Organization must 
support efforts at the country level and develop definitions of mental disorders and related issues for the use 
of clinical researchers and primary health care workers. The prevention of mental disorders must be linked to 
child health care, including perinatal care - particularly important for primary prevention of mental disorders -, 
delivery care, care of premature infants and monitoring of growth and psychomotor development. 

Dr SAVEL'EV (Russian Federation), speaking on programme 10.1，said that the frequency and severity 
of mental and neurological illness and its social consequences had increased greatly in recent years. A 
comprehensive strategy for preventive action at all levels of national health systems would do much to 
determine the health and well-being of the adult population of the world. Among the areas requiring most 
attention were the legal aspects of psychiatric care at national level, the role of psychiatry and neurology in 
view of the spread of HIV infection，and the growing effects of anxiety due to war, population displacement, 
poverty and ecological disasters such as the explosion at the Chernobyl nuclear power station. 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
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The influence of environmental factors was already beginning to show up in statistical data as an increase 
in the prevalence of mental retardation in people living in heavily polluted areas. More research, including 
long-term international studies, was needed in those areas and on the effects of environmental factors on brain 
development in the fetal period. The Organization might also consider studies in collaboration with 
nongovernmental organizations on non-invasive methods of monitoring brain function. 

He expressed his country's gratitude to WHO for its assistance in the development of national legislation 
in the field of psychiatry, and hoped that such cooperation would continue. 

Dr YAMAUCHI (United States of America), speaking on programme 10.2, commended WHO's efforts 
to improve the quality and comparability of data on worldwide drug abuse, including activities to improve 
national data collection systems and international monitoring of trends in substance abuse. Those efforts must 
be fully coordinated with the work of the United Nations International Drug Control Programme (UNDCP), 
and particularly with the new International Drug Abuse Assessment System. He welcomed the feasibility study 
on the development of the abuse trends linkage alerting system (ATLAS) and hoped that the project would 
continue to be subject to expert review in order to ensure coordination with United Nations activities, efficient 
quality control procedures and the development of training programmes for the use of the system. 

He commended WHO on its health monitoring and research initiatives, including the planned studies to 
examine the link between drug injection and associated behavioural and health factors, including HIV infection, 
outlined in paragraph 23 of the programme statement. Such activities should be closely coordinated with the 
WHO Global Programme on AIDS and the regional offices. 

Dr CHI Baolan (China) said that the most important aspects of the mental health programme were the 
promotion of healthy life-styles and the prevention of alcohol and drug abuse. Mental and neurological 
disorders affected many different population groups, and society as a whole, and it was therefore essential for 
the programme to coordinate its work closely with that of the Global Programme on AIDS and the 
programmes on adolescent health, maternal and child health and health of the elderly. It was important that 
people with mental illnesses should live in their own homes rather than be confined to hospitals, and that 
family doctors and other health workers should receive special training in the treatment of mental illness at the 
primary health care level. More WHO technical support to Member States was needed in the field of mental 
health, but it was alarming to note that both the regular budget allocation and extrabudgetary funding for the 
mental health programme had decreased compared with the 1992-1993 figure. He hoped that every effort 
would be made to mobilize further extrabudgetary resources. 

Dr CICOGNA (Italy) said that his delegation supported programme 10 as a whole, recognizing that 
mental and neurological disease, and psychosocial aspects of health care in general, were of major concern in 
many Member States. He was consequently surprised that the budget allocations for the programme were so 
low, and hoped that further resources would be made available. A number of areas would deserve particular 
attention in the coming biennium: (1) the frequent and serious public health problems arising from 
neurological disorders, which were not adequately dealt with either in public health planning or in training in 
neurology; (2) the prevention of mental and neurological disorders and their associated psychosocial problems 
-WHO might consider drawing up guidelines for use at country level, based on the current state of knowledge 
in that area; and (3) the mental health of schoolchildren, which received insufficient attention at present. 

Mr UCHIDA (Japan), speaking on programme 10.2，supported WHO's emphasis on demand 
reduction but noted that different countries used very different strategies to achieve that objective. Japan 
stressed the need to reduce the social acceptability of illicit drug use, while recognizing the importance of 
ensuring that people dependent on drugs received high-quality care. Demand reduction policies must be 
consistent with national drug control policies, and no one element of the former should be stressed at the 
expense of another. The issue became even more complex when both licit and illicit substances were 
considered together. He hoped that WHO would consider the possible interactions between the various 
elements of demand reduction policies in its future programme development. 

Mr CHEBARO (Lebanon) said that his country was now trying to regulate the drugs market, and was in 
the process of updating legislation on the control of drugs and psychotropic substances. Drug trafficking was a 
problem in Lebanon，including illegal import from Europe of drugs such as the benzodiazapines lorazepam and 
diazepam. An international monitoring system was needed to keep track of such drug movements. He would 
like to know, for example, how drug stores were controlled in developed countries such as France or the 
United Kingdom. There was also a need to harmonize the legislation of different countries in that area, their 
systems for reporting on drug abuse, and the production of statistics for international use. 
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Dr DLAMINI (Swaziland) said that alcohol abuse, in particular, was a great problem in her country. 
Was the Secretariat planning to draw up guidelines for the early detection and management of mental health 
problems at the primary health care level? At present, such problems in her country were generally detected 
at the secondary or tertiary level; earlier detection would make more effective treatment possible. She 
believed that WHO was currently testing protocols for health facilities in that area; she would welcome more 
information on the subject. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) said that programme 10.3 was 
sensible and well-balanced and was a good example of a vertical programme that could be integrated 
horizontally with other WHO programmes. In the United Kingdom, mental illness affected one person in ten 
every year; it was as common as heart disease and three times as common as cancer. Its financial 
consequences weighed heavily on health service resources, including the pharmaceutical budget. Mental Ш-
health accounted for 14% of certificated absence from work. However, effective intervention was possible: 
some means of prevention were demonstrably successful; mental illness could be treated and its impact 
alleviated. One particular problem was that of unsympathetic attitudes to mental illness among both health 
professionals and the population at large. 

Professor OKELLO (Kenya) expressed his country's support for programme 10, and called upon WHO 
to work towards the integration of mental health activities into primary health care. The Organization should 
also facilitate exchange of information and dissemination of literature among countries, especially in Africa. 
WHO should encourage the establishment and provision of uniform standards for specialized treatment 
centres. 

Dr RADITAPOLE (Lesotho) welcomed WHO's emphasis on the problems of mental health, but 
expressed her concern about the low budget allocated to the programme. WHO and other international 
agencies seemed to have made no serious efforts to discourage alcohol advertising. She hoped that the 
Organization would play a leading role in such efforts in the future. 

Professor COÇKUN (Turkey) believed that programme 10, Protection and promotion of mental health, 
with all its components, deserved particular attention because of its global importance and close links with 
almost all other programmes of which health and human development were the main aim. 

Programme 10.2, Prevention and control of alcohol and drug abuse, had to be considered also in relation 
to AIDS, as well as to maternal, child and adolescent health. In programme 10.3, Prevention and treatment of 
mental and neurological disorders, patients' environment and occupations were significant factors. The / 
Executive Board ri^itly attached importance to programme 10.3 and considered that further funding was 
required, but in paragraph 23 of the Director-GeneraPs report on the proposed programme budget1 it was 
mentioned "among others" for possible reduction in activities. In view of inevitable financial constraints, it was 
natural that there should be cuts in all programmes, but he was concerned that such cuts should be fairly 
distributed. Turkey had benefited, and was continuing to benefit, from that programme, which he hoped would 
be further developed. 

Dr OJEDA MARTÍNEZ (Venezuela) commended the comprehensive presentation of programme 10. 
Referring to the links with programme 9, and particularly 9.4’ Workers' health, he advocated a approach to 
mental health during and after working life, taking into account mental stress and depression among those not 
working, for example. Well-directed care could result in better mental health. People needed to be taught to 
cope with each phase of their lives, including old age. 

Dr CHIMIMBA (Malawi) stressed the importance of programmes 10.1, 10.2 and 10.3. However, in view 
of the shortage of trained personnel, it was difficult for his country to plan programmes and develop 
technology for the prevention of mental and neurological disorders and to reduce the effects of alcohol abuse. 
Prevention and treatment of mental illness were all the more important in view of the large number of 
refugees and the increasing number of AIDS sufferers. He welcomed the stress laid by WHO on staff training 
and on exchange of information and technical cooperation among developing countries, and urged it to provide 
support, especially in connection with alcohol abuse and refugee problems，in recruiting appropriate staff at 
national level and in strengthening programmes, and not only for workshops and studies. 

1 Document WHA46/1993/REC/1, Annex 11. 
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Mrs MAKHWADE (Botswana) said that it was impossible to overemphasize the importance of mental 
health services: a holistic approach was required in health programmes, whether in relation to family planning 
or to control of AIDS and drug abuse. Her country had introduced a psychiatric component into nursing 
curricula in order to identify early signs of mental illness. Rural health programmes should contain a mental 
health component for all age groups. She supported the programme budget proposals. 

Dr DEVO (Togo) said that programme 10 was an area of concern in Togo, which unfortunately did not 
have sufficient qualified personnel to deal with the mentally ill, and had therefore asked WHO to provide 
increased support in organizing the country's one and only psychiatric hospital, which was hard hit by staff 
shortages. 

In Togo, the problem of drug abuse and trafficking was particularly acute. He asked for further 
assistance in defining a strategy for mental health. 

Professor ACHOUR (Tunisia) appreciated WHO's efforts in the field of mental health, which enjoyed 
increasingly high priority. The birth rate in Tunisia was rising and there was also an increase in diseases 
affecting the psychological development of the child; it would accordingly be beneficial to incorporate the 
prevention of mental disorders in a maternal and child health programme. Specially trained personnel were 
required to deal with AIDS sufferers; special emphasis should therefore be laid on improving their skills to 
cope with such problems. 

Dr BASSIRI (Islamic Republic of Iran) said it was clear that any kind of health activity, such as family 
planning programmes and improvements in the quality of family life, had a positive effect on the mental health 
of a society. The Islamic Republic of Iran had had successful experiences in developing technical committees 
at national, provincial and district level and integrating mental health and primary health care. Good 
intersectoral cooperation，for example in Healthy Cities, Villages and Schools programmes, had also had a 
positive impact on its mental health programmes. Case-finding in that domain and other procedures vital for 
primary prevention were, however, beyond the capacity of the health sector to provide alone. 

Dr FLACHE (World Federation for Mental Health), speaking at the invitation of the CHAIRMAN, said 
he was taking the floor on behalf of the standing committee of presidents of eight international 
nongovernmental organizations concerned with mental health, including such major organizations as the World 
Association for Social Psychiatry and the World Psychiatric Association, as well as the Federation. They 
brought together over 200 international, regional and national associations and over 200 000 individual 
members in more than 100 countries, spanning all continents. It was the first time in the history of WHO that 
such an important coalition of nongovernmental organizations had been established around it. 

In a declaration adopted by the presidential committee earlier in 1993，note had been taken of the 
harmful effect on mental health of the escalation of ethnic, racial and religious conflicts, the forced migration 
of tens of millions of human beings，growing poverty, hunger and repression, and other flagrant violations of 
basic human rights. 

Various forms of grave psychological disorders were triggered and intensified by those events, at the very 
time when modern mental health science had developed interventions which could alleviate the psychological 
consequences of such disastrous circumstances. 

The nongovernmental organizations had resolved to collaborate with the governmental agencies and 
United Nations bodies concerned，and particularly with WHO, in support to the affected populations. They 
would also be exploring the possibilities of creating, to that effect，a cadre of "mental health workers without 
borders". They had reviewed the current situation of the mental health services in former Yugoslavia. The 
horrors of the conflict and its psychological effects, with concomitant destruction of mental health facilities and 
acute shortage of essential drugs, called for urgent support，which they were attempting to assist WHO in 
providing. 

Commenting on the WHO budget provisions for mental health for the biennium 1994-1995，now under 
review, he expressed grave concern that they represented less than 1% of WHO's total regular budget, whereas 
in the recently calculated global burden of disease neuropsychiatrie disorders accounted for over 10% of the 
total. Moreover, the extremely low budget figures were hardly compatible with the knowledge that the success 
or failure of most health and development programmes was largely determined by psychological factors which 
mental health programmes could favourably influence. 

He thanked WHO for the effectiveness and quality of its work, and supported delegates，statements in 
favour of increased provisions under the mental health chapter. The fate of some 500 million people suffering 
from mental disorders and constituting a particularly vulnerable group depended on governmental and 
intergovernmental efforts. They were subject to stigmatization, discrimination and neglect; the protection of 
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the human rights of the mentally ill formed an integral part of mental health. The United Nations General 
Assembly had adopted in December 1991 a resolution on mental health to which WHO had made a crucial 
contribution, calling for certain adjustments at national level and the provision of adequate resources. WHO 
would be able to provide valuable assistance to governments in that connection. The nongovernmental 
organizations, for their part, would continue to participate with the means available to them. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the need for mental 
health programmes to be linked, particularly, with maternal and child care programmes, was appreciated. 

The meeting rose at l l h l 5 . 



SEVENTH MEETING 

Monday, 10 May 1993，at 14h30 

Chairman: Dr M. SIDHOM (Tunisia) 
later: Dr L A. PICO (Argentina) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the Agenda1 

(Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Document EB91 /1993/REC/1, Part II, 
Chapter II) (continued) 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation 
section 3) (continued) 

Protection and promotion of mental health (programme 10) (Document PB/94-95, pages B-126 to 
B-138) (continued) ' 

Programmes 10.1 to 10.3: Psychosocial and behavioural factors in the promotion of health and 
human development; Prevention and control of alcohol and drug abuse; and Prevention and 
treatment of mental and neurological disorders (continued) 

The CHAIRMAN invited members of the Secretariat to respond to points raised by delegates at the 
previous meeting. 

Dr NAPALKOV (Assistant Director-General) confined his remarks to programmes 10.1 and 10.3. 
Problems of protection and promotion of mental health were increasing, in addition to which attention to 
psychological and behavioural factors and the prevention and treatment of mental and neurological disorders 
had come to be considered an essential part of any emergency relief operations. Special attention should be 
given to the training of personnel, and in particular to the proposal made by the delegate of Swaziland to 
develop guidelines for early detection of mental and neurological disorders, especially in developing countries. 
He could assure the delegate of Turkey, who had expressed concern that budget reductions might have led to 
unequal distribution of resources among the different programmes, that great efforts had been made to achieve 
fair allocations, adding that any voluntary donations to support programmes in mental health would be 
welcome. Delegates might help the Director-General by indicating those programmes to which they considered 
priority should not be given in budget allocation. 

Dr SARTORIUS (Division of Mental Health), referring to the question, raised by a number of 
delegations，of vertical or horizontal orientation of the programme, said that considerable integration and 
horizontal collaboration had already been achieved within WHO. Efforts must now be made to combat the 
negative image of mental health programmes in many countries, and to ensure that mental health components 
were introduced in general health programmes at country level. Regarding the preparation of guidelines for 
public health care staff, social workers, families etc., WHO had issued a catalogue listing manuals and other 
teaching materials produced at country level. Instructions concerning the identification and management of 20 
frequently seen conditions had also been issued. Trial application of those guidelines had started in about 
20 countries. Regarding prevention of mental and neurological disorders, he recalled that in 1986 a Health 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
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Assembly document had demonstrated that nearly half of all mental and neurological disorders were amenable 
to primary prevention. Regional committees had also discussed the matter, and a set of specific guidelines for 
countries was being prepared. Their application would perhaps be difficult, because prevention depended to a 
large extent on action elsewhere than in the health sector. 

Replying to points raised by the delegate of the Russian Federation, he said that WHO was about to 
complete the second phase of a 58-country survey of mental health legislation. A meeting would be held in 
June 1993 in Moscow for participants from central and eastern European countries to consider current 
legislation and ways of adjusting it to specific conditions in each country. Concerning mental and neurological 
problems relating to environmental deterioration, including disasters such as that of Chernobyl, WHO was 
working within the international programme on health effects of the Chernobyl accident and was also 
developing guidelines for early identification of such problems. It had recently reviewed current knowledge on 
mental and neurological problems related to HIV infection and AIDS, and a study had been carried out, 
comparing the frequency of such problems in people who were HIV-negative, HIV-positive with AIDS, and 
HIV-positive without AIDS. The study covered large samples of subjects in six countries (two in Africa, one in 
Asia, one in Latin America, one in North America and one in Europe). The results were available but it was 
not certain that funds could be found for follow-up action. 

Replying to the delegate of China on the need for improvement in services for the mentally ill, he said 
joint action was being taken by a number of countries, including Australia, Canada, Italy, Japan, Netherlands, 
and United Kingdom of Great Britain and Northern Ireland, to compare solutions applied in different 
countries and exchange information. A set of documents had also been issued for assessment of quality of 
facilities, both in the health sector and elsewhere, for dealing with mental illness. In answer to the delegate of 
Italy, who had stressed the need for a public health approach in neurology, he said that four meetings would be 
held on that subject in 1993 and 1994. The promotion of mental health in school settings had been undertaken 
in the Eastern Mediterranean Region in 1989，and an interregional meeting on school mental health would 
take place in Pakistan in 1993. He agreed with the delegate of the United Kingdom that further steps should 
be taken to overcome prejudice against the mentally ill and alter the negative image of mental health 
programmes in many countries. 

The delegate of Malawi had referred to the psychosocial needs of refugees. WHO was working in 
partnership with UNHCR and had also produced a manual specifically for community workers in refugee 
camps and camp leaders. Replying to the delegate of the Islamic Republic of Iran，he said that technical 
coordinating committees had been set up at country, provincial or municipal level, giving good results in a 
number of countries. Concerning the assistance provided by nongovernmental organizations, he expressed 
particular appreciation of the work done by the organizations concerned with neurology and psychiatry, 
nationally and internationally, and stressed their potential for direct intervention in the countries. WHO had 
very recently worked closely with nongovernmental organizations on the preparation of material leading to the 
adoption by the United Nations of principles concerning the human rights of the mentally Ш. WHO intended 
to produce guidelines on the implementation of those principles, which specified the treatment of the mentally 
ill as a human right. 

Dr HU Ching-Li (Assistant Director-General), speaking on prevention and control of alcohol and drug 
abuse (programme 10.2) said that since the establishment of the Programme on Substance Abuse in 1990， 
WHO had collaborated with other United Nations bodies, particularly UNDCP, and had worked closely with 
countries through the Regional Offices. Strategies had been set up to analyse data and monitor trends in 
substance abuse. 

Mr EMBLAD (Programme on Substance Abuse) replying to the question by the delegate of Lebanon 
concerning two benzodiazepines (lorazepam and diazepam) which had been reported as being illegally 
imported into his country，said that those substances were, on WHO's recommendation, covered under 
Schedule 4 of the 1971 Convention on Psychotropic Substances, and suggested that a solution might be 
discussed directly with the delegation of Lebanon. 

Replying to the delegate of Lesotho, he said that after reaching agreement with the representatives of 
the alcohol industry, WHO had been requested to collect information on unethical advertising practices 
throughout the world. In reply to the delegate of Togo concerning emphasis on the African programme, he 
said that African countries were invited to a joint WHO/UNDCP meeting to be held in Vienna in June. 

Extrabudgetary contributions to the Programme on Substance Abuse showed an upward trend and 
totalled US$ 13 million，with which WHO could intensify its action against drug abuse. 
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Promotion of environmental health (programme 11) (Documents PB/94-95, pages B-139 to B-159, 
A46/11,1 and A46/INF.DOC./3) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) introduced programme 11, 
Promotion of environmental health, as whole. The Board had reviewed a summary of the draft WHO global 
strategy for health and environment prepared by the Director-General in response to resolution WHA45.31, 
taking into consideration the outcome of the United Nations Conference on Environment and Development 
(UNCED), a report on which was submitted by the Director-General in document A46/INF.DOC./З. The 
Board had considered that development, environment and health issues were well covered in the summary of 
the draft strategy and supported its components, requesting that it be forwarded in its entirety to the 
Forty-sixth World Health Assembly. The draft strategy contained in document A46/11 provided a sound basis 
for a health-promoting environment. The Board had noted that there was need to develop a plan of action 
defining priorities and that implementation of the strategy must be carried out in collaboration with other 
WHO programmes and other organizations, ensuring intersectoral collaboration at country level. 

The Board had stressed the importance of the spread of environment-related diseases and expressed its 
regret that some countries had had to reduce financing for water supply and sanitation. Welcoming the 
extension of the Healthy Cities project to all regions, it had stressed community responsibility for overall 
hygiene and recognized the need for proper methods of diagnosis in community health. The Board had 
considered the control of environmental health hazards as a major issue throughout the world and stressed the 
urgent need to develop indicators of environmental effects on human health. The possible health effects of 
nuclear weapons and radioactive waste had been highlighted and the Board had reviewed the progress of the 
international programme on the health effects of the Chernobyl accident. 

The CHAIRMAN suggested that, for convenience, the Committee should consider programmes 11.1, 
11.2 and 11.4 together, before proceeding to programme 11.3, Health risk assessment of potentially toxic 
chemicals. Programme 11.5, Food safety, had been dealt with at the fifth meeting, in conjunction with 
programme 8.1, Nutrition. 

Programmes 11.1,11.2 and 11.4: Community water supply and sanitation; Environmental health 
in rural and urban development and housing; and Control of environmental health hazards 

The CHAIRMAN invited the Committee to consider the following draft resolution on the WHO global 
strategy for health and environment proposed by the delegations of Australia, Brazil, Canada, Denmark, 
Greece, Hungary, Italy, Jamaica, Japan, Kenya, Malaysia, Nigeria, Russian Federation, Sweden, Tonga, United 
Kingdom of Great Britain and Northern Ireland, and United States of America: 

The Forty-sixth World Health Assembly, 
Having considered the reports of the Director-General on the draft WHO global strategy for health 

and environment,1 prepared in response to resolution WHA45.31 on Health and Environment, and on 
the United Nations Conference on Environment and Development;2 

Recalling resolutions WHA42.26 on WHO's contribution to the international efforts towards 
sustainable development, WHA45.32 on the International Programme on Chemical Safety, and EB91.R6 
on the WHO global strategy for health and environment; 

Mindful of resolution CD35.R17 of the Directing Council of the Pan American Health 
Organization and the Pan American Health Organization regional plan for investment in the 
environment and health; 

Considering the United Nations Conference on Environment and Development and its principal 
results, the Rio Declaration on Environment and Development and Agenda 21; 

Responding to resolution 47/191 of the United Nations General Assembly on institutional 
arrangements to follow up the United Nations Conference on Environment and Development, in 
particular the section on coordination within the United Nations system which requests all United 
Nations specialized agencies and related organizations of the United Nations system to strengthen and 
adjust their activities, programmes and medium-term plans, as appropriate, in accordance with 
Agenda 21，and invites the governing bodies of all the competent organizations to ensure that the tasks 
assigned to them are carried out effectively, 

1 Document WHA46/1993/REC/1, Annex 7. 
2 Document A46/INF.DOC./3. 
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1. THANKS the Director-General for the very timely and thorough response to the directives of the 
United Nations Conference on Environment and Development; 

2. ENDORSES the WHO global strategy for health and environment; 

3. CALLS UPON Member States, in response to the United Nations Conference on Environment 
and Development: 

(1) to give high priority to matters relating to health and the environment in the development of 
national plans on sustainable development and to utilize the WHO global strategy as the 
framework for the environmental health aspects of these plans; 
(2) to collaborate closely with WHO in order to strengthen their own capacities in matters 
related to health and the environment for the attainment of environmentally sound and sustainable 
development; 
(3) to allocate adequate resources to implement the WHO global strategy at the country level; 
(4) to establish national coordinating mechanisms, if they have not yet done so, to ensure 
collaboration among the authorities in all sectors having responsibilities for health and the 
environment; 

4. APPEALS to multilateral and bilateral funding organizations to support the WHO global strategy 
and to give high priority to programmes and projects on health and the environment in financing 
sustainable development; 

5. REQUESTS regional committees to use the global strategy in developing corresponding regional 
strategies and action plans; 

6. REQUESTS the Director-General: 
(1) to support Member States in ensuring that measures for health and the environment are fully 
incorporated into national plans for sustainable development; 
(2) to promote actively the global strategy as the basis for measures for health and the 
environment in Member States; 
(3) to exploit fully available resources by establishing new approaches and mechanisms required 
to implement the global strategy, in particular approaches involving several programmes and the 
strengthening of the role of WHO representatives' offices in countries; 
(4) to determine the resources required to implement plans of action based on the global 
strategy throughout WHO, to mobilize the required extrabudgetary resources, and to ensure that 
priority is given to related requirements in future programme budgets; 
(5) to expand collaborative activities with other organizations responsible for matters relating to 
health and the environment and to establish alliances with financial and other organizations to 
ensure that health goals are incorporated into their programmes on environment and development; 
(6) to convene, as requested by resolution 47/191 of the United Nations General Assembly, in 
collaboration with the International Labour Organisation and the United Nations Environment 
Programme, an intergovernmental meeting to consider further proposals for an intergovernmental 
mechanism on chemical risk assessment and management; 
(7) to participate actively in the United Nations Development Programme's Capacity 21, a 
country-level capacity-building programme in support of Agenda 21; 
(8) to contribute actively to the work of the Commission on Sustainable Development, 
established by the United Nations Economic and Social Council, and the Interagency Committee 
on Sustainable Development; 
(9) to keep the Health Assembly informed through the Executive Board of progress in 
implementing this resolution. 

Dr RODRIGUES (Brazil) expressed support for WHO's programme on promotion of environmental 
health and thanked the Director-General for his rapid response in following up the United Nations Conference 
on Environment and Development. 

She proposed the following amendments to the draft resolution: 

(1) In the fourth preambular paragraph，to delete the word "principal" and insert the words "in 
particular" before the words "the Rio Declaration"; 
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(2) In subparagraph 3(1), to insert the words "in line with paragraph 38.8 of Agenda 21" after the 
words "high priority"; 

(3) In subparagraph 6(1) to replace "national plans for" by "activities related to"; 

(4) To reword subparagraph 6(6) as follows: "to convene, in line with paragraph 19.76 of Agenda 21 
and in collaboration with the International Labour Organisation and the United Nations 
Environment Programme, an intergovernmental meeting to further consider the recommendations 
of the meeting of government-designated experts, held in London in December 1991, on increased 
coordination among United Nations bodies and on proposals for an intergovernmental mechanism 
on chemical risk assessment and management"; 

(5) To insert between subparagraphs 6(8) and 6(9) a new subparagraph reading: "to forward reports 
to the Commission on Sustainable Development on WHO's contribution to the implementation of 
Agenda 21", the present subparagraph 6(9) becoming 6(10). 

Dr LEPPO (Finland) speaking on behalf of the Nordic countries, commended WHO for its important 
contribution to the United Nations Conference on Environment and Development (UNCED), in particular 
through the work of the WHO Commission on Environment and Health, and for its prompt subsequent action 
in formulating a new global strategy for health and environment. 

As clearly stated in paragraph 9 of document A46/11, the human race was confronted by the fact that 
continuing to disregard the limitations to the environment's capacity to sustain life would make improved 
health and well-being unattainable. In many parts of the world microorganisms remained the major 
environmental hazard; control of communicable diseases largely depended on access to basic sanitation and 
safe drinking-water and food. However, pollution and chemical hazards had now come to pose a very real 
threat in both developed and developing countries. The recent political and economic changes in central and 
eastern Europe had revealed many such problems. Prevention, which had always been a central element of 
WHO policy, was increasingly relevant in combating pollution, especially from road traffic and power 
production, which contributed to climate change. Since many environmental health hazards were man-made, 
action at community level was crucial. Programmes to empower people and involve community groups were 
needed in the effort to create a healthy environment. Such hazards, if not controlled, could affect the health of 
future generations for decades, centuries or even millennia. 

WHO had always been aware of the crucial role of sustainable development. Until recently, the adverse 
future effects of life-styles and consumption patterns had been less obvious. There was an urgent need for a 
strategy to achieve a balance between the beneficial effect of increased wealth and consumption and the 
harmful effects economic growth could have on health and the environment. The efforts to achieve sustainable 
consumption and sustainable development had an impact on health and the environment that would fully 
emerge only far into the future. Both aims were deeply enmeshed with basic human instincts and culture and 
could be misused by countries competing for influence and power. Solutions were difficult to find, calling for 
radical reassessment by both governments and people. Education and information were crucial, especially with 
regard to long-term environmental health hazards, to render goals acceptable through understanding, 
satisfaction of basic economic needs and improvement in meeting health needs. 

The Nordic countries endorsed the draft global strategy and the draft resolution. 

Dr ÁLVAREZ DUANY (Cuba) said that, despite the achievements of the International Drinking Water 
Supply and Sanitation Decade, millions of people still did not enjoy access to safe drinking-water or a healthy 
environment and the situation was likely to get worse. He welcomed the Organization's intent to focus 
attention throughout the United Nations system on people rather than on services, emphasizing primary health 
care，health education and community involvement. In the Americas, the social, human, and financial cost of 
the cholera epidemic had emphasized how far off was the goal of providing for the health needs of all. Over 
11 000 children affected by the Chernobyl accident had received care in Cuba, showing that even small 
countries could give assistance in difficult times. A number of worthy global and interregional activities were 
under way, but many countries were unable to devote the necessary resources to them since they had not even 
enough to cover the basic needs of their peoples. Cuba was not immune from the many environmental 
problems associated with development, but its grass-roots approach to development had helped it to avoid the 
more serious ones. At present’ 81% of the population had ready access to water and 88.7%, including 68.2% 
in rural areas, enjoyed sanitation services. Lack of resources was the principal obstacle to increasing that 
coverage in order to attain the goals Cuba had set itself for the year 2000. 
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If the human race did not take sufficient care the beautiful planet where it dwelt would become a habitat 
worse than Dante's Inferno for future generations. He therefore endorsed the draft global strategy and 
pledged Cuba's support to it. At the same time he looked forward to greater financial and intersectoral 
support for the programme from the Organization. Since the next meeting of heads of State on social 
development would have to tackle all those aspects, countries, regions and the Organization should all be 
represented at the highest possible level. 

Mr WANG Nan Chee (Singapore) commended the draft global strategy. The growing awareness of the 
important link between health and environment was welcome since improving environmental quality would 
improve the standard of public health. He therefore endorsed the draft resolution. WHO should accord 
hi^ier priority in its environmental health programme to the planning and development of infrastructure for 
waste management and pollution control systems, particularly in the least developed and other developing 
countries. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) welcomed the draft global 
strategy but considered that, in developing it further, the Organization should work closely with other 
organizations in the field to avoid duplication of effort. WHO ought to identify and address priority concerns 
with significant implications for health and should focus its efforts on areas in which it was best placed to help. 
He endorsed the draft resolution. 

Turning to programme 11.1, he acknowledged the importance of water supply and sanitation. WHO's 
strength in that field was in its health-related expertise, which was what Member States appreciated and wished 
to have available. WHO's role was to provide that expertise both directly and through its contribution 
(particularly as regards training and education) to joint programmes within the United Nations system. It 
should therefore avoid getting too deeply into the technical as opposed to the health aspects of water supply 
and sanitation. Nongovernmental organizations with interests in development and relief frequently had water 
supply and sanitation programmes and were often very effective at local community level. Perhaps there was 
some scope for WHO collaboration with those programmes. 

Dr VAN ETTEN (Netherlands) welcomed the draft global strategy and was gratified that it had been 
submitted so soon after the Organization's debate on the subject the previous year. Implementation of the 
strategy would initiate important changes in the planning and execution of WHO's activities to protect health 
and the environment. Important features would be horizontal collaboration within programmes and the 
development of integrated comprehensive programmes in WHO. The draft strategy, however, gave little space 
to the proposed action programmes; further information would be welcome when such programmes had been 
prepared in more detail. Information on the extent to which WHO was involved in the UNDP Capacity 21 
initiative would also be welcome. 

The Netherlands Government was preparing a national plan for sustainable development in which health 
was a component. Both the Ministry of the Environment and the Ministry of Health were presenting policy 
documents on the subject to Parliament. The unit of the European Centre for Environment and Health 
situated in Bilthoven in the Netherlands was contributing to the work on environmental health aspects. 

With regard to programme 11.1, WHO was indeed playing a prominent role in that it was coordinating 
the efforts of a number of agencies. He asked how detrimental the budget cuts described in paragraphs 32 to 
34 on page B-143 of document PB/94-95 would be to the effectiveness of the programme and to WHO's 
interagency coordinating role and whether WHO had ever considered, for budgetary reasons, transferring those 
activities to other agencies. 

Dr NOVELLO (United States of America) welcomed the linking of health and the environment within 
the context of sustainable development and applauded WHO's work with the UNCED and the report of the 
WHO Commission on Health and Environment. The draft global strategy was an excellent first step towards 
the goal of a health-promoting environment. The next major step should be the preparation of a plan of 
action. Unfortunately, at a time of financial stringency, it was unlikely that enough new resources would be 
forthcoming to implement the strategy. The Director-General was therefore urged to develop a plan of action 
defining activities on the basis of priorities and make as much use as possible of internal resources and 
coordination. In pursuit of that goal，the Organization was urged to coordinate a number of activities, such as 
those on occupational health, food safety and chemical safety, at present conducted under individual 
programmes. 

Mr WHITE (Canada) welcomed the draft global strategy, which provided a framework for enhancing the 
health and environment components of all the relevant WHO programmes. 
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Canada's commitment to health and environmental issues was reflected in the health and environment 
section of the Canadian Green Plan, its national plan on environmental issues. The Plan had enabled Canada 
to contribute to environmental projects in the European Region and in the Region of the Americas. Canada 
intended to continue its support to that most important sector, since it recognized that environmental 
considerations were important determinants of health. 

The global strategy outlined WHO's important role in matters of health and environment, including 
chemical safety. It rightly called for collaboration and partnerships with interested groups, particularly those 
most vulnerable to adverse health effects, and clearly recognized the need for interaction between health, 
environment and development as well as the factors that could upset the desired harmonious balance between 
those key sectors. 

As one of the sponsors of the draft resolution, his delegation strongly endorsed the strategic orientations 
proposed by WHO in the draft global strategy and believed that the next step should be to prepare specific 
action plans and priorities for health and environment, including issues related to chemical safety. 
Considerable strengthening of the Organization's technical capacity, especially at the country level, would be 
required to facilitate the execution of various projects. Canada would be pleased to consult with the 
Secretariat on how it could assist in that regard. 

Dr SAVEL'EV (Russian Federation) endorsed the draft global strategy and said that, in view of the 
many partners interested in the field, special attention should be paid to seeking resources from other United 
Nations bodies and nongovernmental organizations to implement the strategy. Measures to improve planning, 
coordination, implementation, monitoring and evaluation within the Organization were also required. 

Turning to the programme to deal with the consequences of the Chernobyl disaster, he said that although 
the Russian Federation, like other newly independent States, was experiencing great difficulties in the present 
period of change, much work was being done in that particular sphere. The programme was important not 
only for the countries directly affected by the accident but for the world as a whole. The Russian Federation 
expressed its gratitude to Member States and organizations that had made voluntary contributions to the 
programme. 

Mr FEHÉR (Hungary) said that the draft global strategy was a milestone in assessment of the complex 
relation between human health and the environment and represented a valuable contribution to solving the 
many problems involved. WHO's leading role in helping individual countries to identify local environmental 
health problems was welcomed, as was its promotion of international partnerships with governmental and 
nongovernmental organizations. The success of the strategy would, however, depend on its implementation 
and on the realization of the strategic goals. Local governments and authorities would have to bear primary 
responsibility for the action to be taken on environmental health issues, but WHO should help in tackling the 
problems at the local, regional and subregional levels. Through the European Centre for Environment and 
Health, the Organization had already initiated highly successful national integrated programmes on 
environment and health in central and eastern Europe. It would be highly desirable if focal points responsible 
for similar WHO-sponsored programmes could meet regularly to discuss issues of common interest in the 
Region. 

An encouraging aspect of the draft strategy was the willingness to promote and support research on 
environmental health, which had not received adequate attention from WHO in the past. More knowledge was 
needed about the causes of environmental pollution and how it might damage health. Since such research was 
costly, efforts should be made to coordinate it on a regional basis. Capacity-building was a key element not 
only in monitoring and assessment, but in conducting research. The creation of more WHO collaborating 
centres would assist in that task. WHO's strategy on education in the field should be such as to meet the 
needs of the countries or areas. Since preventive action depended on sound information, it was hoped that 
WHO could become the leading organization in supporting geographical information systems on health and the 
environment. 

Mr DEBRUS (Germany), in endorsing the draft global strategy, said that when the Second European 
Conference on Environment and Health was held in 1994 in Finland，its deliberations would include discussion 
of progress on the implementation of the recommendations of the first conference, held in Frankfurt, 
Germany, in 1989. That would no doubt include consideration of areas where no progress had been achieved 
or the health situation had even deteriorated, in order to learn the appropriate lessons and prepare practical 
action. One question that would have to be addressed was the discrepancy between perception of health and 
environmental problems and the practical action taken as a result: the fundamental unwillingness to give the 
interests of the future precedence over the organized interests of the present. Germany and a number of other 
industrialized States would have to face the fact that the limits of growth had been attained at least for some 
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years to come. That had implications for all. Life-styles and behaviour would have to change, and it was 
important that the example for that should come from individuals as much as from authorities. That was not 
to say that there should be a return to nature: the health, welfare and economic achievements of the present 
should be maintained but used in a well-thought out, responsible and unselfish manner. 

Turning to the draft resolution, he proposed the following amendments: 

(1) The words "and the European Charter" should be added to the end of the fourth preambular 
paragraph; 

(2) In subparagraph 3(1), the word "national" should be deleted, and the words "at the country level" 
should be inserted after "sustainable development"; 

(3) In subparagraph 3(4), the word "national" should be replaced by "appropriate", and the words 
"including nongovernmental organizations" added at the end; 

(4) In subparagraph 6(1)，the word "national" should be deleted; 

(5) In order to support implementation at country level, where many of the problems occurred, the 
words "for implementation at country level" should be inserted in subparagraph 6(4) after the 
words "extrabudgetary resources". 

To ensure that his proposals were compatible with those of the Brazilian delegate, he proposed that they 
should confer at the close of the current meeting. 

Mr UCHIDA (Japan) commended the Director-General on the draft global strategy. Paragraph 71 of 
document A46/11 referred to the central role of health in the decision-making process related to environment 
and development. Most countries had difficulties in achieving good collaboration between agencies responsible 
for the wide range of vital issues concerned. He hoped that WHO would provide guidance on that subject and 
on how to integrate health considerations in the policy decisions of various ministries. WHO, with its mandate 
and expertise, should provide leadership to other United Nations bodies, such as UNDP, UNEP, and the 
World Bank, on health and environmental issues. He also supported the emphasis on the need for promotion 
of environmental health to have a global, urban and rural focus. The inherent peculiarities of each would 
require a different approach, as would capacity-building, which was a priority element of the strategy. 

Japan was one of the sponsors of the draft resolution since it considered successful implementation of 
the WHO global strategy to be crucial. 

Mr LEE Suk-Jo (Republic of Korea) said that the draft strategy broadly reflected the Agenda 21 items 
concerning WHO adopted at UNCED. He commended the Director-General on the detailed implementation 
plan. 

Referring to paragraphs 125 to 133 and 135 to 140 of the draft strategy (document A46/11), he was 
concerned that the additional financial resources from UNDP, UNEP and the Global Environmental Fund 
might not be sufficient to bridge the gap between the resources available and those required to achieve all the 
goals. 

He was also concerned that the elements mentioned in paragraphs 120 to 121 on environmentally 
friendly technology might not be sufficient to fulfil the UNCED mandate for implementing the strategy. A 
new, separate subtitle, "Technology transfer", should be created including a clarification, based on chapter 34 of 
Agenda 21, on the application and methodology of technology transfer to health-related areas. It should also 
describe the close link between technology transfer and financial resources. 

His country was reviewing positively the conclusion of a memorandum of understanding with the 
International Programme on Chemical Safety. 

He commended and supported the draft resolution before the Committee. 

Dr ADAMS (Australia) concurred with the situation analysis presented in the draft global strategy; he 
particularly agreed that rapid population growth and increasing poverty were major obstacles to achieving 
WHO's global goals, including a sustainable basis for health for all, i.e., stabilized population growth and life-
styles and patterns of consumption consistent with ecological sustainability. However, those factors did not 
appear to be well integrated into the four components of the global strategy, which did not mention specific 
organizational actions with others to limit population size or alleviate poverty. The four components appeared 
to remain linked to established programmes such as water, sanitation, housing, food and chemical safety. It 
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would be better to link the two problems of population growth and unsustainable consumption patterns more 
clearly, for instance in paragraph 87 concerning health sector actions with potentially damaging environmental 
effects. WHO could encourage industrialized and newly industrializing countries to develop more proactive 
population policies that recognized the impact of such policies on unsustainable resource consumption patterns. 

While supporting the draft resolution, he hoped the strategy could be strengthened as he had suggested, 
so that WHO would lead the way in promoting solidarity between countries of differing development status on 
the difficult question of limiting population size. Success in facing that challenge would help meet the resource 
needs identified in the draft strategy, assist in achieving sustainable development and help to alleviate poverty. 

The activities of the International Programme on Chemical Safety were an important contribution to the 
assessment, from a public health perspective, of the safety of chemicals used in industry, in agriculture and as 
food additives. 

Finally, he proposed that the opening words of subparagraph 6(6) of the draft resolution should be 
amended to read: "to support the convening of, as endorsed by resolution 47/191". 

Dr MIRCHEVA (Bulgaria) said the draft global strategy reflected the spirit of UNCED and the relevant 
parts of the Rio Declaration and Agenda 21. Protection of human health, environmental and social safety, and 
ensuring favourable conditions for development and progress were priorities of the Ministry of Health and 
other competent Government institutions in her country. Bulgaria was not alone in being faced by difficult 
problems of health and environment, which required combined efforts and support and assistance by 
international organizations. 

Her country had established, in 1975，a national system for monitoring the environment, with particular 
reference to ambient air pollution, drinking-water quality, surface water and noise. Most of the control units 
came under the Ministry of Health, some under the Ministry of Environment, and some under the Institute for 
Hydrology and Meteorology. Epidemiological surveys covering 2.5 million people had been carried out on the 
effect of chemical substances on human health. They showed a general increase in morbidity in regions with 
chemical industries, cement processing and nonferrous metallurgy. There was a higher incidence of 
cardiovascular diseases in regions where the level of hydrogen sulfide was high. Neurological disorders were 
increasing in regions with an active chemical industry. 

In the period 1990-1991，the Ministry of Health had conducted a health survey of 22 500 children in ten 
regions with environmental problems. The proportions of children with health problems, including disorders of 
the immune system, imbalance in physical development, cardiovascular diseases，and disorders of the 
respiratory, neurological, endocrine and digestive systems ranged from 14% to 78%. The survey clearly 
showed the serious problems concerning environmental health and the urgency of solving them. 

Bulgaria needed international assistance in: (1) harmonizing its legislation with WHO and European 
Community standards; (2) developing a national computerized data-collection system; (3) unifying methods 
for monitoring environment and health; (4) using risk assessment to assess national and local priorities; and 
(5) training in epidemiology and in assessing, managing and communicating information on risks. In 
conclusion, she pointed out that the process of managing and solving the problems related to health and 
environment would be affected by the current economic situation. 

Professor MANCIAUX (France) said that to meet the growing needs of some countries, particularly in 
eastern and central Europe, but also other developed and developing countries, and in the light of the meagre 
increase in financial resources in the regular budget，France had joined with a group of donor countries in 
making voluntary contributions for the creatioir of the European Centre for Environment and Health to 
implement the European Charter on Environment and Health. Administered by the Regional Office for 
Europe，it had centres located in three donor countries, the Netherlands, Italy and France. Significant funds 
had been allocated and those would be increased in future years. The three areas of responsibility were: 
highlighting the link between health and environment; statistical and epidemiological studies; and specific 
projects for preventive or curative antipollution measures. The whole range of services was available to 
Member States, not only in Europe，but also in other regions at their request. 

The novelty of the arrangement was that it was based on existing infrastructures but with an independent 
WHO structure, using cost-free technical services made available by the three donor countries. To 
complement the WHO budget and funds from the bilateral donors, funds should be sought from multilateral 
donors. The formula would be evaluated in two years to see whether it should be repeated in other fields or 
other regions. 

He supported the draft resolution. 

Professor OKELLO (Kenya) expressed Kenya's support for programme 11.2. Many health hazards had 
arisen in rural and urban development and housing because there had not been consistent involvement of 
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health personnel. A closer working relationship was needed between all concerned in applying environmental 
health guidelines in housing and urban management. WHO should be the lead agency in the United Nations 
system on environmental health hazards. 

Dr NYMADAWA (Mongolia) commended the report of the Director-General, but had two critical 
remarks to make on the draft global strategy in document A46/11. 

He did not agree that the causative agents of infectious diseases were environmental hazards only in 
developing countries, as suggested in paragraph 13 of that document. Microorganisms continued to evolve, and 
the past 10 to 20 years had seen the appearance of new human pathogens such as those causing Legionnaire's 
disease, Lassa fever and other haemorrhagic diseases, and HIV. The natural history of their development was 
still not fully clear but there were three main hypotheses: (1) change in pathogenicity of existing 
microorganisms under the influence of environmental mutagenic factors, (2) appearance of new pathogens by 
natural or recombinant evolution of strains, and (3) new pathogens resulting from intentional or accidental 
genetic manipulation. 

Concerning nuclear weapons, despite the end of the Cold War there remained the hazards inherent in 
their continued production and testing, smuggling of nuclear arms technology, and illegal traffic in raw 
materials for nuclear weapons. It was therefore essential to build up an effective monitoring system for 
possible health and environmental consequences. 

In order to reflect the foregoing, he suggested that paragraph 56 of document A46/11 should include two 
further objectives: to promote studies on the monitoring of microorganisms in the environment and an 
assessment of their pathogenic potential; and to encourage studies on health matters related to the 
production, handling and dismantling of nuclear weapons. 

He supported the draft resolution, and asked for Mongolia to be included among the sponsors. He 
proposed the insertion of a new paragraph 6(3) reading: "to promote prospective studies on potential 
environmental hazards in the broadest sense to human health". The original paragraphs 6(3) to 6(9) would be 
renumbered accordingly. 

Dr DLAMINI (Swaziland) said that she supported the draft global strategy, which recognized the leading 
role of WHO, particularly in facilitating a multisectoral approach, as well as activities involving bilateral and 
nongovernmental organizations. At country level, ministries of health had a key part to play in facilitating a 
multisectoral approach to health and environmental matters, and she hoped WHO would provide them with 
the support they needed. It was also important for the Organization to have a strategic plan of action to 
implement the principles contained in the document. She supported the draft resolution, with the amendments 
proposed by various delegations. : 

Concerning programme 11.1, Community water supply and sanitation, she noted that, despite intensified 
efforts during the International Drinking Water Supply and Sanitation Decade, 1981-1990, little had been 
achieved in the African Region. She therefore requested the Director-General to initiate an intensive 
cooperative effort with regard to water supply and sanitation there. 

Finally, programme 11 should be entitled "Promotion of health and environment" rather than "Promotion 
of environmental health". 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), referring to programme 11.4, said 
that in recent years increasing emphasis had been placed on global and cross-border environmental problems. 
Progress had been made in the development of global networks for education, training and research in the 
control of environmental health hazards. A major international programme on the health effects of the 
Chernobyl accident, launched in 1991 by WHO, was making steady progress. 

Dr ASVALL (Regional Director for Europe) in response to references to the Second European 
Conference on Environment and Health, scheduled for 1994 in Helsinki，and comments about the need for 
regional and country strategies as well as a global strategy, said that the proposal to hold a second conference 
had been prompted by the concern that concrete action should be taken to follow up the 1989 conference and 
the adoption of the European Charter on Environment and Health. He reassured the delegate of Germany 
that the forthcoming conference would be looking at practical action and strategies with a view to more 
actively mobilizing not only the countries of the European Region but also international organizations of all 
kinds. An important initiative had been taken at a recent European conference of ministers of environment 
and representatives of international organizations, held in Switzerland, with the adoption of an "Environment 
for Europe" agenda that would be taken into account in the preparations for the Helsinki conference, to which 
the involvement of all major agencies was crucial. Considering current environmental health problems, 
especially in central and eastern Europe，it was critically important to incorporate health concerns and health 
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impact assessment into overall economic development projects. With regard to the WHO European Centre 
for Environment and Health, the Regional Office was grateful to the countries contributing to that unique 
institution, and agreed with the delegate of France that an evaluation of its work and working methods would 
indicate the applicability of such a model to other areas of WHO's activity. 

Dr NAPALKOV (Assistant Director-General) thanked delegates for their appreciative comments on the 
draft WHO global strategy for health and environment. The Secretariat fully agreed with many speakers that 
what was urgently needed was a realistic plan of action to implement the global strategy, setting priorities 
determined by the direct link between environmental problems and health and involving cooperation with other 
bodies within the United Nations system, taking into account the possibility of mobilizing internal and external 
resources. Regarding cooperation within the United Nations system, WHO was a very active member of the 
United Nations interagency Commission on Sustainable Development, which would ensure that any 
unnecessary duplication of activities was avoided while ensuring that no gaps were left unfilled. The 
Secretariat was deeply grateful to Canada for offering to share its experience in the implementation of such an 
action plan. 

The delegate of Australia had raised the crucial question of stabilizing population growth in order to 
achieve sustainable development and a healthy environment. While political, economic and other highly 
sensitive factors must be taken into account in dealing with that issue, any strategy for the environmental 
protection of human health should indeed take account of further medical and biological research on 
population growth stabilization. Although the concerns of the delegate of Mongolia had been partly taken into 
account in the last sentences of paragraphs 79 and 116 of document A46/11, the Secretariat would certainly 
give greater emphasis to microbial factors and nuclear wastes when preparing the final version of the global 
strategy. 

Dr KREISEL (Division of Environmental Health) said that the global strategy hinged on intensified 
internal coordination within WHO, building on existing mechanisms but requiring additional mechanisms at a 
high level in order to ensure its success. WHO's active participation in interagency bodies would be 
intensified. That would in fact be in line with the emphasis placed at UNCED on interagency cooperation and 
coordination. In response to comments about the implementation of action plans, he informed the Committee 
that several Regional Offices - for the Americas, South-East Asia, the Eastern Mediterranean, and the Western 
Pacific - were developing or had already developed action plans with support from headquarters. Concrete 
guidance about priorities had been given through the recommendations of the first meeting of the 
Director-GeneraPs Council on the Earth Summit Action Programme for Health and Environment, held earlier 
in 1993 as a follow-up to the Earth Summit. Its first recommendation concerned the development in selected 
countries of national plans for health and environment as part of plans for sustainable development. Those 
case studies, for which funds had just been made available by the Director-General, would be carried out in the 
next few months. Further guidance to Member States would be provided on intersectoral involvement in 
decisions concerning health and environment. 

In answer to the question from the delegation of the Netherlands concerning WHO's involvement in 
UNDP，s Capacity 21 programme, he said that WHO had written to all UNDP Resident Representatives to 
inform them about its global strategy and its intention to be involved in the preparation of plans for sustainable 
development at country level. Although that initiative had met with a very positive response, it was now known 
that the budget for Capacity 21 was very much smaller than expected. 

Regarding concerns about WHO's effectiveness and interagency role in community water supply and 
sanitation, he said that, although two posts had been lost, programme 11.1 was still the backbone of the 
environmental health programme, especially at the country level，and provided great assistance to Member 
States. He assured the delegate of Swaziland that the session of the Regional Committee for Africa in 
September 1993 was expected to mark the launching of intensified cooperation for countries in greatest need 
in that area. 

In reply to the delegate of the Republic of Korea, he said that technology transfer was an important 
component of the global strategy's means of implementation. A paragraph should be inserted in the text of the 
strategy referring, in particular, to WHO's role in assessing technology from the health point of view and in 
making appropriate local technology available through various channels, including, possibly，technical 
cooperation among developing countries. 

The CHAIRMAN suggested that a revised version of the draft resolution，incorporating all the proposed 
amendments, should be submitted to the Committee for consideration at a later meeting. 

It was so agreed. (See summary record of the eighth meeting.) 
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Dr L. A. Pico, Vice-Chairman, took the Chair. 

Programme 11.3: Health risk assessment of potentially toxic chemicals 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said the Board had noted that, 
following the United Nations Conference on Environment and Development, an inventory of international 
activities in the field of chemical safety had been prepared and an interagency consultation had taken place to 
discuss ways of strengthening the International Programme on Chemical Safety. As a result, FAO, UNIDO, 
OECD and the Commission of the European Communities had indicated their willingness to join the 
International Programme as cooperating organizations. The Executive Board had reiterated the importance of 
the Programme. In developing countries，in particular, the disposal and safe handling of toxic chemicals 
presented serious problems, and emphasis had been placed on the need for support in risk assessment and 
worker training in safety measures. The Board had also stressed the importance of intersectoral collaboration 
and coordination at international and national levels. It had noted with regret that the resources allocated to 
the Programme were being reduced at a time when chemical safety was receiving priority. 

Mr UCHIDA (Japan) said that the expansion of the International Programme on Chemical Safety, as 
outlined in paragraph 89 of the draft WHO global strategy for health and environment (document A46/11), 
was necessary to enhance such activities as risk assessment, management of chemical substances, and the 
supply of chemical safety information. With reference to paragraphs 91 to 93 of the same document, the 
meeting scheduled to consider the establishment of an intergovernmental mechanism for chemical risk 
assessment and management was important for ensuring better linkage between international organizations, 
including OECD, and countries wishing to promote safety measures on chemical substances. He supported the 
strengthening of the Programme's activities so that that meeting would be successful. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) strongly supported the work 
of the Programme, expecting it to make optimum use of outputs from related programmes in Member States, 
notably those of the United States of America and the European Community member countries, as well as the 
OECD chemicals programme. It would be further strengthened if other countries were prepared to match the 
United Kingdom's own substantial contributions. Currently it was 85% dependent on voluntary contributions, 
which made it particularly vulnerable so far as developing long-term programmes was concerned. He 
wondered whether the Health Assembly was satisfied that WHO was providing the Programme with sufficient 
support from the regular budget. 

Dr MERCIER (Programme for the Promotion of Chemical Safety) said that an intergovernmental 
meeting on chemical safety would be hosted and partly financed by the Swedish Government in 1994，with 
substantial contributions from other governments and UNEP. The meeting was being prepared in close 
consultation between WHO, UNEP and ILO and other possible future partners, including FAO, UNIDO, 
OECD and the Commission of the European Communities. 

Diagnostic, therapeutic and rehabilitative technology (programme 12) (Document PB/94-95, 
pages B-164 to B-186) 

Programme 12.1: Clinical, laboratory and radiological technology for health systems based on 
primary health care 

Dr VIOLAKI-PARASKEVA (representative ojF the Executive Board) said that the Board had reaffirmed 
the importance of programme 12.1，especially at primary and secondary levels of care. With the rapid 
development of the medical equipment industry and the increasing availability of information on the subject to 
medical professionals through the mass media, some kind of technical assessment of equipment before it 
became commercially available was necessary. WHO should establish a task force on essential medical 
equipment. Emphasis had been placed on public health and prevention of diseases but, to be effective and to 
provide an acceptable quality of patient care, a fully integrated approach was required ensuring 
complementarity between primary, secondary and tertiary health care. WHO should continue to provide 
guidance to the many countries that had not adopted clear policies on selection (including standardization), 
acquisition, utilization and maintenance of diagnostic and treatment technologies, especially for primary health 
care. It should also focus on the simpler technologies which could be successfully applied in the field. 
Transfers of appropriate technology should also be supported. 
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Dr SAVEL'EV (Russian Federation), referring to paragraph 25 of the programme presentation 
(page B-168 of document PB/94-95), advocated the publication of updated reports and handbooks on the 
aspects of radiation medicine mentioned there. Extrabudgetary resources and the involvement of collaborating 
centres were required in bringing such publications up to date. 

Dr SALOMÀO (Mozambique) said that in her country the best integration of preventive and curative 
care was provided through rural and district hospitals, with the result that training efforts were focused on the 
staff of those facilities. Particular emphasis in training was placed on diagnostic procedures and laboratory 
techniques. District training workshops for medical professionals and paramedical staff were conducted to 
improve management and the quality of care as well as staff performances. She supported the production and 
development of guidelines and manuals on diagnostics, therapeutics, and drug prescription and use. 

Dr BRUMMER (Germany), referring to the stated objectives of the programme, said that appropriate 
technologies were of prime importance. The selection of technologies should take into account the individual 
circumstances and sphere of responsibility of the specific level for which the technology was intended, bearing 
in mind the pyramidal health care structure prevalent in the developing countries. The programme as it stood 
did not sufficiently stress such an approach, which would be in keeping with the referral system model 
advocated by WHO. In the section on future trends (paragraphs 26 to 29 on page B-168), no mention was 
made of ultrasound diagnosis as an alternative to X-ray technology; the former was particularly important in 
basic health care，especially for mothers and children. 

Mr CHEBARO (Lebanon) said that lack of expertise in clinical, laboratory and radiological technology 
had brought many laboratories in his country to a standstill. Assistance in the training of staff for them would 
be highly appreciated. 

Dr BERIS (International Council for Standardization in Haematology), speaking at the invitation of the 
CHAIRMAN, said that the Council was committed to improving the standards of health laboratory services in 
the world. To achieve that goal, one primary concern was the development and use of international reference 
standards, standardized diagnostic reagents and standardized methods. In that context, the Council worked in 
collaboration with WHO, notably with the Health laboratory technology and blood safety unit in organizing an 
international external quality assessment scheme and encouraging the establishment of national quality 
assessment schemes in an international network. There were now 66 laboratories from 46 countries taking 
part in the international scheme. 

A number of participants had set up or were setting up external quality assessment schemes in their 
countries. It was estimated that by 1995 at least 50% of countries would have established such schemes as a 
way of ensuring reliability in laboratory practice. The Council and parallel international professional bodies 
could contribute to that goal by providing the necessary technical and scientific training for the organizers and 
establishing a code of practice based on recommendations made in 1980 by WHO. He endorsed those 
recommendations for the following reasons. Organization, technical operation, and educational aspects of 
national external quality assessment schemes should be undertaken by health laboratory professionals. In that 
context "national" implied that the scheme had been approved officially by the national health authorities. No 
country should be dependent for external quality assessment on schemes operated by commercial 
organizations, particularly those which also marketed materials for quality control and calibration of 
equipment; such schemes could serve a useful purpose but must be distinguished from those operated on a 
non-profit basis. When an external quality assessment scheme was introduced, participation should be 
voluntary until confidence had been established; it might eventually become obligatory for all relevant 
laboratories providing a patient service or otherwise contributing to health care. The main value of external 
quality assessment, however, should always be seen as educational and its aim should be to help participants 
improve performance in their laboratories. 

The Council shared with WHO the common goal of health for all and was pleased to be able to 
contribute to the relevant areas of the Organization's work. 

Dr HU Ching-Li (Assistant Director-General) said that the Assembly had indicated very clearly to the 
Executive Board what was required and he would briefly review some of the actions already taken by WHO. 
In clinical and laboratory technology and radiological medicine, a number of meetings had already been held in 
collaboration with other concerned organizations. A manual of diagnostic ultrasound was being prepared for 
publication in collaboration with the World Federation of Ultrasound in Medicine and Biology. Training 
seminars on that subject would be held in collaboration with the Regional Office for the Eastern 
Mediterranean in November 1993. The report of a WHO Scientific Group, entitled Effective choices for 
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diagnostic imaging in clinical practice1 described the application of different diagnostic procedures at different 
levels of the health care system in different clinical situations. 

The Radiation medicine unit was aware that updating of other manuals was needed; it was hoped to 
obtain funds and to cooperate with IAEA for that purpose. WHO was continuing to organize training courses 
for technicians in cooperation with the Regional Offices and had already held courses on bacteriology, 
parasitology, anaemia and bleeding and clotting disorders, on which guidelines were being prepared. 
Cooperation in those activities with nongovernmental organizations such as the one represented by the 
previous speaker had been much appreciated. 

Programmes 12.2 and 12.3: Essential drugs and vaccines; and Drug and vaccine quality, safety 
and efficacy (Resolution EB91.R5; Document A46/9) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Board had expressed 
its support for programme 12.2, Essential drugs and vaccines, noting that access to essential drugs at 
reasonable cost was a critical component of the health care system. It had noted the importance of the 
comprehensive programmatic approach (including the master plan) used by the Action Programme on 
Essential Drugs in its support to national development, which fully recognized the participation of the 
community. The existence of an efficient infrastructure for essential drugs within an integrated health care 
system was necessary for the effective implementation of disease control, and the regular availability of safe 
and efficacious drugs of acceptable quality enhanced the credibility of the services. 

Despite growing social awareness of the need for equity in health care, the Board had acknowledged that 
the number of people without access to essential drugs was unacceptably high and that requirements for such 
drugs would continue to increase. Yet, in the developing world, the ability of countries to fund the high 
recurring costs of the drug sector was unlikely to improve in the foreseeable future. The Board had reiterated 
its commitment to improving the unbalanced situation regarding access to drugs and recognized the importance 
of WHO's continuing to promote the rational use of drugs, quality assurance and the establishment and 
implementation of national drug policies and essential drug programmes. It had also stressed the need to 
foster technology transfer wherever feasible. 

In reviewing programme 12.3, Drug and vaccine quality, safety and efficacy, the Board had underlined 
the vital importance of normative activities, in particular maintenance and updating of the WHO Model List of 
Essential Drugs. The programme's continuing contribution to setting standards and norms for pharmaceutical 
products in international commerce was recognized and deep concern had been expressed, particularly by 
members designated by developing countries, about counterfeit products and the uncertain quality of many 
pharmaceutical products circulating in their countries. In that regard the WHO Certification Scheme on the 
Quality of Pharmaceutical Products Moving in International Commerce was recognized as an important 
safeguard but the need to strengthen national control capability and drug quality control laboratories, and for 
advice to ensure compliance with global standards，had been strongly emphasized. 

The Board was pleased to note the effective collaboration in that area between WHO, regulatory 
authorities, laboratories and industries. 

The Board had recommended to the Health Assembly the adoption of a draft resolution set out in 
resolution EB91.R5, which sought to protect the system of International Nonproprietary Names by 
discouraging proliferation of trademarks derived from that nomenclature. She drew attention also to 
document A46/9, describing the background to the Board's recommended resolution. 

Dr PAREDES GUERRA (Peru), said that, while in the presentation of the objective of programme 12.2 
(document PB/94-95, page B-170), stress was laid on the regular supply of drugs at reasonable cost, the 
questions of distribution and suitability of drugs, especially for primary health care, should not be neglected. 
The very varied topography of his country made the drug supply problem a very difficult one, and Peru was 
therefore developing a programme of regional storage - over and above the production of essential drugs, 
which must continue - in order to ensure an adequate distribution. 

Mr UCHIDA (Japan), speaking on programme 12.2, expressed his concern that a large proportion of the 
world's population still did not have adequate access to even the most essential drugs. His delegation fully 
supported the concept of essential drugs and national drug policies based on that concept as a means of 
improving drug supply in developing countries. He congratulated the Action Programme on Essential Drugs 
on its success in strengthening national capabilities. 

1 WHO Technical Report Series, No. 795，1990. 
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He believed that drug quality control systems, including inspection, regulatory systems, appropriate drug 
supply systems and the provision of drug information, were needed to ensure the rational use of drugs and was 
pleased to note that the explanations presented on pages B-170 to B-173 clearly recognized that fact. He 
hoped that WHO would be flexible in prioritizing the programme's main focus and activities by taking into 
account the realities of each country. To be cost-effective, the Action Programme on Essential Drugs must 
continue tc omote close collaboration with other related programmes within WHO. 

Spea ¿ on programme 12.3，he believed that the Division of Drug Management and Policies was 
playing a very important normative function in WHO with, for instance, the certification scheme, good 
manufacturing practice guidelines, the Model List of Essential Drugs and model prescribing information. The 
documents produced by that division were useful tools for international cooperative activities: his delegation 
supported the WHO effort in the preparation and promotion of WHO guidelines for good clinical practice and 
hoped that the Organization would make further efforts to ensure that they were taken into account in trials of 
pharmaceuticals. 

He supported WHO's initiatives to tackle the problems caused by counterfeit drugs and, as suggested at 
the meeting held in April 1992 in collaboration with the International Federation of Pharmaceutical 
Manufacturers Associations, considered that the establishment and strengthening of drug control laboratories 
and regulatory systems were the key elements in the fight against counterfeit drugs, which caused enormous 
problems in developing countries almost all over the world. He requested information from the Secretariat 
about possible activities to address those problems. 

Finally, he was looking forward to participating in WHO's second meeting on the role of the pharmacist, 
to be held in Tokyo in August 1993. 

Dr ÁLVAREZ DUANY (Cuba) said that in the current state of the world economy, which affected all 
countries, appropriate policies must be applied to meet people's real needs in accordance with their economic 
resources and to make quality products available to all. 

Under Cuba's national health policy, the pharmaceutical industry took an intersectoral approach, to make 
the most of all the scientific, technical and industrial resources available. Cuba was upgrading work in the 
health sector and had not only been able to meet basic needs for essential drugs but had obtained on the world 
market approved new drugs and immunizing agents such as type В meningococcal and recombinant hepatitis В 
vaccines. 

In the current situation, only lack of raw materials and of the money to purchase them limited Cuba's 
ability and he urged that WHO should study and promote exchange among countries of established capabilities 
and facilities. 

It should also encourage fundamental and applied research, using international collaborating centres, to 
make more efficient economic use of certain products at a given standard of quality and make them widely 
available. Cuba could usefully collaborate in that effort. In conclusion, he thanked WHO and all countries 
that had offered his country assistance at a difficult time. 

Dr SARN (United States of America) complimented the Director-General on the documentation and the 
presentation of programmes 12.2 and 12.3 in the proposed programme budget. He was very much aware of 
the pivotal role of pharmaceuticals in the provision of primary health care and mindful of the concern of 
consumers about prices of pharmaceuticals and about the need for quality assurance and control. The 
appearance of many inefficacious and even harmful counterfeit products was also a matter of anxiety. The 
availability, accessibility and quality of pharmaceutical products were fundamentally intertwined, so the 
programmes under consideration ought to be closely linked with other programmes in WHO to ensure that 
quality products were available for primary health care in all countries. 

Turning to the draft resolution contained in resolution EB91.R5，he stressed the need to ensure the 
appropriate use of International Nonproprietary Names and to encourage manufacturers to rely on their 
corporate names rather than on trade-marks. He proposed the following amendments to clarify those points, 
to allow for differences in the constitutional, legal and administrative arrangements of different countries, and 
to emphasize the general intent of the important resolution proposed by the Executive Board: 

(1) In the third preambular paragraph the word "prescription" should be inserted before the word 

(2) The fourth preambular paragraph should read: 
"Noting the current trend to market products with the same active ingredient and intended to 

be clinically interchangeable with a product currently on the market (multisource products) under 

"drug"; 
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trademarks or brand names derived from international nonproprietary names that often include 
stems or other descriptors used within the international nonproprietary names nomenclature;" 

(3) In subparagraph 1(2), "as appropriate to their national circumstances" should be inserted before the 
first word; and "introduced after patent expiration" should replace "unprotected by patents" at the 
end; 

(4) In subparagraph 1(3) the words "and to discourage companies from using names derived from 
international nonproprietary names, and particularly names including established international 
nonproprietary name stems as trademarte" should be added after "names" at the end. 

The meeting rose at 18h05. 



EIGHTH MEETING 

Tuesday, 11 May 1993，at 9h00 

Chairman: Dr M. SIDHOM (Tunisia) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the Agenda1 

(Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POUCY MATTERS: Item 18.2 of the Agenda (Document EB91/1993/REC/1, Part II, 
Chapter II) (continued) 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation 
Section 3) (continued) 

Diagnostic, therapeutic and rehabilitative technology (programme 12) (Document PB/94-95, 
pages B-164 to B-186) (continued) 

Programmes 12.2 and 12.3: Essential drugs and vaccines; and Drug and vaccine quality, safety 
and efficacy (Resolution EB91.R5; Document A46/9) (continued) 

Dr ZOBRIST (Switzerland) emphasized that the two programmes under discussion were of great 
importance to her country. The essential drugs strategy was a mainstay of health for all and was indispensable 
for primary health care. She suggested that subparagraph 1(2) of the draft resolution on nonproprietary names 
for pharmaceutical substances recommended by the Executive Board in resolution EB91.R5 was unclear. 
Consumers found it difficult to recognize products reintroduced under new trade names years after their first 
appearance; the quality of pharmaceutical products was often associated with certain names. Implementation 
of the system of International Nonproprietary Names was important. Her delegation supported the views 
expressed at the International Conference of Drug Regulatory Authorities, held in Ottawa, Canada, that the 
nomenclature of pharmaceutical products should be made as clear as possible and that commercial names 
should not be derived from International Nonproprietary Names, so as to avoid confusion. Her delegation 
nevertheless supported the draft resolution, with the amendments proposed by the delegate of the United 
States of America. 

Dr LARIVIÈRE (Canada) commended WHO's programme on International Nonproprietary Names. 
His delegation supported the draft resolution with the proposed amendments, which clarified both the intent 
and the language. 

Dr G AMARRA (Bolivia) reported that in 1989 his country's Ministry of Social Security and Public 
Health, with the technical support of WHO, had drawn up a national programme on essential drugs. In 1991, 
the Government of the Netherlands had agreed to finance the programme up to 1995. The programme would 
form the basis of a national pharmaceutical policy, the general objective of which was to rationalize all use of 
drugs in the country, in both the public and private sectors. The programme was one of the priorities of the 
Ministry of Social Security and Public Health, which coordinated it with other programmes that used the 
primary health care approach. He thanked the Government of the Netherlands and WHO for their support. 

1 Taken in conjunction with item 19’ Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
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Dr OWONA-ESSOMBA (Cameroon) said that primary health care in his country had been reoriented in 
1989 towards first-level health services, supplied by the dense network of health centres which covered almost 
the entire country. That reorientation had been accompanied by a redefinition of health policy and, 
particularly, the system for financing the health sector and pharmaceutical policy. Implementation of the 
health policy under unfavourable socioeconomic conditions had brought out the three-fold role of essential 
drugs: (1) in generating financial resources; (2) in encouraging communities to make more use of health 
structures, thus increasing the opportunities for carrying out most of the important health programmes and for 
making contact with the community, which improved its participation in the health care system; and (3) in 
diagnosis and treatment. His delegation therefore recognized the importance of programmes 12.2 and 12.3 in 
accelerating the progress of Member States towards achieving health for all by the year 2000. 

The production of drugs and vaccines should be developed at the regional and subregional levels, in 
collaboration with other organizations, but maintenance of a favourable ratio of quality to price was essential, 
as that was the factor that often limited the functioning of most such production units. For instance, the unit 
for production of antitetanus vaccine installed in Cameroon in collaboration with WHO and UNIDO had had 
too small a market and had been unable to compete with suppliers of imported vaccine. Similar situations 
were found in other African countries. His delegation thanked WHO for its assistance in setting up a 
laboratory for quality control of drugs, as the permeability of Cameroon's frontiers meant that a flood of 
pharmaceutical products, often of doubtful quality, arrived from various sources. He hoped that quality control 
could be implemented at both subregional and regional levels. His delegation supported the draft resolution 
with the proposed amendments. 

Dr RADITAPOLE (Lesotho) reaffirmed her support for the Action Programme on Essential Drugs. 
Factors that continued to hamper the progress and success of national essential drug programmes, especially in 
the African Region, included the increased demand for drugs associated with the AIDS pandemic and reduced 
national health budgets resulting from the continuing deterioration in economic performance in many 
countries. She welcomed the increased support of other United Nations bodies such as UNICEF and of 
bilateral donors for national essential drugs programmes in several African countries. Such increased support 
meant, however, that WHO should intensify its advocacy and coordinating role in ensuring the safety and 
quality of drugs and vaccines. That role gained greater importance from the fact that most of the countries 
concerned did not have well-established, effective drug regulatory authorities and quality control facilities. 
WHO should support the training of pharmacists, especially in developing African countries, so that national 
essential drugs programmes could be managed at critical levels by technically qualified people. Her delegation 
supported the draft resolution with the proposed amendments. 

• . . . . . . i.； 

Dr BIZIMUNGU (Rwanda) said that the programme on essential drugs had helped to improve the 
functioning of health structures in many countries. WHO had helped to organize a seminar in Rwanda on 
pharmaceutical policy, and the results would be used in finalizing a national drug policy which should improve 
health care in general and the supply of essential drugs in particular. Quality control and rational use of drugs 
should be emphasized in parallel with improvements in their availability at affordable prices. Although efforts 
had been made to increase the financial resources for programme 12.2, they were insufficient given the needs; 
both budgetary and extrabudgetary resources for that programme should be increased. 

Dr GEORGE-GUITON (France) expressed her interest in the essential drugs programme and in the 
Bamako Initiative. France did not contribute heavily to the programme, which was financed largely by 
voluntary contributions, representing 80% of the budget in 1992-1993 and 82% in 1994-1995. Such dependence 
on voluntary contributions made the programme vulnerable; greater stability might be ensured either by giving 
it a larger share of the regular budget or by establishing better links with the bilateral cooperation agencies 
that participated directly in it. France's bilateral cooperation in that area was extensive, with 800 French 
agents working more and more closely in coordination with WHO representatives in 32 countries. She 
supported the draft resolution. 

For several years, the World Health Assembly and the Executive Board had expressed concern about the 
flood of counterfeit drugs, into developing countries in particular. The WHO Certification Scheme constituted 
a first defence against that flood; she suggested, however, that the question should be tackled by WHO in 
association with other United Nations bodies and with industry, since the problem was intersectoral and went 
beyond the health aspects that WHO was competent to address. 

Dr GUERRA (Nicaragua) said that until 1990 the drug regulatory office in his country had registered 
pharmaceutical products with generic names and commercial trade names only if they were included in the 
national basic list. Once the market had been opened up, allowing free trade in medical drugs in the Central 
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American area, the number of names of such products on the register had increased. Some had been very 
similar to or derived from International Nonproprietary Names, preceded by the symbol of the laboratory in 
which the drug was produced. He supported the draft resolution aimed at protecting International 
Nonproprietary Names. The proliferation of trade names derived from that nomenclature for products that 
did not comply with quality control requirements and did not indicate the active ingredient should be halted at 
the country and regional levels in Central America. Developing countries derived innumerable benefits from 
the use of International Nonproprietary Names, which facilitated the supply of safe, effective drugs at low cost 
to the large majority of the population. 

Dr RODRIGUES (Brazil) said that on 5 April 1993 the President of Brazil had established by 
Decree 793 procedures for imposing nonproprietary or generic names for pharmaceutical substances. Under 
that Decree, the public health system, industries, the private sector and pharmacies were to use generic names, 
prominently displayed; the parties concerned had been given six months to comply with that provision. She 
fully supported the draft resolution as recommended by the Executive Board; she would have difficulty in 
accepting the proposed substitution of the words "introduced after patent eviration" for "unprotected by 
patents" in subparagraph 1(2). She suggested furthermore that the word "strongly" should be added at the 
beginning of the proposed amendment to subparagraph 1(3). 

Dr VAN ETTEN (Netherlands) considered that programme 12.2 was important and deserved broad 
support. The availability and rational use of essential drugs was a prerequisite for the delivery of primary 
health care. He understood that a paper on strategic options was being prepared: when would it be available 
and would it be submitted to the Health Assembly in 1994? With regard to programme 12.3，he asked what 
progress had been made in implementing the provision in resolution WHA45.30, on WHO's ethical criteria for 
drug promotion concerning collaboration between WHO and CIOMS. 

Mr CHEBARO (Lebanon) said that as part of the effort to reorganize the pharmaceuticals market in his 
country after recent events, a national drugs policy, formulated with the assistance of WHO, was being 
implemented, especially with regard to the œntrol of quality, efficacy and prices. He described a number of 
difficulties that had been encountered, so that other Member States could benefit from his country's 
experience. The first was that some pharmaceutical companies tried to register and promote new drugs 
without taking into consideration the health problems prevalent in the countries to which they were exported. 
Thus, commercial aspects were given priority over technical considerations, and benefit-risk ratios were 
ignored. Secondly, some certificates of free sale issued by authorities in the countries of origin did not reflect 
the actual situation; they were sometimes issued for drugs not sold in the producing countries but prepared 
only for export. Thirdly, certificates of quality control were not usually issued by official health authorities in 
the countries of origin. Fourthly, even some international drug companies paid little importance to storage 
conditions or to data on stability in the climates of the countries to which drugs were being exported. Storage 
conditions in Europe, for instance, differed from those in the Eastern Mediterranean Region; climatic zones 
should be taken into account if drug efficacy and safety were to be preserved. The labels on eyedrops sold in 
Europe recommended that they should be stored at 8°C, whereas the labels on the same eyedrops sold in the 
Eastern Mediterranean recommended storage at 8-30°C. While pharmaceutical companies analysed samples of 
drugs sold in their country of origin to ensure their safety and efficacy, and to report on interactions between 
drugs and on side-effects, they did not apply such procedures under the conditions prevailing in countries to 
which the drugs were exported. Finally, problems had been encountered in obtaining raw materials of assured 
quality, because they were not exported directly from the production facility but through intermediates who 
sometimes falsified the certificates of the country of origin. WHO should guide countries towards impartial 
sources of raw materials, which guaranteed their safety and efficacy. Vaccines and blood protein fractions 
should not be exported without quality control certificates for each batch, in addition to an official certificate 
issued by authorities in the country of origin. 

Private, commercial pharmaceutical companies, including multinational companies, produced drugs under 
both generic and trade names. Those that produced drugs under generic names faced problems in complying 
with the strict conditions for their production and registration that had been imposed recently. He therefore 
wished to propose a number of amendments to the draft resolution，which he would discuss with the 
Secretariat. 

Dr NYMADAWA (Mongolia) said that the essential drugs and vaccines strategy was the best way of 
combating drug problems in the developing countries, which benefited substantially from the clear drug 
management policy and technical expertise of the Action Programme on Essential Drugs as well as from its 
success in attracting additional extrabudgetary resources. His Government was pleased to note that 70% of the 
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budget for programme 12.2 had been allocated to activities at the country level, reflecting a pragmatic 
approach. It also appreciated the substantial support provided under the Action Programme to developing 
countries by donor countries, in particular Denmark, Japan and the Netherlands. 

With regard to programme 12.3, the WHO Certification Scheme had proved very valuable. In particular, 
the new computer package to support national registration and procurement activities was useful for small 
countries like his own without manufacturing facilities. Collaboration in that connection with other United 
Nations specialized agencies and pharmaceutical manufacturers should be encouraged, with emphasis on 
determining the risk-benefit and cost-effectiveness ratios of harmonizing drug regulatory activities in 
developing countries. 

He endorsed the amendments proposed by the United States of America, which helped to reflect more 
precisely the intention of the draft resolution. To make the text even more concise, he proposed that in the 
amended fourth preambular paragraph the words "international nonproprietary names that often include" 

Dr MILTON (Sweden) said that while most of the proposed amendments gave the draft resolution more 
force, and while he was willing to support it as amended, he would prefer not to see the words "as appropriate 
to their national circumstances" inserted at the start of subparagraph 1(2), as they would lessen its impact. 

Dr DOSSOU (Benin) said that in her country the pharmaceutical sector was a fundamental component 
of the primary health care system, which was based on community financing and sought to provide essential 
drugs under generic names at the lowest possible cost to all population groups. In March 1993，with the 
assistance of the Action Programme on Essential Drugs, Benin had adopted a detailed pharmaceutical strategy 
targeting the areas of policy-making and programme management, logistics and supply, rational usage and 
quality control of essential drugs, out of which seven main programmes had been selected for inclusion in a 
triennial plan of action for 1994-1997. The plan would need both external and national financing. 

The Action Programme on Essential Drugs constituted an important source of support for the countries 
of her subregión. WHO had helped organize a seminar to be held in June 1993 for French-speaking and 
Portuguese-speaking countries, in order to encourage the development of pharmaceutical strategies in 
individual countries and harmonize pharmaceutical policies among countries in the subregión. Such an effort 
would contribute substantially to health care in the subregión and，in that connection, the consolidation of the 
Action Programme and the support of donors would be welcome. 

She supported the draft resolution. 

Dr PICO (Argentina) commended the Director-General on the clear policy, successful efforts and 
ongoing interest in the area of essential drugs and vaccines which, for developing countries, represented a 
substantial proportion of health care costs and, at times, limited the fairness and efficacy of health care 
systems. 

At the previous Health Assembly, he had described the new policies and strategies his Government had 
adopted to deal with essential drugs and related problems. With the welcome support and technical 
cooperation of the WHO Action Programme on Essential Drugs those policies had since been implemented, 
and had been grouped under the authority of the National Board for Foodstuffs, Drugs and Medical 
Technology, a decentralized body using advanced technology to provide a global response to essential drug 
issues. The National Board was also available to provide assistance to neighbouring countries. 

Miss ALLEN (Jamaica) commended the work carried out under the Action Programme on Essential 
Drugs. Major drug-manufacturing countries should discourage, through stringent controls and legislation, the 
manufacture of drugs for the sole purpose of export. That was of particular importance for developing 
countries, many of which had no facilities for drug testing and lacked drug registration systems. In that 
connection, she recommended that all countries should adopt the WHO Certification Scheme. She also 
supported the draft resolution, as amended. 

Her Government urged national regulatory agencies to provide, on request, accurate reports on the 
status of manufacturers seeking to export and register drugs in developing countries. Some of those agencies 
were issuing certificates of free sale which did not indicate expressly that the drug in question was sold freely 
in that particular country. 

She endorsed the suggestion by the delegate of France concerning the need for an intersectoral approach 
to monitoring the quality of pharmaceutical products moving in international commerce. 

Mr MISRA (India) endorsed WHO's policy regarding the promotion of nonproprietary names for 
pharmaceutical products. India was implementing WHO policy in both letter and spirit; before a trade-mark 
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could be authorized in India, the request had to be submitted to a drug control officer, who always consulted 
WHO. 

While fully supporting the draft resolution, he agreed with the delegate of Sweden that inserting at the 
beginning of subparagraph 1(2) the words proposed by the United States of America would lessen its impact. 
Also, at the end of the same subparagraph he preferred the original wording "unprotected by patents", to the 
amended text "introduced after patent expiration". The original text was more comprehensive: a drug might 
not be covered by a patent either because the patent had expired or because it had not been granted a patent 
in the first place. 

Dr BRUMMER (Germany), referring to programme 12.2, said that his delegation wished to reiterate its 
concerns about the Organization's efforts to implement the essential drugs approach on a global level. While 
appropriate for countries which did not yet have sufficient access to vital drugs, that approach was not 
applicable to countries with a highly-developed drug supply system. Germany, for example, was fully capable of 
promoting the rational use of drugs on the basis of current knowledge and in a manner that suited its own 
needs. His Government would continue to do everything possible to ensure that industrial research on and 
development of medicinal products continued, free of any restrictions that might be imposed by international 
activities. Research was still needed to find new and improved drugs. The goal should be to create a climate 
conducive to research by recognizing advances in drug therapy and making such knowledge as widely available 
as possible. 

Concerning programme 12.3, he noted that in the European Region priority was to be accorded to the 
countries of central and eastern Europe in consideration of their special situations. In that context, it was 
particularly important to ensure the completion of all immunization programmes; the risk of epidemics 
threatened those countries and western Europe as well. Sufficient quantities of vaccines had to be produced or 
imported and, above all, distributed widely in central and eastern European countries. 

The guidelines for the certification of pharmaceutically active ingredients could make a considerable 
contribution to the improvement of drug safety and should be completed as rapidly as possible. 

Turning to the draft resolution with the amendments proposed by the delegate of the United States of 
America, he asked whether the term "multisource products", which appeared in brackets in the fourth 
preambular paragraph as amended, was defined by the phrase preceding it. His delegation wished to make 
some further amendments. In subparagraph 1(2) the words "or according to European Community directives" 
should be inserted after "as appropriate to their national circumstances" to reflect the fact that the 
pharmaceutical market in the European Community was strictly regulated. In subparagraph 1(3) the words "(if 
appropriate)" should be added before "to discourage"; in Germany, the Federal Patent Office and the courts 
were responsible for trade-marks and functioned as independent authorities. 

Dr WIUM (Norway) said that his country had always paid particular attention to the essential drugs and 
vaccines programme and accordingly supported the draft resolution with the proposed amendments, with 
certain reservations regarding two of the amendments proposed by the delegate of the United States of 
America. In the third preambular paragraph, to add the word "prescription" before "drug markets"，would 
imply that non-prescription drugs, which in many countries represented more than half of the drug 
consumption, did not require nonproprietary names, so he preferred the original text. He also agreed with 
other delegations that the resolution would have more force if the words "as appropriate to their national 
circumstances" were not included in subparagraph 1(2). 

Dr SAVINYH (Russian Federation) said that his country was striving to improve the quality and ensure 
the control of the drugs and vaccines it produced, and greatly appreciated the Organization's assistance in that 
task. Paragraph 32 of the programme statement for programme 12.3 indicated that WHO would strengthen 
the resources and activities in the area of biologicals; more details of that proposal would be welcome. 

Dr ADAMS (Australia) said that Australia was making considerable progress in developing a national 
drug-use policy and strongly supported the use of nonproprietary names for pharmaceutical substances; it 
therefore supported the draft resolution. However, he questioned two of the amendments proposed by the 
delegate of the United States of America. First, as the delegate of Norway had said, there was no reason to 
limit the resolution to prescription drugs; there was an equally strong case for applying generic names to non-
prescription drugs. Indeed, in his country, drugs often changed from prescription to non-prescription or the 
reverse. Secondly, he agreed with previous speakers that the words "as appropriate to their national 
circumstances", proposed for insertion in subparagraph 1(2)，did seem to weaken the resolution and might 
allow countries not to take action, thus compromising international solidarity on the issue. 
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Dr HU Ching-Li (Assistant Director-General) said that he appreciated the support expressed for the two 
programmes relating to essential drugs and vaccines. WHO would, in close cooperation with the regional 
offices, continue its efforts to strengthen national drug regulatory authorities, assist countries in developing 
national drug policies and encourage donor support. 

The strategy paper mentioned by the delegate of the Netherlands was being prepared by a working group 
at the request of the Management Advisory Committee of the Action Programme on Essential Drugs. It 
would be submitted to the Advisory Committee at its next session and then to the Director-General, who 
would then report to the Executive Board and the Health Assembly as appr( • ite. 

With regard to the implementation of resolution WHA45.30, CIOMS/ О consultation on the ethical 
criteria for drug promotion had been followed by a meeting of international experts held on 5-7 April 1993. 
The report of the meeting was currently being prepared and would be made available to the Executive Board 
in January 1994. 

He had taken note of the many comments on the WHO Certification Scheme and agreed that attention 
had to be paid to the flow of counterfeit drugs into developing countries. 

Dr DUNNE (Division of Drug Management and Policies) said that one of the most deplorable trends in 
medicine over the last ten years was that confidence in the entire health infrastructure of many countries was 
being undermined by the inadmissible prevalence of counterfeit medicines. Because they were manufactured 
clandestinely, counterfeit products escaped all modalities of control. 

WHO and the International Federation of Pharmaceutical Manufacturers Associations had held in April 
1992 a joint workshop which had been attended by a wide spectrum of the organizations and agencies 
concerned. At that meeting it had been agreed that the concept of quality assurance must be extended to 
provide protection against criminality as well as technical and scientific shortcomings. 

The goal was to create a situation in which the likelihood of detection was increased. The Organization 
was taking a number of steps to that end: it was reviewing its guiding principles for small drug regulatory 
authorities; it was providing computer support so that countries could better define their legitimate drug 
market; it was involved in upgrading the WHO Certification Scheme; and it was striving to ensure the 
establishment of adequate quality control laboratories. A major concern was the shortage of inspectors to 
monitor drug distribution channels in developing countries. More pharmacists were urgently needed to 
supervise that activity and ensure that appropriate standards were observed in all aspects of quality assurance. 

Dr ANTEZANA (Action Programme on Essential Drugs) said that the Secretariat shared the concerns 
expressed by the delegate of France about the low level of regular budget allocations for the programme. 
Because of the overall financial constraints on WHO, increased regular budget allocations could not л 
realistically be expected, and extrabudgetary funding was also scarce. However, he hoped that the positive 
statements made at recent meetings of the Action Programme's Management Advisory Committee would be 
translated into extra funding in due course. 

The delegate of the Netherlands had asked about the strategy options paper being prepared by the 
Management Advisory Committee. A draft had now been prepared and would be circulated soon, and the 
Secretariat hoped to circulate a revised version to the members of the Advisory Committee by the end of July 
1993. The Committee had not yet decided whether to finalize the document by means of written comments 
only, or to postpone consideration of it until its next meeting. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) noted that several speakers had 
emphasized the difficulty in their countries of ensuring reliable drug and vaccine supplies, which was bound to 
affect immunization coverage. Delegates had called upon WHO to maintain its support for quality control and 
testing of essential drugs, in order to guarantee their safety and efficacy. 

The CHAIRMAN suggested that a working group comprising Dr Tierney (Ireland), Vice-Chairman, and 
those delegations that had proposed amendments to the draft resolution recommended by the Executive Board 
in resolution EB91.R5 should meet to prepare a revised version for consideration by the Committee. 

It was so agreed. (See resumption on page 109 below.) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) (continued from the third meeting) 

The CHAIRMAN invited the Committee to consider the draft resolution, proposed by the delegations of 
Bangladesh, Cyprus, Egypt, Indonesia, Nigeria and Sri Lanka，which had been introduced at the third meeting. 
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Dr LEIMENA (Indonesia) said that the following delegations also wished to ^onsor the draft resolution: 
Cuba, Democratic People's Republic of Korea, India, Islamic Republic of Iran, Jamaica, Malaysia, Maldives, 
Mauritius, Nepal, Philippines and Tunisia. 

Dr DE SILVA (Sri Lanka) suggested that the first preambular paragraph of the draft resolution should 
be amended by replacing the words "and WHA45.4" by "WHA45.4 and WHA45.5". Resolution WHA45.5 
concerned the strengthening of nursing and midwifery in support of strategies for health for all. 

The draft resolution, as amended，was approved.1 

HEALTH SCIENCE AND TECHNOLOGY - HEALTH PROMOTION AND CARE (Appropriation 
Section 3) (resumed) 

Promotion of environmental health (programme 11) (continued) 

Programmes 11.1,11.2 and 11.4: Community water supply and sanitation; Environmental health 
邏n rural and urban development and housing; and Control of environmental health hazards 
(continued from the seventh meeting) 

The CHAIRMAN invited the Committee to consider the draft resolution which had been introduced at 
the seventh meeting. The delegations now wishing to sponsor the resolution were: Australia, Barbados, Brazil, 
Canada, Denmark, Germany, Greece, Hungary, Italy, Jamaica, Japan, Kenya, Malaysia, Mongolia, Nigeria, 
Russian Federation, Sweden, Tonga, United Kingdom of Great Britain and Northern Ireland and United 
States of America. It was proposed to incorporate the amendments suggested at the seventh meeting by a 
number of delegates, as follows: 

(1) the fourth preambular paragraph should read: "Considering the United Nations Conference on 
Environment and Development and its results, in particular the Rio Declaration on Environment and 
Development, Agenda 21 and the European Charter"; 

(2) in subparagraph 3(1) the words "in line with paragraph 38.8 of Agenda 21" should be inserted after 
"high priority", and "at the country level" after "sustainable development"; 

(3) in subparagraph 3(4) "appropriate" should be inserted after "establish" and "including 
nongovernmental organizations" after "environment"; 

(4) in subparagraph 6(1) "national plans" should be replaced by "plans and activities"; 

(5) a new subparagraph 6(3) should be inserted, reading: "to promote and carry out as part of the 
strategy prospective studies on potential environmental hazards to human health" the remaining 
subparagraphs being renumbered accordingly; 

(6) in subparagraph 6(4), which would become 6(5), "for implementation at country level" should be 
inserted after "resources"; 

(7) subparagraph 6(6), which would become 6(7), should read: "to support the convening, in line with 
paragraph 19.76 of Agenda 21, and in collaboration with the International Labour Organisation and the 
United Nations Environment Programme, of an intergovernmental meeting to consider further the 
recommendations of the meeting of government-designated experts held in London in December 1991, 
on increased coordination among United Nations bodies, and on proposals for an intergovernmental 
mechanism on chemical risk assessment and management"; 

(8) in subparagraph 6(8), which would become 6(9)，the words "and to forward to the Commission 
reports on WHO's contribution to the implementation of Agenda 21" should be inserted after 
"Sustainable Development". 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.17. 
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Dr WIUM (Norway) said that his country also wished to sponsor the draft resolution. 

Mr DE MORAES (Brazil) supported the draft resolution as amended but proposed that, in the fourth 
preambular paragraph, the final words "and the European Charter" should be deleted. 

Mr DEBRUS (Germany) considered that the words "and the European Charter" should be retained. 

Dr GEORGE-GUITON (France) said that the European delegates on the Committee were 
understandably anxious to include a reference to the European Charter on Environment and Health in the 
draft resolution, because it represented a solemn commitment by European ministers of health and the 
environment to promote measures to protect their citizens，health against environmental hazards. Perhaps the 
reference might be reworded to suggest that other regions might adopt a similar charter. 

Mr DE MORAES (Brazil) said that a separate preambular paragraph referring to the objectives of the 
European Charter would be acceptable. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) suggested the inclusion of a new 
fifth preambular paragraph, using the wording of the third preambular paragraph of resolution WHA45.31, 
"Noting the European Charter on Environment and Health and its impact on the European Region of WHO". 

The CHAIRMAN proposed that, if there were no objections, the words "and the European Charter" 
should be deleted from the fourth preambular paragraph and that a new fifth preambular paragraph should be 
included, as suggested by Dr Violaki-Paraskeva. 

The draft resolution, as amended, was approved.1 

Diagnostic, therapeutic and rehabilitative technology (programme 12) (Document PB/94-95, 
pages B-164 to B-186) (continued from the seventh meeting) 

Programmes 12.4 and 12.5: Traditional medicine; and Rehabilitation 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing programme 12.4, said 
that the Executive Board had recommended that WHO should promote research into the rational use of 
traditional and herbal remedies and their integration into modern health care, since such remedies couH 
provide an effective means of reducing treatment costs and side-effects. Traditional health workers were a 
valuable source of information and education at the community level. 

In its consideration of programme 12.5, the Board had emphasized the need to strengthen rehabilitation 
services at the community level within existing national health care systems. Current opportunities for 
education, employment and social integration for people with disabilities were unsatisfactory in many countries. 
The rehabilitation programme should cooperate with other WHO programmes and competent organizations of 
the United Nations system; its main aims were the integration of disability prevention into primary health 
care, and the training of health workers in rehabilitation. 

Dr HAN Tieru (China) said that traditional medicine had its own methodology and logic. Its value had 
been increasingly recognized in recent years, and many traditional techniques were now used, not only in their 
countries of origin, but also in the developed world to treat conditions such as AIDS. Many developing 
countries, including his own, were now integrating traditional medical practices into their primary health care 
systems. Traditional medical practitioners provided an important human resource, and medicinal plants were 
becoming more accepted for both individual and community health care. WHO had drawn up guidelines for 
the assessment of herbal medicines as indicated in paragraph 4 on page B-180 of the programme budget 
document. 

His country was concerned at the low level of regular budget allocations and extrabudgetary resources for 
the programme, which did not adequately reflect its importance. He hoped that it would be possible to 
increase them. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.20. 
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Dr CICOGNA (Italy), speaking on programme 12.5, said that in 1992 his country had adopted a law on 
the promotion of health care, social integration and equal rights for people with disabilities. In 1993, the first 
evaluation of a scheme for community-based rehabilitation in the Veneto region had been carried out, and the 
strategy had since been adopted by other countries in the European Region. Italian nongovernmental 
organizations were working to establish community-based rehabilitation in developing countries, with WHO 
acting as technical adviser. 

The budget for programme 12.5 had decreased at both country and intercountry level, despite the 
increasing need for rehabilitation for the victims of war and natural disasters. The Director-General should 
perhaps call upon governments and nongovernmental organizations to donate additional funds to the 
rehabilitation programme, or directly to rehabilitation projects in developing countries. 

Mrs SHEFFIELD (Canada) said that indigenous peoples in the Americas attached great importance to 
traditional medicine, although they adopted a holistic approach, while the WHO programme on traditional 
medicine, not including РАНО, emphasized the role of herbal remedies. In Canada, with its indigenous (First 
Nation) peoples, health workers had to ensure that the services they provided were culturally acceptable to all 
groups in society. New methods of service delivery, combining traditional healing practices with modern 
scientific medecine, were now being developed. In April 1993，the International Year of Indigenous Peoples, 
the first regional workshop on the health of indigenous peoples had taken place in Canada, sponsored by 
РАНО and the Canadian Society for International Health. The meeting had brought together representatives 
of indigenous communities in South, Central and North America and the Caribbean and had proposed an 
agenda for the development of health care for indigenous peoples by Member States, РАНО and indigenous 
communities themselves. 

Dr AL-RABIEAH (Saudi Arabia) observed that people sometimes resorted to traditional medicine 
because modern medical care was unavailable or too expensive. Traditional medicine should be considered an 
adjunct to modern techniques, not a replacement for them. It was essential to prevent the over-zealous 
marketing of traditional remedies in developing countries for the benefit of commercial manufacturers, rather 
than that of the patient. Traditional medicine was undoubtedly of value in some situations, but the current 
state of knowledge did not enable potential users to make an informed judgement. WHO should encourage 
research to determine the effectiveness and safety of traditional remedies. 

Dr NAMAKI (Islamic Republic of Iran) said that traditional remedies could be cost-effective, with fewer 
side effects than modern ones, but their use must be properly regulated if patients were not to be exploited, 
particularly in countries where many people were illiterate. Physicians and specialists often received no 
training in traditional medicine, and were therefore suspicious of it. Research centres should be established, 
particularly in countries with a long history of traditional medicine, and could then draw up guidelines for the 
teaching of traditional medicine in other countries. 

Mr MISRA (India) said that traditional medicine could do much to relieve human suffering. Many 
traditional remedies could only be discovered by a careful study of ancient writings: more research was 
needed, using modern scientific methods, to enable them to be integrated into modern medicine. His country 
was concerned about the possibility that the most useful medicinal plants might become extinct as a result of 
commercial exploitation. WHO should encourage international action to guarantee their preservation and 
rational scientific exploitation, in order to ensure that they would remain available for future generations. 

Dr MUKHERJEE (India), speaking on programme 12.5’ Rehabilitation, said that primary health care 
was an important medium through which to achieve health for all. He noted with concern that the budgetary 
allocation for rehabilitation had been reduced: while the intention was to popularize the rehabilitation 
programme for particular groups, there was an acute shortage of trained manpower. He urged that allocations 
should be increased at the level both of headquarters and of the South-East Asia Region for the expansion of 
the rehabüitation programme. 

V 
Dr LACOK (Slovak Republic) noted that Europe was not included in programme 12.4. Traditional 

medicine existed in central European countries, although it was not considered one of the most important 
types of medicine. An official society for natural medicine had been set up in 1991, to coordinate work in 
various European countries. In his view, it might be useful to support traditional medicine for special areas in 
Europe too. 
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Miss ALLEN (Jamaica) supported the assessment of traditional medicine and recognized its value in 
primary health care. Many of the drugs now administered had started as traditional medicines. However, in 
developing countries such medicines were also linked with spiritual practices and were therefore not supported 
by all practitioners. Traditional medicine was seen as an adjunct and not an alternative to Western medicine. 

She was in favour of WHO providing, through its regional offices, active encouragement，as well as 
technical support for research, so as to integrate traditional medicine into the formal health system. 

Dr GEORGE-GUITON (France), agreeing on the need to evaluate traditional medicine for its efficacy, 
said that, in view of the limited budget available, WHO clearly could not deal with a multiplicity of practices, 
bracketed together under the term "traditional medicine", but varying greatly with the cultural context and 
customs. It was a paradox that the majority of people in the world had recourse to traditional rather 
than to classical m e. It would consequently be preferable to concentrate the programme's efforts each 
year on certain aspects to avoid the dissipation of resources. 

Mr SENE (Senegal) said that Senegal attached great importance to traditional medicine and had taken 
many initiatives to promote the traditional pharmacopoeia, organizing meetings of traditional practitioners, as 
well as meetings between them and modern medical practitioners, so as to ascertain how each side could 
benefit from the other. Cooperation between developing countries was being organized within the South-South 
"group of 15", set up in 1990 in Malaysia. A gene bank of medicinal plants was being constituted and the 
Government of India was in charge of the coUection, which could be used by all countries interested in related 
research, for example. He agreed with the proposal made by the French delegate to concentrate efforts on 
particular aspects so as to avoid spreading resources too thinly. 

Ms RARUA (Vanuatu) said that traditional medicine in Vanuatu was practised privately, but was not 
formally recognized by the Government, which had difficulty in obtaining information on new cures from 
practitioners; the latter were reluctant to reveal their specialist knowledge. 

Professor OKELLO (Kenya) said that, while in some countries traditional medicine had been 
incorporated into the formal health system, there were many outstanding issues. It had not always been 
possible to carry out scientific analyses of herbal remedies. WHO should therefore establish guidelines for the 
assessment of such remedies. 

Dr DE SILVA (Sri Lanka) appreciated WHO's efforts to encourage the integration of traditional 
medicine into primary health care. Allopathic and indigenous systems of medicine had complementary and 
supplementary roles to play, but should at the same time maintain their separate identities. He welcomed 
research into the application of traditional medicine, to place it on a more scientific basis; but attention 
should also be paid to pharmaceutical and clinical research. He agreed with the delegates of France and 
Senegal that it was advisable to concentrate resources on a few specific areas. 

Professor ACHOUR (Tunisia) agreed with the Saudi Arabian delegate that traditional medicine should 
be given its proper place as an adjunct to modern medicine, so as to avoid the marginalization of such 
practices. 

Dr KNOUSS (Regional Office for the Americas) commenting on the concern expressed by the Canadian 
delegate for the health of indigenous peoples, said that the regional workshop held in Winnipeg in April 1993 
had been recommended by PAHO's Subcommittee on Planning and Programming, for the purpose of 
consulting with indigenous peoples on their health situation. The workshop's recommendations were a 
response to the alarming health situation of some indigenous peoples; they included the need to identify 
priority areas, to establish surveillance systems and develop health projects based on active community 
participation and a strategy of local health systems, and to define a new health care model respecting the 
values and traditions of indigenous peoples. Those recommendations were now being reviewed by the 
participants themselves. Thereafter they would be presented to the June 1993 meeting of PAHO's Executive 
Committee and, in September, to the Directing Council/ Regional Committee for the Americas. The scope of 
the workshop's recommendations went far beyond that of the global programme on traditional medicine 
described in the proposed programme budget. The Regional Office had already created an interprogramme 
approach to consider such matters, as well as to implement the decisions of the governing bodies. Further 
information would be provided to future Health Assemblies. 
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Dr NAPALKOV (Assistant Director-General) expressed his appreciation for the contribution of the 
Italian Government to the WHO programme on rehabilitation and emphasized that the experience which had 
already been gained by the Italian public health services in the field of rehabilitation should be considered as a 
useful resource. 

The present financing of the programme could not be considered satisfactory. He stressed the 
importance of integration into the system of primary health care and community-based programmes of 
rehabilitation measures for health protection. The Director-General shared the deep concern expressed by the 
delegates of Italy and India that insufficient resources were provided in certain regions at country and 
intercountry level for rehabilitation programmes, owing to general resource constraints. 

Dr HU Ching-Li (Assistant Director-General) answering points raised on programme 12.4, said that 
traditional medicine was supported not only by developing countries but also by many developed ones, which 
was an indication that WHO should continue its programme. The concern expressed over questions relating to 
the effectiveness and safety of herbal remedies was noted, and he would report later on progress. 

WHO had already established guidelines on the assessment of herbal medicines; on quality control of 
medical plants; on efficacy and safety of medical plants; and on preservation of rare plants, which was urgent 
in view of environmental changes, as had been stressed at a meeting held in Bangkok two years earlier. 

He agreed with the French delegate: in view of the low budget WHO should focus on specific priorities; 
it would be impossible to meet all requests. At present the Organization was concentrating on establishing 
guidelines and assessing research work, relying on contributions from Member States. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) remarked that all countries, 
regardless of their economic situation, shared a common concern to ensure that their diagnostic and 
reíiabüitative technology was effective, affordable and appropriate to their needs. 

Programmes 12.2 and 12.3: Essential drugs and vaccines; and Drugs and vaccine quality, 
safety and efficacy (Resolution EB91.R5; Document A46/9) (resumed from page 104) 

Dr TIERNEY (Ireland) said that, following consideration by the working group, it was proposed to 
amend the resolution on nonproprietary names for pharmaceutical substances recommended by the Executive 
Board in resolution EB91.R5 as follows: 

(1) the fourth preambular paragraph should read: "Noting the current trend to market products with 
the same active ingredient and intended to be clinically interchangeable with a product currently on the 
market (multisource products) under trade-marks or brand names derived from international 
nonproprietary names that often include stems or other descriptors used within the international 
nonproprietary names nomenclature;" 

(2) in subparagraph 1(2) the words "introduced after patent expiration" should replace "unprotected by 
patents"; 

(3) subparagraph 1(3) should read: "to develop policy guidelines on the use and protection of 
international nonproprietary names and to strongly discourage the use of names derived from INNs and 
particularly names including established INN stems as trade-marks." 

Dr SARN (United States of America) proposed the deletion of the word "strongly" before "discourage" in 
operative paragraph 1(3). 

Dr NYMADAWA (Mongolia) reiterated the amendments to the fourth preambular paragraph he had 
proposed earlier, namely, the deletion of the words "international nonproprietary names that often include", 
and the replacement of "used within the" by "for". 

The draft resolution, as amended，was approved.1 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.17. 
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HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation 

Section 4) 

Disease prevention and control (programme 13) (Document PB/94-95, pages B-187 to B-262) 

Programme 13.13: AIDS and other sexually transmitted diseases (Documents PB/94-95, pages B-233 to B-239 and A46/14) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing the programme, said 
that the Board had welcomed the merging of the programmes on AIDS and sexually transmitted diseases, 
which were a major priority for the Global Programme on AIDS (GPA), since their treatment was one of the 
main ways of reducing the spread of HIV. The Board had stressed that particular attention should be paid to 
the situation of women, children and other vulnerable groups. 

GPA was currently funded primarily through extrabudgetary resources. The Board had felt that，in 
conformity with WHO's mandate as the lead agency for AIDS prevention and control within the United 
Nations system, efforts should be made at all levels of the Organization to ensure increased regular budget 
financing for the Programme's activities. 

The Board had welcomed the efforts made to improve the management and accountability of the 
Programme, particularly at country level, and recommended further strengthening in that area. 

On the whole, the Board was satisfied with the progress made and with the results obtained from 
regionalization of AIDS prevention and control. A number of other agencies, multilateral and bilateral bodies 
and nongovernmental organizations were now active in the area of AIDS and, in view of the lack of 
cooperation between them, the Board had emphasized that WHO should continue to provide firm leadership 
and coordination of international and regional action. 

The CHAIRMAN invited delegates to comment on the budgetary aspects of the Programme only, since 
other aspects would be dealt with by Committee В under agenda item 20. 

Mr MISRA (India) said that, as the regular budget support given by WHO to the Programme was 
insufficient to cope with the magnitude and complexity of the problem, there was a great need to mobilize 
extrabudgetary resources. India had managed to obtain substantial support from the World Bank: 
US$ 85 million had been committed making it possible to launch a very comprehensive national programme. 
He recommended other Member States to take such an approach. 

Dr BRUMMER (Germany) endorsed the programme's goals and the emphasis placed on the African 
Region. He also subscribed to the goals set for activities in the European Region. Despite the still relatively 
low prevalence of HIV/AIDS in the countries of central and eastern Europe, preventive action should continue 
apace. The result would be more savings in the long term, and the opportunity to establish the health policy 
concept of prevention and care in those countries. 

The fact that the extrabudgetary funds were so much higher than the regular budget contribution meant 
that programme implementation was not guaranteed. GPA was financed almost exclusively from 
extrabudgetary funds, and there was reason to challenge the amount of the regular budget allocation for the 
1994-1995 biennium. The arrangement did of course mean that when regular budget allocations to 
programmes had to be adjusted to meet changing financial circumstances the impact on GPA was not so great. 
Nevertheless, the system should be comprehensively reviewed, since it made continuous, consistent planning 
and staffing more difficult. It was clear that the use of regular budget funds alone would not suffice, and some 
means of regular budget allocation supplemented by extrabudgetary funding must be found. Special 
programmes might have to be financed from voluntary contributions alone. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) welcomed the efforts made by 
GPA to give greater attention to analysing and evaluating its activities, particularly at the country and regional 
levels. More should be done to ascertain which interventions had had the most impact in enabling people to 
reduce the risk of HIV infection. 

Given the financial constraints and competing demands for funds faced by many donor organizations, it 
was crucial to ensure complementarity rather than competition between HIV/AIDS programmes. Analysis of 
the more cost-effective parts of the Programme would provide governments and donor agencies with 
information that would enable them to reach decisions on the allocation of scarce resources to HIV/AIDS 
programmes. 
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Dr STAMPS (Zimbabwe) referring to the dependence on voluntary contributions from Member States 
and organizations within the United Nations system and to the reduction in the regular budget and abolition of 
one post mentioned in paragraph 30 of the programme statement, said that in the face of what seemed to be 
the most rapidly growing global threat to health, with Africa at its leading edge, it was strange that WHO could 
not allocate sufficient resources to programme 13.13. There could be no certainty that the monies provided by 
voluntary contributions and by other organizations were not earmarked for specific self-interested purposes. In 
particular, people in his country were alarmed at the low profile of the safe blood programme globally, 
although Zimbabwe's own safe blood programme remained unchallenged. Surely it was the responsibility of 
WHO to find its own resources in order to ensure sound, disinterested programme management? 

Dr OSAWA (Japan) expressed his appreciation of the progress made by GPA as reflected in document 
A46/14. Particularly welcome were the efforts made to improve the coordination of AIDS prevention and 
control activities at all levels, including coordination among the organizations and bodies of the United Nations 
system. His delegation had no doubt that WHO was the most appropriate agency to assume leadership in that 
field. Its experience and recognized skills were indispensable for the global prevention and control of the 
pandemic. 

The alarming AIDS figures, especially in Asia, were a source of increasing concern, which was reflected 
in the increased contribution from Japan to GPA in 1993，nearly twice the 1992 amount. Since the global 
economic recession was presumably affecting GPA's current activities, more information on its financial 
situation and future plans would be appreciated. 

Finally, in 1994 Japan, in collaboration with GPA and the International AIDS Society, would be hosting 
in Yokohama the Tenth International Conference on AIDS, the theme of which would be "The global 
challenge of AIDS: together for the future". The Conference would be the first in a series of annual meetings 
on AIDS to be held in Asia, where the explosive spread of HTV infection was particularly challenging. He 
hoped that many participants from all over the world would be able to attend it. 

Dr GEORGE-GUITON (France) said that the fact that GPA was heavily dependent on voluntary 
contributions should not prevent the Executive Board and the Health Assembly from exercising their legitimate 
right to direct the world strategy against AIDS in coordination with the Programme's Management Committee. 
In fact, at the ninety-first session of the Executive Board it had been suggested that, in order to improve the 
interaction between the two budget management processes, which at present operated in parallel, some 
members of the Executive Board should officially serve on the Management Committee. 

Turning to the proposed programme budget (document PB/94-95), she asked whether the increases 
indicated in the table on page B-239 were real and why there was a discrepancy between the total amount of 
extrabudgetary funding indicated for 1992-1993 in the table on page B-238 and the expenditure total indicated 
in the table on page B-239. In any case, it would be helpful if the table on page B-239 could be further 
developed with the provision of more descriptive detail of activities. It would also be interesting to know the 
percentages of the funds for GPA supplied by Member States, UNDP and the World Bank respectively. 

V 
Mr LACOK (Slovak Republic) said that his country's 5.5 million people were still relatively spared from 

the spread of HTV, in contrast with neighbouring countries in central Europe. Nevertheless, the previous 
bureaucratically managed national AIDS programme had been unable to cope with the complexity of the 
HIV/AIDS pandemic, being oriented mainly towards extensive screening of blood donors but not towards 
preventive interventions. TTie infrastructure of the programme had not been developed, manpower had not 
been trained, and the very necessary integration into internationally coordinated prevention programmes had 
been neglected. The importance of having a specialized laboratory, indispensable for diagnosis and 
epidemiology, to serve the Slovak population had been greatly underestimated, reliance being placed on central 
laboratories in Prague, the capital of the former Czech and Slovak Federal Republic. As a result, the newly 
independent Slovak Republic needed to build up a reshaped AIDS programme and to establish a reference 
laboratory. His Government was well aware that the relatively low prevalence of HIV infection in the country 
had been the result of political isolation and that the vast political, social and economic changes ahead would 
bring new challenges. His delegation therefore supported WHO's Global Programme on AIDS, especially as 
reflected in the special project set forth in the Riga Initiative on HIV/AIDS prevention for the countries of 
central and eastern Europe. 

Mrs NG，OMA (Malawi) said that all over the world nurses faced the critical challenge of preventing and 
slowing the spread of HIV/AIDS and of caring for those with the disease and their families. Nurses played an 
essential role in preventing, treating, monitoring and following up cases. Consequently, there was a need for 
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technical resources to support nursing interventions. She asked whether resources had been earmarked for the 
continuing education of nurses to help them to deal with the very serious threat posed by AIDS. 

Dr DLAMINI (Swaziland) said that AIDS undoubtedly posed a major threat to health development 
specifically and to socioeconomic development in general. It was gratifying to note that WHO continued to 
provide leadership and coordination through GPA. Because most of the funding for the programme was 
extrabudgetary, it was not always under the control of the governing bodies. She therefore hoped that the 
regular budget allocations for programme 13.13 would be increased in future. Noting that the integration of 
the programmed two components had been very successful and was reflected in the situation in Swaziland, she 
asked for some information on GPA，s latest views on HIV infection and breast-feeding and on progress in 
coordinating the funding of ATOS-related activities. 

Dr MMATLI (Botswana) said that WHO was to be commended for its excellent Global AIDS Strategy. 
The increased emphasis on the care of people with HIV/AIDS was most welcome, and his delegation urged 
the Organization to ensure that appropriate support was made available to countries which needed it to enable 
them to establish adequate standards of both facility-based and home-based care. 

GPA was to be commended for its work on developing a strategy on women and AIDS. In order for the 
strategy to be taken up by countries, GPA should issue guidelines for allocation of resources to interventions 
for women by national AIDS programmes, similar to those developed for support by nongovernmental 
organizations. 

The development of a training course for programme managers was a commendable step, and should 
contribute significantly to the improvement of policy development, strategic planning and resource 
management at a time when many countries were facing the challenge of drawing up multisectoral 
programmes. There had, however, been a significant delay in finalizing the course. His delegation urged 
WHO to ensure that training began during 1993. 

WHO should develop a strategic mechanism for the dissemination of the results of consultations and 
reviews of successful interventions, so that they could reach national executants in good time. WHO's regional 
offices and subregional HIV/AIDS teams had a key role to play in that process. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) noted that many delegates had 
drawn attention to the dependence of programme 13.13 on voluntary contributions and were worried about 
what would happen if they were discontinued. An increase in the regular budget allocation would not be 
possible, at least for the next biennium. 

Dr MERSON (Global Programme on AIDS) said that the financial issues raised by delegates were 
similar to those referred to at the ninety-first session of the Executive Board. The budget for the programme, 
which came primarily from voluntary contributions, was US$ 190 million for the current biennium. There was 
a contingency budget of US$ 150 million and the Secretariat hoped to raise some US$ 140 to US$ 145 million. 
There was, however, a serious cash-flow problem. So far in 1993 only about US$ 4 million had been received; 
the Programme was functioning on its carry-over from 1992 and was borrowing against written pledges. 
Consequently, the concern expressed regarding the administration of an extrabudgetary programme of the size 
of GPA was warranted. Efforts to raise more funds included allowing donors to earmark more sums for 
specific activities and approaching prospective new donors, including the private sector. Consideration was 
also being given to supporting special events. Thus, it was true that the resources available were not adequate. 

The delegate of India had mentioned the approach which his country had made to the World Bank. 
Indeed, more countries were receiving a large amount of support from the Bank, and in most cases that was 
accompanied by support from WHO, which worked hand-in-hand with the Bank in many of its projects. The 
regular budget allocation for AIDS and sexually transmitted diseases in 1994-1995 would be just under 
US$ 1.9 million, which was less than in 1992-1993. Much of the allocation would be spent on activities for the 
prevention and control of sexually transmitted diseases. Consequently, the funding for GPA was primarily 
extrabudgetary, and the management process for review of the budget was not totally consistent with that 
employed for regular budget programmes. GPA was not the only such extrabudgetary programme in WHO. 
Any effort to bring the two processes together would be welcome and the Executive Board would no doubt 
take the matter up in its continuing discussion of the issue. 

The answer to the question put by the delegate of France was that the figure of US$ 154 899 500 shown 
on page B-238 of document PB/94-95 for extrabudgetary resources for 1992-1993 covered all sources, including 
funds intended specifically for sexually transmitted diseases and extrabudgetary resources provided to РАНО, 
whereas the figure of US$ 150 380 000 given for 1992-1993 on page B-239 represented amounts deposited in 
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the Global Trust Fund; the difference was due to the fact that some extrabudgetary funds had not been 
deposited in the Fund. 

The financial situation faced by GPA as a largely extrabudgetary programme was difficult, and the same 
could probably be said of all similar programmes in WHO. Because of the current economic situation, the 
donor community in general had less money available for health and for WHO. Also, currency exchange rates 
were not always favourable. Many programme managers in charge of extrabudgetary programmes were 
struggling to mobilize resources. 

The reduction in staff mentioned by the delegate of Zimbabwe related to a post in the sexually 
transmitted diseases programme and reflected a decrease in the regular budget. As far as support from UNDP 
and the World Bank was concerned, in the past year the World Bank had provided at the 虽obal level 
approximately US$ 1 million and UNDP approximately US$ 125 000, most of the latter's support, totalling 
US$ 4 million，being at the country level 

He would respond to the points raised by the delegates of Botswana, Malawi and Swaziland during the 
forthcoming debate in Committee B.1 

The meeting rose at 13h05. 

1 See summary record of the thirteenth meeting of Committee B. 



NINTH MEETING 

Tuesday, 11 May 1993，at 14h00 

Chairman: Dr M. SIDHOM (Tunisia) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the Agenda1 

(Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POUCY MATTERS: Item 18.2 of the agenda (Document EB91/1993/REC/II, Part II， 
Chapter II) (continued) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation 
Section 4) (continued) 

Disease prevention and control (programme 13) (Document PB/94-95, pages B-187 to B-262) 
(continued) 

Programme 13.1: Immunization (Resolution EB91.R7; Documents PB/94-95, pages B-188 to B-192, 
and A46/123) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Board, in its review of 
programme 13.1, had emphasized the importance of immunization as a key element in primary health care. 
Acknowledging the success of the Expanded Programme on Immunization in reaching children and reducing 
the incidence of fatal disease, it had stressed the need to sustain immunization programmes and encourage 
countries to increase their investment in immunization, which could also serve as an entry point for other 
elements of primary care, in particular maternal and child health care and nutrition. 

The Board had underlined the need for continued partnerships among organizations and bodies of the 
United Nations system, between developed and developing countries, and with nongovernmental organizations. 
It had acknowledged the need to include additional vaccines such as those against yellow fever and hepatitis В 
in national immunization programmes wherever appropriate and deplored the low coverage of pregnant 
women with tetanus toxoid vaccine. 

Following its review of the Director-General�report on the Expanded Programme on Immunization and 
recognizing the feasibility of eradicating poliomyelitis with current technologies given sufficient political 
commitment and adequate financial resources, the Board had recommended to the Health Assembly for 
adoption the draft resolution on eradication of poliomyelitis set out in resolution EB91.R7. 

Dr MUKHERJEE (India) said that according to a recent international review, immunization coverage in 
India was at present estimated to be 93%, with 80% of infants receiving their full scheduled dosage of vaccines 
in their first year of life. Poliomyelitis was, however，still a major problem, though one India was determined 
to control. Progress was being made: reported cases had fallen from 34 000 in 1981 to 8756 in 1992, although 
the latter figure represented a 40% increase over 1991，probably owing to improved surveillance. The country 
was fully committed to the eradication of poliomyelitis by the year 2000. It was vigorously implementing the 
strategies recommended by WHO, namely maintenance of high immunization coverage, effective surveillance 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
3 Document WHA46/1993/REC/1, Annex 10. 
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of flaccid paralysis in children, and extensive supplementary immunization in response to outbreaks, and 
believed they would lead within coming years to national eradication of the disease. 

Professor HUTTUNEN (Finland) commended the Organization's efforts to achieve global eradication of 
poliomyelitis by the year 2000 and endorsed the plan of action as revised in 1992. He agreed with the points 
stressed by the Programme's Global Advisory Group, as listed in the Director-General's report (document 
A46/12) and was particularly concerned at the lack of sufficient funds to purchase oral poliovirus vaccine for 
supplementary immunization. 

Finland had been, in 1957, one of the first countries to launch an effective programme of immunization 
against poliomyelitis. No cases of poliomyelitis had been reported in Finland between 1964 and 1984, when an 
outbreak of type 3 poliovirus had occurred. Supplementary immunization had halted the outbreak, eliminating 
the wild poliovirus, but the experience showed that no country in the world was free of the risk of poliomyelitis 
until global eradication had been achieved. 

Strengthening the surveillance system and providing an effective laboratory network were preconditions 
for the control and eradication of poliomyelitis both in individual countries and throughout the world. The 
Enterovirus Laboratory at the National Public Health Institute of Finland had recently been designated a 
WHO collaborating centre for reference and research on poliomyelitis. Its activities would include training, 
coordination of a European study group for environmental surveillance of wild poliovirus circulation, 
participation in several multicentre studies coordinated by WHO, and applied research. It was hoped the work 
would help in achieving the important goals of the programme. 

Professor MULLER (Netherlands) said that poliomyelitis eradication was an important goal and 
endorsed the draft resolution. 

The Expanded Programme on Immunization had contributed greatly to the substantial increase in 
immunization coverage throughout the world over the past decade. That effort, however, was currently facing 
several major problems, one being the crisis in vaccine supply, which was making it difficult for many countries 
to maintain present coverage. In addition, poliomyelitis eradication and the inclusion, where appropriate, of 
immunization against hepatitis В and yellow fever would need further resources exceeding those available for 
regular immunization programmes. Countries with extremely limited resources for health care might find it 
difficult, even with external support, to devote extra financial and technical resources to the long-term 
commitment and effort required for poliomyelitis eradication, hard pressed as they were to maintain present 
coverage levels for the six target diseases of the Expanded Programme or other essential health care activities. 
It was imperative that WHO and UNICEF should together address the need to maintain what had been 
achieved. Although new mechanisms might be generated to help countries finance their own vaccine needs, as 
indicated in paragraph 23 of the programme statement (page B-190), realities had to be faced. 

The Netherlands had recently suffered a small poliomyelitis outbreak among members of a population 
group which refused vaccination on religious grounds. The very high vaccination coverage of the general 
population had, however, contained the outbreak except among that group. The Netherlands had an infancy 
and childhood immunization programme using an enhanced inactivated poliovirus vaccine, whose efficacy was 
well established, as the antipoliomyelitis component. He urged the Organization to stimulate and support 
additional studies, including trials of the use of that vaccine, in order to develop further strategies for the 
global eradication of poliomyelitis. 

Dr ADAMS (Australia) strongly supported the resolution recommended by the Executive Board and 
hoped that by the year 2000 poliomyelitis would join smallpox as a disease of the past. The lack of political 
wiÙ to achieve that end was a concern, however. In the Western Pacific Region, the target dates for achieving 
eradication were slipping back, despite the efforts of the Regional Director to improve vaccine supplies. Every 
effort should be made to rally support, adjust budget priorities and generate regular and extrabudgetary funds 
for poliomyelitis eradication, which would be a significant achievement for the Organization. Australia, which 
was providing some funds for the purchase of vaccines in two countries of the Western Pacific Region, would 
support WHO in any extra efforts it might undertake to eradicate the disease. He was confident that, once 
extra supplies of vaccine could be assured，the measures promoted would contribute significantly to attaining 
the goal. Failure to seize the opportunity for eradication would erode WHO's credibility in the regions; all 
political forces should therefore be galvanized to achieve it. 

Dr ABU BAKAR bin SULEIMAN (Malaysia), welcoming the Board's initiative, commended the 
Director-General's report, in particular its emphasis on eradication of poliomyelitis by the year 2000. In 
cooperation with WHO, Malaysia had held a workshop in December 1992 at which a plan of action for 
poliomyelitis eradication had been developed. The time frame for the projected activities would be adhered to. 
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Malaysia was committed to the Western Pacific Region's objective of poliomyelitis eradication by 1995 and 
gave its support to the draft resolution recommended by the Executive Board. 

Dr ZOBRIST (Switzerland), commending the Director-General on his report, said that Switzerland, 
although in no way disputing the relevance of poliomyelitis eradication, questioned the need to accelerate 
action on that front in view of three recent developments. First, although the Expanded Programme as a 
whole had attained its objective for the previous decade, programmes in the least developed countries had not. 
Secondly, the world recession had eaten into donor countries' resources. Thirdly, there were other important 
diseases calling for enhanced attention through immunization or primary health care. Furthermore, the 
existence of wüd poliovirus demanded supplementary immunization campaigns, a network of laboratory 
services and effective surveillance systems. Such measures would be disproportionately expensive for the least 
developed countries. Mass campaigns that were not part of a concerted approach in countries with inadequate 
infrastructures tended to paralyse other health activities in the attempt to meet eradication deadlines. She 
therefore asked whether the Organization could not adapt its timetable to the pace of the least developed 
countries, in order to ensure that eradication did not adversely affect other primary health care activities. 

Dr LU Rushan (China) said that the worldwide 80% immunization coverage of infants against six target 
diseases had been a remarkable achievement in 1991-1992. Although it had been difficult, to maintain the 
advances was even harder. As the programme statement noted, it would depend to a great extent in 
developing countries on the quality of their health infrastructure. Emphasis should therefore be placed on 
strengthening in-service training and improving the cold chain, vaccine production and quality control. China 
fully supported the programme goals of elimination of neonatal tetanus, control of measles, and eradication of 
poliomyelitis. 

He commended the report on eradication of poliomyelitis (document A46/12) and endorsed its 
objectives. The major obstacle to poliomyelitis eradication was lack of funds to purchase vaccine. China had 
in recent years been working hard to eradicate the disease. Immunization coverage in all areas had risen to 
85%, and mass supplementary immunization campaigns had been carried out. The epidemic reporting system 
had been improved and the laboratory network strengthened. As a result there had been a 37% decline in 
cases between 1991 and 1992. However, China's large population meant that large quantities of vaccine were 
needed for eradication; it was able to supply only two-thirds of its needs. If the goal was to be met by the 
target date, assistance would be needed from other countries. It was hoped that the international community 
could make an active commitment to supporting developing countries in the endeavour and that WHO would 
be able to play the same leading role in the eradication of poliomyelitis as it had done in the eradication of 
smallpox. ê 

Dr SAVINYH (Russian Federation) said that poliomyelitis eradication was a major goal, following the 
eradication of smallpox in the recent past. Success in the latter case had been achieved because the 
Organization and all its Member States had concentrated on that task. The eradication of poliomyelitis was 
technically feasible and a viable strategy for implementation had been drawn up by the Expanded Programme 
on Immunization. However, the impetus had slowed recently, as evidenced by the lack of funds to support the 
necessary activities. The shortage of resources for purchasing vaccines and strengthening laboratory services 
was a disquieting symptom of an evaporation of will among donor countries that could lead to the failure of 
the initiative. It should not be forgotten that, should eradication be achieved, it would release resources to 
combat other diseases. There was still a great opportunity to overcome poliomyelitis provided Member States, 
donors and the Organization itself took immediate steps to activate efforts. 

Dr DLAMINI (Swaziland) commended the Director-General on his report and supported the resolution 
recommended by the Executive Board. 

The delivery of immunization services in developing countries could be plagued by constraints such as the 
unavailability of vaccines, poorly functioning cold chains，inadequate laboratory support and a variety of 
managerial weaknesses, some of which were reflected in the primary health care infrastructure. If Member 
States could display the political will to concentrate on remedying those constraints with the help of WHO, 
other United Nations agencies and bilateral and nongovernmental organizations, it would be possible not only 
to achieve the goal of poliomyelitis eradication by the year 2000 but also to meet the target for the other 
vaccine-preventable diseases of childhood. Information from the Secretariat to help in solving problems 
concerning the Children's Vaccine Initiative would be welcome. 

Swaziland had set 1995 as its target date for poliomyelitis eradication. The last reported case of the 
disease there had occurred in 1989 and a recent joint WHO/Rotary International mission to the country had 
found it to be close to attaining its target. There was, however, still a need to work together with neighbouring 
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countries in a spirit of technical cooperation to maintain high immunization coverage and achieve the targets 
set for disease reduction. 

Dr DOI (Japan) commended the poliomyelitis eradication programme, which had resulted in a decline in 
the global incidence of the disease. The critical problem remaining to be solved was the lack of funds for the 
purchase of oral poliovirus vaccine. His own country had endeavoured to provide such vaccine bilaterally. The 
Japanese branch of Rotary International had donated funds for supplementary activities for countries in the 
Western Pacific Region where the disease was endemic, and the Japanese Government was also prepared to 
provide funds for vaccine on a bilateral basis. More must be done to coordinate multilateral and bilateral 
efforts to implement the programme. 

He strongly supported the resolution on eradication of poliomyelitis recommended by the Executive 
Board. 

Professor BERTAN (Turkey) commended WHO for its work on poliomyelitis eradication, including 
routine infant immunization, inclusion of additional vaccines, and local outbreak control. Such activities 
required a much greater volume of vaccine, so further fund-raising efforts and new donors were required. 
Potential alternative strategies should be sought requiring less vaccine, but the efficiency of new strategies 
would have to be tested by further research, which again required additional funds. WHO, as the lead 
organization, should coordinate with other agencies such as UNICEF and with the International Pediatric 
Association to obtain support for eradicating poliomyelitis through national paediatric associations. 

In Turkey the poliomyelitis eradication programme was hampered by lack of laboratories and 
surveillance systems and by managerial shortcomings. WHO could assist by providing training for managers in 
epidemiology and epidemiological intelligence in order to facilitate the establishment of effective surveillance 
systems, which were vital to the success of eradication programmes. 

She strongly supported the resolution recommended in resolution EB91.R7. 

Dr MILAN (Philippines) commended the Director-General for the report on the Expanded Programme 
on Immunization and urged the Organization to give the programme top priority. She was pleased that, 
despite serious constraints, fewer cases of poliomyelitis were being reported, more countries were reporting no 
cases, and fewer countries had significant numbers of cases. Nevertheless, it was disturbing to hear of a critical 
lack of resources, particularly funds for procuring the essential oral vaccines. The six remaining countries in 
the Western Pacific Region where poliomyelitis was endemic were actively pursuing the regional goal of 
eradication by 1995; it would be a pity if the initiative failed for lack of funds. 

In her country, the Government reaffirmed its commitment to universal immunization of children in a 
presidential proclamation launching the Philippines poliomyelitis eradication programme, which included 
poliomyelitis surveillance，additional immunizations and outbreak response, mop-up operations, and national 
immunization days. A proclamation in March 1993 had launched the programme of national immunization 
days for the next three years，targeting some 11 million children under the age of five. The first national 
immunization day had been coordinated by the Secretary of Health in collaboration with the country's 
governors, mayors, private medical practitioners, radio and television networks, professional societies, civic 
groups, pharmaceutical groups, the church, communications groups and entertainers. Leaflets, stickers, 
manuals, guidelines and other materials had been produced and distributed throughout the country. On the 
day itself millions of children had attended vaccination units for their antipoliomyelitis drops and other 
antigens. Some 4 million pregnant women and women of reproductive age had been given antitetanus 
vaccines. The overwhelming response had been very encouraging for future national immunization days, and 
she hoped that the country's partners would continue to provide the necessary technical and logistical support. 
She particularly thanked WHO for responding quickly and effectively to her country's urgent request for oral 
poliovirus vaccines to meet the requirements of the imminent second immunization day. 

She attributed the initial success of the programme to: clear programme direction; massive mobilization 
and advocacy activities; an appropriate communications strategy; active involvement of the community and its 
leaders: strong political support from the highest level; and support from the donor community, including non-
traditional donors and the private sector. 

She fully supported the resolution recommended by the Executive Board. 

Dr LEE Sung-Woo (Republic of Korea) praised WHO's work for the global eradication of poliomyelitis 
by the year 2000. He commended the report of the Director-General (document A46/12), congratulated the 
Member States of the Americas for their achievement, and noted with satisfaction the activities in the Western 
Pacific Region aimed at eradicating poliomyelitis by the year 1995. He thanked Rotary International， 
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UNICEF and other donors for their support to the Expanded Programme on Immunization. He fully 
supported the resolution recommended by the Executive Board. 

Dr NGO VAN HOP (Viet Nam) said that the expanded programme of immunization undertaken in his 
country since 1985 had resulted in poliomyelitis vaccination coverage of 85% of children under one year by 
1992. The number of cases had fallen from 1600 in 1985 to 612 in 1992, 60% of which had been in children 
under three, mostly without prior oral immunization. In 1992 efforts had focused on high-risk provinces with 
the aim of achieving complete eradication in eight pilot provinces and extending the effort to 18 provinces in 
1993 and to the remainder of the country in 1994. To achieve that, 34 million doses per year were needed. 
Rotary International had promised to provide vaccines to cover all children aged under one year from 1991 to 
1995 - some 11 million doses per year. Despite Viet Nam's efforts to produce its own vaccine, there was still a 
shortage of some 10 million doses, which were donated by UNICEF and WHO. Because of the lack of 
vaccines, it would be possible to undertake additional immunization activities in only eight provinces instead of 
18 in 1993, and it would not be possible to meet the goal of eradication by the year 1995. Provided, however, 
that sufficient vaccines became available, it would be possible, with the help of WHO, to achieve complete 
eradication by 1996. 

Dr RAMATLAPENG (Lesotho), said Lesotho attached great importance to the inclusion of hepatitis В 
vaccine in national immunization programmes, especially in countries where the prevalence of hepatitis В 
carriers was 8% or more. Those were the countries, however, that had economic difficulties which made it 
doubtful whether they could meet the immunization target. She therefore recommended that WHO should 
negotiate with manufacturers of the vaccine to reduce its cost. 

Commending the Organization on its poliomyelitis eradication efforts, she expressed support for the draft 
resolution under consideration, since its implementation would also benefit other programmes in a 
decentralized primary health care system by strengthening laboratory services and improving surveillance 
systems. 

Dr NO VELLO (United States of America) commended the Secretariat on the report on the eradication 
of poliomyelitis (document A46/12), which clearly showed the successes achieved, priorities established and 
constraints faced in seeking to attain the goal of eradication by the year 2000. 

Member States, WHO, many nongovernmental organizations including Rotary International, bilateral 
development agencies, and others had cooperated in virtually eliminating poliomyelitis from the Region of the 
Americas. She was pleased that the experience gained there had assisted the Western Pacific Region in 
progressing towards its goal of eradication by 1995; only vaccine availability was standing in the way of 
success. 

Given sufficient political commitment and adequate financial resources, poliomyelitis could be eradicated 
with current technologies. The estimated cost of additional immunization activities for that purpose was 
US$ 29 million per year，and partnership between many national and international organizations was clearly 
required. The Expanded Programme's budget for the 1994-1995 biennium, including extrabudgetary resources, 
was less than US$ 25 million per year. While WHO obviously could not provide the financial resources 
necessary to meet all vaccine needs, it could provide technical expertise and, more important, leadership to 
galvanize the national and international will to succeed in a vital task. 

The poliomyelitis eradication initiative should be used to strengthen overall immunization efforts. In her 
country, vaccine coverage for other diseases such as measles, tetanus, pertussis, and diphtheria were still not 
adequate. To redress that situation, President Clinton had proposed to Congress the Comprehensive Child 
Immunization Act of 1993，which aimed at protecting all American children against vaccine-preventable 
diseases. Her country intended further to increase its support for international immunization and poliomyelitis 
eradication activities, through both multilateral and bilateral contributions of funds and technical expertise. 
Once poliomyelitis had been completely eradicated, not only would tens of thousands of children be saved from 
life-long disability, but there would be significant savings from expenditure on vaccine and its administration, 
which would no longer be required. Those savings could be applied to national and international efforts to 
reduce the prevalence of measles, eliminate neonatal tetanus, and raise overall immunization rates to 90% for 
all children in the world. 

She supported the resolution recommended by the Executive Board. 

Professor ACHOUR (Tunisia) commended the report on the eradication of poliomyelitis. The 
Expanded Programme on Immunization had made great progress，achieving a high level of coverage of 
children (over 90% in his country) and reducing the incidence of vaccine-preventable diseases. Vigilance must 
be maintained to achieve and, more important, to maintain high levels of coverage in order to ensure lasting 
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protection. Attention had to be paid to vaccine quality, storage, the use of cold chains and other measures to 
ensure maximum effectiveness. There were, however, adverse factors, such as the high and rising cost of 
vaccines, which restricted their use, particularly in developing countries. Hepatitis В vaccine, for example, was 
too expensive to permit blanket coverage, yet the disease was very common in developing countries. He asked 
about the outcome of planned discussions with manufacturers on the reduction of vaccine costs. 

Thermostable vaccines were needed to help health authorities improve their programmes, and national 
laboratories should be assisted in producing them, in order to cover needs at local level without expenditure of 
foreign currencies. 

Mr PULLICINO (Malta) supported the draft resolution before the Committee. Only when the entire 
world was free from poliovirus could all countries be assured that poliomyelitis would not return. The world 
community should be aware of the Health Assembly's intention to redouble its efforts to free the world of that 
scourge of mankind. 

Professor OKELLO (Kenya) informed the Committee that following a recent outbreak of yellow fever in 
two areas of Kenya, yellow fever vaccination had been incorporated in his country's expanded programme on 
immunization. He thanked WHO and UNICEF for their support in quickly bringing the epidemic under 
control. 

Noting that the general immunization coverage in his country for all the target diseases of the Expanded 
Programme was over 76%, he said that his country was committed to the eradication of poliomyelitis by the 
year 2000. ‘ 

Dr ZAWAIRA (Zimbabwe) said that at country level self-reliance was the best approach. WHO should 
make every effort to mobilize resources in order to ensure that immunization coverage in the Member States 
could be maintained and improved. Without that, countries could not find the hard currency they needed for 
vaccine procurement; with the continuing devaluation of currencies, the coverage levels they had already 
achieved would slip, endangering not only themselves but ultimately the world as a whole. 

Zimbabwe was committed to the eradication of poliomyelitis and supported the draft resolution under 
consideration. 

Dr OWONA-ESSOMBA (Cameroon) said that his country's health system was undergoing significant 
change in a process that gave the Expanded Programme on Immunization and the eradication of poliomyelitis 
particular priority. He thanked Rotary International and UNICEF for their support in implementing the 
programme, despite difficulties in maintaining the cold chain and in supplying some vaccines. His country 
concerted its vaccination strategy with the primary health care system, whose coverage ensured that 70% of the 
population lived within one hour of a health unit. The intended results would be achieved only if attendance 
at health units improved and essential medicines were available. Just when his country was creating a 
favourable environment to accelerate the programme for eradicating poliomyelitis，he was concerned at the 
slackening commitment of the international community in the face of worsening socioeconomic conditions and 
the high cost of vaccines. He supported the aim of eradicating poliomyelitis by the year 2000 and urged all 
Member States to do the same so that the task could be successfully completed. 

He strongly supported the draft resolution under consideration. 

Dr SALOMÀO (Mozambique) said that the original objective of the expanded programme on 
immunization in her country had been to protect as many children as possible. Latterly the focus had shifted 
to improving the quality of immunization, by additional training of staff in order to improve their skills and 
their awareness of opportunities for vaccination, as well as by maintaining an effective cold chain. 

Measles, formerly a major cause of death among children in her country, had been brought largely under 
control and was no longer a leading cause of childhood morbidity or mortality. Special attention was now 
being paid to returnees and remote populations affected by the war. With the advent of peace，her country 
was keen to improve overall results. Immunization coverage in the capital was over 90%, the average for 
provincial towns around 70% and in rural areas about 50%. The Expanded Programme was an important tool 
in providing health for all by the year 2000. Given the financial constraints, she hoped WHO would seek the 
funds required, so as not to compromise the worldwide efforts in progress. 

She commended the work of WHO on vaccine-preventable diseases and supported the resolution 
recommended by the Executive Board. 

(For resumption of discussion, see page 124.) 
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GENERAL POLICY MATTERS: Item 18.1 of the Agenda (Documents PB/94-95, pages x-xv, 
EB91/1993/REC/1, Part II，Chapter I，and EB92/41) (continued from the first meeting) 

The CHAIRMAN drew attention to the report of the Executive Board Working Group on the WHO 
Response to Global Change, which had been made available to delegates as document EB92/4，and to the 
following draft resolution, proposed by the delegations of Australia, Austria, Belgium, Canada, Denmark, 
Finland, Ireland, Luxembourg, Malta, Namibia, Netherlands, New Zealand, Norway, Poland, Seychelles, 
Swaziland, Sweden, Switzerland, Tonga, Tunisia, United Kingdom of Great Britain and Northern Ireland, 
United States of America, and Zimbabwe: 

The Forty-sixth World Health Assembly, 
Recalling the comments of the Director-General in his Introduction to the proposed programme 

budget for the biennium 1994-1995 that there is a need for the United Nations system to adapt to recent 
global political, social and economic developments; 

Noting that the Executive Board established a Working Group on the WHO Response to Global 
Change, which presented an interim report of its findings and conclusions to the Board at its ninety-first 
session in January 1993; 

Aware that a final report of the Working Group, which takes into account comments and 
suggestions of the members of the Executive Board, has been prepared and circulated to members of the 
Board for consideration at its ninety-second session in May 1993; 

Realizing that the report is a major initial step in a process of reform within WHO; 
Aware that the report contains ideas and draft recommendations on WHO's mission and 

governance, the role and operation of headquarters, regional and country WHO offices, and coordination 
with other organizations in the United Nations system, budgetary and financial considerations, technical 
expertise and research; 

Conscious that the Director-General in his statement to the Forty-sixth World Health Assembly 
pledged his support for implementing the reforms outlined in the Working Group's report, in 
collaboration with the Regional Directors and Assistant Directors-General, programme directors and all 
WHO staff; 

Noting the positive reaction of Member States to the Director-GeneraPs commitment to begin 
implementing the recommendations of the Working Group's report; 

Confident that the implementation of the action proposed in the report will improve the 
effectiveness of the Organization's operations, particularly in developing countries, 

1. REQUESTS the Executive Board, in conjunction with the Director-General: 

(1) to examine all recommendations and requests for action outlined in the Working Group's 
report and prioritize them; 
(2) to consider the implications of their implementation for WHO's programmes, procedures and 
structure; 
(3) to mobilize the necessary resources to ensure the systematic implementation of the priorities 
established; 

2. RECOMMENDS that the Executive Board should establish a mechanism to monitor the 
implementation of these reforms; 

3. REQUESTS the Director-General: 

(1) to report regularly to the Executive Board on the plans and timetable for and progress in 
implementing the reforms proposed in the Working Group's report; 
(2) to report to the ninety-third session of the Board in January 1994 on action already taken to 
implement the reforms; 
(3) to make a full report to the Forty-seventh World Health Assembly on progress in responding 
to the Working Group's report. 

Dr CALMAN (United Kingdom of Great Britain and Northern Ireland), Chairman of the Executive 
Board Working Group on the WHO Response to Global Change, said that the report was being submitted in 

1 Document EB92/1993/REC/1, Annex 1. 



COMMITTEE A: E L E V E N T H MEETING 121 

order to provide the Health Assembly with an opportunity to discuss it, and indicate a general reaction, even 
though it had not yet been discussed by the Board. 

His delegation had noted that the Director-General, in his Introduction to the proposed programme 
budget for 1994-1995，had drawn attention to the need for the United Nations system to adapt to profound 
changes in the world. It particularly welcomed the Director-General,s pledge of support for the reforms 
outlined in the Working Group's report and referred to in the sixth preambular paragraph of the draft 
resolution. The report identified options for change which merited detailed discussion at the forthcoming 
session of the Executive Board and at the Forty-seventh World Health Assembly. Discussion at the current 
Health Assembly would initiate the process of determining WHO's response to change; the report and the 
discussion thereon were only part of the whole process of reform. The content of the report had been 
extensively discussed with the Director-General and Member States. Particularly noteworthy points made in 
the report were that WHO had many major health achievements to its credit, that it needed staff of a high 
calibre and access to equally high-quality external advice，and that it must prioritize its work and direct 
resources to the priorities thus identified. 

Turning to the content of the draft resolution, he drew attention to the seventh preambular paragraph, 
which noted that Member States had welcomed the Director-GeneraPs commitment to implementation of the 
Working Group's recommendations. On the operative paragraphs, he said that the wording of paragraph 2 
had been deliberately chosen to avoid giving the Executive Board any instructions as to how it should perform 
the task recommended to it. In subparagraph 3(1) the words "proposed in the Working Group's report" could 
readily be removed. 

The draft resolution was not intended to pre-empt the Board's consideration of details of the report. 
Change and reform were processes that would require efforts by all Member States. By supporting the 
resolution, the Health Assembly would signal its commitment to change and give added impetus to the 
Executive Board's discussions, while enabling the latter to fulfil its proper role in debating and deciding on the 
detailed programme for change. He added that Estonia wished to be included as a sponsor of the draft 
resolution. 

Dr ADAMS (Australia) expressed strong support for the draft resolution. The report of the Executive 
Board Working Group was most important for ensuring the continued strengthening of WHO. Although the 
report was primarily intended for consideration by the Executive Board, it was essential for the Health 
Assembly to examine and support it so as to ensure that its recommendations for change were implemented as 
soon as possible. 

He proposed that it should be specified in paragraph 2 of the draft resolution that the monitoring 
mechanism mentioned there should be composed of the following six persons: the President of the current 
Health Assembly, the Chairmen of Committees A and В of the current Health Assembly, the current 
Chairman of the Executive Board, the Chairman of the Executive Board who would be elected at the next 
session, and the Chairman of the Executive Board Working Group on the WHO Response to Global Change. 

Dr LI Shichuo (China) said that the move in many countries and within the United Nations system 
towards reform in response to new world developments was a healthy trend. The Working Group, in which the 
Executive Board member designated by China had played an active part, had worked with the full support of 
the Director-General, the Regional Directors and the Secretariat as a whole, and its report, which reflected the 
desire of all Member States to improve WHO and enhance its effectiveness, covered a wide range of important 
areas. Certain issues, involving inevitable differences in national situations or viewpoints, would require 
further study, but he hoped that those difficulties would be overcome. The draft resolution, which he 
supported in principle，provided an opportunity for cooperation to ensure lasting reform. 

Dr CICOGNA (Italy) said that the report of the Executive Board Working Group represented a 
fundamental step towards reforming WHO in response to change. He strongly supported the report's 
recommendations and wished Italy to be included among the sponsors of the draft resolution. 

Dr VIOLAKI-PARASKEVA (Greece) said that the Working Group's report was of fundamental 
importance in ensuring WHO's response to global change. She sought clarification, however, as to whether the 
report was an interim or final one, since a preliminary report of the Working Group that the Board had 
considered in January 1993 had mentioned a number of issues on which it would not report to the Board until 
its ninety-third session，in January 1994. 

Dr AL-RABIEAH (Saudi Arabia) expressed support for the report and the draft resolution, which 
Saudi Arabia also wished to sponsor. Referring to the informal information session on the report held on 
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7 May 1993, he hoped that the comments made by many speakers at that meeting would be taken into account 
in a final version of the report. 

Dr SARN (United States of America), commending the Executive Board Working Group on its report, 
expressed full support for the draft resolution, with the amendment proposed by Australia，and bearing in mind 
the introduction by the United Kingdom delegate. Considering the numerous actions and activities 
recommended by the Working Group, the draft resolution was particularly important in ensuring that the 
Health Assembly would be able to provide its wisdom and guidance to the Executive Board by examining the 
Working Group's recommendations and，especially, prioritizing them. 

Dr DLAMINI (Swaziland) said that the Working Group's pragmatic, constructive recommendations for 
WHO and Member States would equip them to face the challenges ahead. As a sponsor of the draft 
resolution, she was in favour of establishing a monitoring mechanism or group but felt that it was premature to 
specify the composition of such a group, as the delegate of Australia had proposed. She agreed with the 
delegate of Greece that clarification was needed on whether the document before the Committee was the 
Working Group's interim or final report. 

Dr GEORGE-GUITON (France) thanked the Director-General for giving the Health Assembly an 
opportunity to consider the Working Group's report prior to the Executive Board's own debate on the subject. 
She advocated the adoption and implementation of the Group's recommendations. It had conducted its work 
in a spirit of constructive cooperation and its report involved a comprehensive review of WHO's activities. She 
hoped that the Executive Board, Director-General, Secretariat and Member States would make full use of the 
ideas put forward so as to give new impetus to the Organization. In conclusion, she supported the draft 
resolution. 

Professor FIKRI-BENBRAHIM (Morocco) said that the report of the Working Group was crucial to 
maintaining WHO's high level of efficiency and credibility. While he endorsed the draft resolution, he 
regretted that it contained no reference to the role that should be played by the regional offices in 
implementing and evaluating WHO's continuing response to global change, in keeping with the decentralization 
policy of the Organization. All coordination mechanisms should be clearly specified, as should the role of the 
Regional Offices in that regard. 

Dr MAGANU (Botswana) said that the international recession, widespread moves towards democracy 
and attempts to resolve the economic crises in various countries through structural adjustment were all bound 
to have an impact on WHO. The Assembly had already been informed that there had been no increase in 
extrabudgetary funds for the past few years and that an increasing number of Member States was defaulting on 
payment of their assessed contributions. That called for serious introspection among Member States and in 
the Secretariat and the Executive Board. 

The Executive Board was to be commended for initiating the study on WHO's response to global change, 
as was its Working Group for the report under consideration. The subject was so important that it was 
appropriate for the Assembly to discuss it at the present stage. The organizations of the United Nations 
system were said to be plagued by bureaucratic inefficiency and wastefulness and there was a fear that WHO, 
which had generally been thought to be efficient, might be losing its good reputation in that regard. The 
Organization must therefore be seen to be responding to the changes taking place in the world by becoming 
even more efficient and accountable and by working towards the elimination of any waste. 

The Working Group report was an excellent beginning towards revitalizing WHO and he therefore 
supported the draft resolution, which set a programme for implementation of the Group's recommendations. 
He wished Botswana to be included in the list of sponsors. 

Professor ZELTNER (Switzerland), congratulating the Working Group on its report, said that he 
supported the draft resolution and also the amendment suggested by Australia. 

Mr CHEBARO (Lebanon) asked for his delegation to be added to the list of sponsors of the draft 
resolution and proposed that the words "through the Regional Offices" should be added to subparagraph 1(2)， 
since those offices should play a crucial role. 

Mr MISRA (India) congratulated the Working Group on its far-reaching report, which he understood 
was an interim one that had not yet been considered by the Executive Board. He wondered whether adoption 
of the draft resolution would in any way pre-empt full and frank discussion of the report by the Board and 
limit its freedom to depart from the recommendations of its Working Group. He wished for clarification on 
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those matters because the report had far-reaching implications and he considered that it should be examined in 
depth by the Executive Board before it came before the Assembly. 

Mr DIOP (Senegal) said that the many profound and rapid changes that had recently occurred in the 
world made it necessary to adapt the multilateral system, including the United Nations, to bring working 
methods into line with available resources, and to face new challenges. WHO must be given greater capacity 
to work for the good of all peoples and to develop health systems, particularly in programme planning and 
management, mobilization of resources，assessment of needs and analysis of health problems. There was a 
need to improve operational targets and set priorities for health-related issues. Every effort must therefore be 
made to avoid creating a bloated bureaucracy leading to breakdown of links between headquarters, regions and 
countries. He congratulated the Working Group, which had tried to formulate an approach for WHO in a 
changing world. He recognized that the role of headquarters was particularly important in coordination with 
other United Nations institutions and nongovernmental organizations and therefore endorsed the draft 
resolution and the Australian amendment. 

Dr SHAMLAYE (Seychelles) said that the process of change mentioned by many delegates not only 
involved the WHO Secretariat but also required active participation by the Executive Board, delegates to the 
Health Assembly and the Member States. The current discussion, prior to formal consideration of the report 
at the forthcoming Executive Board session, was an opportunity for Member States to express their support for 
the report and their commitment to and involvement in the process of change. 

His country was a sponsor of the draft resolution and he urged its adoption. He had reservations, 
however, as to the Australian amendment and would prefer the Health Assembly to leave it to the Executive 
Board to define the monitoring mechanism it would propose. While he had every respect for the individuals 
proposed in the amendment, the Board should discuss the matter fully, taking into consideration the proposals 
that had been made and paying due regard to the desirability of as wide a representation as possible of all 
WHO regions in the monitoring mechanism. 

Dr NAKATANI (Japan) said that he supported the draft resolution as a vehicle to promote the reform 
process in WHO. The resolutions adopted or to be adopted by the Health Assembly would be in support of 
reforms such as greater transparency in the execution of the budget and closer consultation with Member 
States in its preparation. 

He was in favour of reform, but regarding the amendment proposed by Australia he was concerned that 
proposals were being made to establish new committees. He felt that it was necessary first to review existing 
mechanisms and modify existing terms of reference and membership, and then to create new ones only if it 
was not possible to accommodate the new activities within the existing system. Otherwise a plethora of new 
bodies would be established at some extra cost in staff time and budget resources. It was unreasonable to shift 
existing resources to support the reform process, since that might adversely affect programme implementation. 
The prime mission of WHO was to address the health needs of Member States and their people, so 
unnecessary bureaucracy should be avoided. He therefore preferred the original text. Furthermore, he was 
concerned at the relationship between the proposed new mechanism and the Executive Board and Health 
Assembly; the matter needed very careful examination. w 

His Government was prepared to make a further contribution to assist with the reform process and to 
persuade other governments to do likewise. 

Dr LEIMENA (Indonesia) welcomed the resolution as it stood and thought that establishment of the 
mechanism to monitor implementation of reforms should be left to the Executive Board, as advocated by the 
delegate of Seychelles. 

Dr SAVEL'EV (Russian Federation) said that, although the report of the Working Group was very 
interesting and valuable, it had not yet been considered by the Executive Board. While he had no doubt that 
the Health Assembly had the right to instruct the Executive Board, he advocated that the Board should be 
allowed to discuss the preliminary report freely, to adopt its own recommendations and make its own decisions, 
and to report thereafter to the Health Assembly. He had no objection to the draft resolution in the original 
form and could agree to its adoption. 

Dr DE SILVA (Sri Lanka) said he appreciated the report of the Executive Board Working Group as a 
new initiative towards change but considered that, given the decentralized nature of WHO，the regional offices 
should be involved in formulating and implementing the changes envisaged at every stage. 
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Dr PAZ-ZAMORA (representative of the Executive Board) said that he believed the draft resolution 
before the Committee was a good one that gave full backing to the Executive Board and its Working Group. 
He echoed the sentiments of previous speakers who considered that it should be for the Executive Board to 
examine the report at its next meeting and that the purpose of the draft resolution was to support the Board in 
its work. He was against the introduction of any mechanism which was not part of the present structure of 
WHO and feared that adoption of the proposed amendment might imply that the Assembly did not have full 
confidence in the Executive Board. 

Dr ADAMS (Australia) asked the Assembly to regard the mechanism he had proposed as a suggestion 
that the Executive Board could consider if it wished, rather than as a formal amendment to the draft 
resolution. 

Dr SATTAR YOOSUF (Maldives) said the discussion indicated that there were some reservations 
regarding the draft resolution and the proposed amendments. He had been involved in the Working Group 
and felt that the considerations put forward and reforms proposed in its report were very valid; the draft 
resolution seemed to reflect the Health Assembly's desire to proceed with the changes recommended. 

He had difficulty, however, in understanding the procedure being applied. The mandate of the Working 
Group was to develop proposals and report back to the Executive Board at its May 1993 session so that the 
Board could take cognizance of the final report. While he himself considered that it was in the best interests 
of the Organization to make the changes recommended by the Working Group, he found it difficult to accept 
that the Assembly should consider the report's implementation before the Executive Board had completed its 
study. He urged that the correct procedure should be followed. 

Dr CALMAN (United Kingdom of Great Britain and Northern Ireland), Chairman of the Working 
Group on the WHO Response to Global Change, assured the Committee that its suggestions and those made 
at the earlier informal information meeting would be taken into account. There would still be discussion 
within the Executive Board, but the report of its Working Group was final as the Board membership of some 
of its members was expiring. Indeed, that was why a mechanism for continuity was proposed. He hoped that 
the draft resolution would not pre-empt the discussion of the report in the Executive Board. He welcomed the 
statement by the delegate of Japan, which should also be borne in mind during the Executive Board's 
discussion. 

He noted that the delegate of Australia had withdrawn his proposal for an amendment. In response to 
the requests to include a reference to the role of regional offices, he proposed the insertion of the words "at 
headquarters, regional and country level" at the end of subparagraph 1(2). Referring to his introductory 
remarks earlier in the meeting, he further proposed deletion of the phrase "proposed in the Working Group's 
report" in subparagraph 3(1). 

The draft resolution, as amended，was approved.1 

PROGRAMME POLICY MATTERS: Item 18.2 of the agenda (document EB91/1993/REC/II, Part II, 
Chapter II) (resumed) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation 

Section 4) (resumed) 

Disease prevention and control (programme 13) (Document PB/94-95, pages B-187 to B-262) (resumed) 

Programme 13.1: Immunization (Resolution EB91.R7; Documents PB/94-95, pages B-188 to B-192, and A46/122) (resumed from page 119) 

Dr BASSIRI (Islamic Republic of Iran) expressed support for the resolution on the eradication of 
poliomyelitis recommended by the Executive Board in resolution EB91.R7. Although the Expanded 
Programme on Immunization had succeeded in reducing mortality and disability due to vaccine-preventable 
disease, the economic depression in developing countries had raised vaccine-procurement problems, which had 
affected activities for poliomyelitis eradication. Those countries were also unable to carry out the necessary 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.33. 
2 Document WHA46/1993/REC/1, Annex 9. 3 Document WHA46/1993/REC/1, Annex 8. 
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research on various aspects of immunization, for example, on cases of vaccine-preventable disease among 
immunized children. Further international support was required，as the amount of aid received from 
international agencies by developing countries for vaccine production was insufficient to cover their needs. 
Surveillance and information systems on new cases should also be strengthened. 

Dr NITAYARUMPHONG (Thailand) commended the Director-General on the guidance that had been 
provided for the successful implementation of the global poliomyelitis eradication programme. Much progress 
had been made in his country on that disease and on others preventable by immunization. Universal child 
immunization against poliomyelitis had been achieved in 1990. It was planned to focus for the next two to 
three years on increasing coverage of isolated sections of the population, with a view to achieving eradication 
of the disease by 1996. He thanked WHO, UNICEF and the nongovernmental organizations, especially Rotary 
International, for their substantial support and endorsed the resolution recommended by the Executive Board. 

Dr GEORGE-GUITON (France) said that, though her delegation usually favoured integrated 
programmes, France nevertheless strongly supported the relatively vertical programme for the eradication of 
poliomyelitis, the success of which had had a markedly positive effect on WHO's credibility. In her country the 
last two cases had been recorded in 1989, in non-immunized people. The immunizing agent recommended at 
present was injectable vaccine, oral vaccine being reserved for containment of outbreaks. A coverage level of 
85% had been reached. Regarding the vaccine supply difficulties facing certain countries, she suggested 
considering the possibility of integrating, for a limited time, the activities of the poliomyelitis eradication 
programme with those for intensified cooperation with countries and peoples in greatest need; that might help 
to increase vaccine availability and achieve global eradication. 

Mrs RODRÍGUEZ FANKHAUSER (Guatemala) welcomed the Director-General's report. In her 
country, which attached great importance to the eradication of poliomyelitis, no case of infection with wild 
poliovirus had been recorded for two and a half years, which made it possible to release resources for other 
priority health activities. She emphasized the importance of continuing the joint efforts, both economic and 
technical, of the various international agencies and nongovernmental organizations and of the governments of 
the developed and developing countries, with a view to achieving total eradication of poliomyelitis by the year 
2000. She expressed concern that lack of economic resources or of political will might make it impossible to 
reach that target. Her delegation expressed full support for the draft resolution under consideration. 

Professor RAHMAN (Bangladesh) welcomed the Director-GeneraPs report and indicated four key areas 
of action in his country's strategy for poliomyelitis eradication: maintenance of high vaccination coverage, 
enhanced surveillance，energetic outbreak control and supplementary immunization through campaigns. The 
two latter activities would be introduced after 1995, when coverage would be 85% at all levels and the 
surveillance mechanism would detect most of the acute flaccid paralysis cases. Guidelines for poliomyelitis 
eradication had been prepared under the expanded programme on immunization in consultation with 
pediatricians, epidemiologists, rehabilitation experts and technical representatives from international and 
nongovernmental organizations. Vaccination coverage of children between 12 and 23 months of age using 
three doses of vaccine had increased from 69% in 1990 to 80% in 1992 and the incidence of poliomyelitis had 
been reduced. 

He expressed gratitude for the support received from Rotary International, which supplied oral poliovirus 
vaccine needed for the programme. That body, however, would not be able to supply sufficient vaccine for the 
next year; if no alternative source were found, the programme would suffer, and he noted with concern the 
reference to lack of political will in the resolution recommended by the Executive Board. He was gratified at 
the interest expressed by the delegates of Japan and France in supporting the Expanded Programme on 
Immunization and hoped WHO would see to it that appropriate funds were allocated to sustain the 
programme until the year 2000. 

Mrs KAOMA (Zambia) said that 80% coverage had been achieved in the expanded programme on 
immunization in Zambia in 1990, through the following strategies: clear direction of the programme; strong 
political support at all levels; mass mobilization of the community through the political network; and mass 
mobilization of resources to support vaccine purchase and distribution, maintenance of the cold chain, 
transport for personnel to reach the communities, and production of appropriate materials. Between 1991 and 
1993, the immunization coverage had dropped drastically owing to lack of vaccines and of resources to 
transport health workers and to poor maintenance of the cold chain. She therefore appealed to WHO and all 
other support groups for assistance in maintaining coverage and in continuing the existing system of disease 
surveillance and programme monitoring. She thanked all those who had already provided valuable support. 
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Dr MILLER (Barbados)，speaking on behalf of the Caribbean subregión, thanked the Director-General 
for his comprehensive report. The Expanded Programme on Immunization was a priority of the governments 
of the Caribbean countries, in which the immunization coverage against target diseases now exceeded 80%. 
Through appropriate legislation, such as that requiring full immunization for school entrants, and strong 
cooperation between the countries of the subregión, no cases of poliomyelitis had been reported for over 
10 years. Active surveillance of the under-15 population for acute flaccid paralysis had been maintained for 
the past two years, and no cases had been reported. The elimination of measles had been targeted for 1995 
and no cases had been reported in 1992. The Caribbean countries were committed to the global eradication of 
poliomyelitis by the year 2000, and the resolution recommended by the Executive Board was supported by 
Antigua and Barbuda, Jamaica, Trinidad and Tobago，and Barbados. 

Dr MIRCHEVA (Bulgaria) expressed her Government's commitment to WHO's action for global 
poliomyelitis eradication. Since the outbreak among an ethnic minority in her country in 1991，permanent 
efforts had been made to sustain an immunization coverage with oral poliomyelitis vaccine of over 98% in the 
general population and over 95% in the high-risk population. Active epidemiological surveillance, including 
zero reporting, introduced during the outbreak, had had a positive effect on surveillance of other 
communicable diseases. No paralytic poliomyelitis cases had been registered since September 1991, and all 
cases of flaccid paralysis detected had been proved not to be due to poliomyelitis. WHO's substantial support 
in supplying vaccine had raised the Organization's credibility among medical professionals and WHO 
guidelines concerning all the Expanded Programme's target diseases had been widely appreciated. She 
believed that the other Balkan countries included in WHO's plan for a subregional supplementary 
immunization campaign would accept the idea as readily as her own，thereby creating another poliomyelitis-
free zone in Europe. Bulgaria supported the draft resolution before the Committee. 

Professor FIKRI-BENBRAHIM (Morocco) said that his country had restructured its vaccination 
programmes since 1989 through annual vaccination campaigns against the six target diseases in the national 
immunization programme. The national coverage had risen from 50% in 1987 to about 90% in 1993. The 
main component of the national strategy consisted of mobilization at grass-roots level, through exceptional 
efforts by the Ministry of Public Health. His country was now aiming at a fresh target: the eradication of 
poliomyelitis and of neonatal tetanus by 1995. Success would depend on continuity of effort and consolidation 
of the results of the six vaccination campaigns carried out in association with the other countries of the 
Mahgreb. He expressed appreciation of the contribution made by WHO and UNICEF and his support for the 
draft resolution under consideration. 

Mr CHEBARO (Lebanon) thanked the Director-General for his report and expressed his country's full 
commitment to WHO's programmes. With the assistance of the Regional Office for the Eastern 
Mediterranean, considerable efforts had been made to improve sanitation and progress towards the elimination 
of diseases. No cases of poliomyelitis had been recorded since the beginning of 1990. Immunization coverage 
percentages were 80% for poliomyelitis, 40% for measles and 40% for tetanus. 

The meeting rose at 17h25. 



TENTH MEETING 

Wednesday, 12 May 1993，at 9h00 

Chairman: Dr M. SIDHOM (Tunisia) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the 
Agenda1 (Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POLICY MATTERS: Item 18.2 of the Agenda (Document EB91/1993/REC/1, Part II， 
Chapter II) (continued) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation 
Section 4) (continued) 

Disease prevention and control (programme 13) (Document PB/94-95, pages B-187 to B-262) 
(continued) 

Programme 13.1: Immunization (Resolution EB91.R7; (Documents PB/94-95, pages B-188 to 
B-192, and A46/123) (continued) 

Dr GUERRA (Nicaragua) said that his delegation fully endorsed the draft resolution contained in 
resolution EB91.R7 on the eradication of poliomyelitis. It appreciated the efforts of WHO, UNICEF and 
Rotary International which, in conjunction with local communities, had helped his country remain free from 
poliomyelitis since 1981，with an immunization coverage of more than 80% for children. 

Those achievements had been based on a threefold approach: regular analyses of surveillance indicators 
for acute flaccid paralysis; maintenance of 80% immunization coverage for infants under one year of age 
throughout the country; and implementation of a vaccine census as a means of strengthening systematic 
vaccination. 

The successful outcome and the strengthening of epidemiological surveillance would not have been 
possible without the firm support of international organizations. 

The CHAIRMAN said he wished to congratulate Rotary International, which would be receiving on the 
following day the gold medal for health for all in recognition of its outstanding contribution to the eradication 
of poliomyelitis. 

Dr KELLER (Rotary International), speaking at the invitation of the CHAIRMAN, said that at their 
1988 international convention Rotarians had learned of the resounding success of their fund-raising campaign 
"PolioPlus", which had raised nearly twice the campaign goal of US$ 120 million. Rotary International had 
pledged itself to use those funds to supply all the poliomyelitis vaccine needed, for up to five consecutive years, 
to any developing country so requesting. Nearly 100 countries had received PolioPlus grants thus far. 

In response to resolution WHA41.28, governments and private-sector partners, led by Rotary 
International, had rallied to work towards the goal of global eradication of poliomyelitis. The draft resolution 
recommended in resolution EB91.R7 was even more significant because the goal was so close at hand. It 
contained a sound global plan of action and would undoubtedly strengthen even further joint public and private 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
3 Document WHA46/1993/REC/1, Annex 10. 

- 1 2 7 -



128 FORTY-SIXTH WORLD HEALTH ASSEMBLY 

efforts to eradicate poliomyelitis. The necessary technology and strategies were available and had been proved 
successful. For the first time, no cases been detected in the Americas for a period of 20 months. 

The long-term benefits of eradication would be enormous. The funds once allocated to prevention, care 
and rehabilitation could be used for other equally worthy causes. Efforts to eradicate poliomyelitis would also 
help countries strengthen their disease surveillance systems and improve their preventive health programmes. 

There was increasing collaboration between governments, international organizations, nongovernmental 
organizations and private-sector partners. The combined resources and expertise of all those associates were 
essential for eradication; such collaboration also provided a model approach for a wide variety of measures 
for health, education and welfare. 

Rotary International had adopted policies that were in harmony with the global plan of action outlined in 
the draft resolution. The remaining funds from the PolioPlus campaign would be used for further 
immunization programmes, including national immunization days, outbreak response and mop-up activities. 
Rotary International was committed to strengthening laboratory support systems and was particularly active in 
disease surveillance operations. Rotary clubs throughout Latin America were working closely with ministries of 
health in promoting public involvement and acting as reporting units for surveillance systems. 

Rotary Internationars immunization efforts were no longer restricted to developing countries. 
Immunization levels for preschool children in the United States of America were alarmingly low, and Rotary 
International planned to become an active partner in social mobilization there and in other industrialized 
nations. 

In reaffirming its commitment to poliomyelitis eradication, the Health Assembly would be sustaining one 
of humanity's most precious dreams. 

Dr VOUMARD (United Nations Children's Fund) said that WHO, the Region of the Americas and the 
Western Pacific Region should be strongly commended for their progress towards eradicating poliomyelitis, 
demonstrating that the goal of full eradication by the year 2000 was realistic. 

Eradication in the Americas had been the result of national mobilization combined with genuine and 
effective coordination between WHO, UNICEF, USAID, Rotary International，the Inter-American 
Development Bank and CIDA. That coordination could serve as an example for action in other regions. 

Activities to eradicate poliomyelitis should be used to strengthen immunization services as a whole and 
to develop policies for the control of other target diseases. In countries where immunization coverage 
remained low, achieving and sustaining a level of 80% by 1995 in all districts should be the goal for the three 
disease-specific targets: reduction of mortality and morbidity from measles; elimination of neonatal tetanus; 
and eradication of poliomyelitis. 

Despite its shrinking resources, UNICEF would strive to mobilize approximately US$ 100 million 
annually during the 1990s for immunization activities. Governments with the capacity to do so would be 
encouraged to increase gradually their share in, and eventually take over, the financial responsibility for their 
immunization programmes. Through the Children's Vaccine Initiative, UNICEF was working closely with 
WHO and other partners to ensure a supply of adequate, high-quality and affordable vaccines throughout the 
current decade. Four main strategies would be used: continuing dialogue and negotiation with vaccine 
suppliers to persuade them to provide vaccines at affordable prices; helping countries with the capacity to 
produce vaccines to become self-sufficient; facilitating through the Vaccine Independence Initiative the 
procurement of high-quality and affordable vaccines on behalf of governments; and mobilizing the donor 
community to provide greater resources for the procurement of vaccines，including additional oral vaccines to 
sustain, develop and expand poliomyelitis-free zones in the Region of the Americas and the European and 
Western Pacific Regions and in selected countries in other regions，as an intermediate step towards global 
eradication. 

In the Western Pacific Region, where the target of eradication had been set for 1995, UNICEF national 
committees in Hong Kong and Japan had started to raise funds to purchase additional oral vaccines. 

In addition to its traditional role of providing supplies and operational support, UNICEF was also 
placing more emphasis on improved management systems to increase cost-effectiveness and strengthen disease 
surveillance. Special attention would be paid to the active promotion of new approaches to ensure programme 
sustainability. In Benin，for example, the Bamako Initiative had helped to integrate immunization on a daily 
basis into primary health care and to maintain a high level of routine immunization coverage. 

The main challenges were threefold: sustaining the political will to reach the stated goals; mobilizing 
additional funds to ensure adequate vaccine supply; and promoting effective coordination to avoid duplication 
of efforts and make the best use of the limited resources. 

UNICEF welcomed the draft resolution recommended in resolution EB91.R7. 



COMMITTEE A: ELEVENTH MEETING 129 

Dr HAN (Regional Director for the Western Pacific) said that efforts to eradicate poliomyelitis by 1995 
in the Western Pacific had begun to bear fruit: the number of reported cases had fallen from 2615 in 1991 to 
1890 in 1992, the lowest annual figure recorded thus far. 

Surveillance operations had improved in quality and in speed of reporting. Over 50% of suspected cases 
currently received full investigations, which included laboratory specimen collection and case confirmation 
analysis. Countries that were still reporting cases had maximized the use of their limited supplies of oral 
vaccine to reach as many children as possible with supplementary doses. 

The strategy of supplementary immunization, which had been developed in the Region of the Americas, 
had been applied with success in the Western Pacific Region. Using that approach, the number of cases in one 
Chinese province had decreased from 284 in 1990 to 14 by the end of 1992. The Philippines was the first 
country in the Region to conduct national immunization days throughout the country. The first, which had 
taken place in April 1993，had resulted in successful coverage of 15 million children and mothers, including 
more than 90% of the target population of children under five years of age. The second national 
immunization day would take place in May 1993. 

Governments and international agencies were demonstrating their firm commitment to eradication 
efforts in the Region. Yet, despite the progress made thus far, major problems remained. The recent 
outbreaks of poliomyelitis in the Netherlands and Malaysia showed that poliomyelitis-free countries still risked 
importing the disease. The funds required to investigate and control outbreaks in those countries might have 
been more usefully spent on global eradication. 

Eradication of poliomyelitis was no longer a scientific problem as the technical knowledge and tools were 
already available. The success or failure of efforts to eradicate the disease was fundamentally a question of 
allocating adequate resources, in particular for the oral vaccines needed to carry out supplementary 
immunization activities. Many governments, bilateral and multilateral agencies, and nongovernmental 
organizations had begun to provide oral vaccine, and he wished to thank them for their valuable contributions. 
Nevertheless, in order to implement an optimal supplementary immunization strategy, an additional 
531.4 million doses, costing US$ 37.3 million，would be required. In case that target could not be met, the 
Technical Advisory Group had elaborated a modified supplementary immunization strategy, lowering the target 
age from five to four years and reducing the target areas to be covered, but that would stDl require an 
additional 221.8 million doses at a cost of US$ 10.1 million. 

The success in the Western Pacific did not mean that the international community could let down its 
guard. Indeed, it was even more important to act at a time when poliomyelitis was at its lowest level of 
incidence. Otherwise, it could rebound and spread both in countries reporting cases and in those free of the 
disease. The countries of the Western Pacific in which the disease was endemic were doing their share by 
increasing domestic vaccine production and allocating more funds to purchase them. He appealed to the 
international community to help by contributing vaccines or providing funds to purchase them. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) said that the Member States of the 
Region had, through resolutions adopted at the regional level and activities under the Expanded Programme 
on Immunization, demonstrated their commitment to eradicating poliomyelitis from the Region by the year 
2000. WHO's Eastern Mediterranean Region was working jointly with UNICEPS Middle East and North 
African offices. 

The Region was making good progress towards the eradication of poliomyelitis. Two areas - the 
Maghreb Union countries and the Gulf countries - were currently reporting either no cases or very few. Cases 
were being detected early and transmission was being controlled. Those areas should become 
poliomyelitis-free in the near future. 

A less obvious success was the case of Egypt which，with support from the highest political levels, had 
developed an intensive programme of supplementary immunization and an increasingly effective surveillance 
system, monitored through a special control room. Reports had indicated marked improvements in case 
detection and reporting. 

Egypt, Jordan，Libyan Arab Jamahiriya, Morocco, Oman, Syrian Arab Republic and Tunisia had 
implemented nation-wide mass supplementary immunization. More limited campaigns had been organized in 
other countries. 

As a result of the increased level of professionalism in the Region, the number of cases reported had 
steadily declined, from 12 667 in 1980，with poor surveillance，to 2035 in 1991，with improved surveillance. In 
1992 there had been 1478 cases, 1300 of them reported from just two countries，Egypt and Pakistan. 

The laboratory network was providing increasing support to surveillance activities. Regional reference 
laboratories in Pakistan, Egypt and Tunisia were providing vital diagnostic services to national laboratories and 
to field staff. Failure to conduct a virological investigation of detected cases of acute flaccid paralysis would 
soon become unacceptable. 
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A number of problems still had to be solved to reach the goal of complete eradication. After the wave of 
enthusiasm, as well as the pressure exerted on Member States, for high immunization coverage by 1990, there 
had been a fall in coverage levels in the past two years，though they remained far above those of previous 
years. That trend must be reversed. Surveillance was improving only slowly, although the recent rapid 
assessments by joint national and WHO teams in nine countries of the Region would probably have a very 
positive effect. It was vital to quantify surveillance by using performance indicators and ensuring timely and 
complete investigations and responses. The immunization programme was also hindered by vaccine shortages. 
In Pakistan, the most populous country in the Region, the introduction of supplementary immunization had 
been delayed by at least one year because of lack of funds to purchase vaccines. The Regional Office had 
developed a strategy to ensure regional self-reliance and self-sufficiency in vaccine production; all 
vaccine-producing institutes had agreed on a plan of action to coordinate production so that shortages could be 
reduced. It was regrettable that conflicts in several Member States were making it difficult or impossible to 
carry out routine and supplementary immunization and surveillance activities. 

He reaffirmed the Region's commitment to the eradication of poliomyelitis. In particular, it was striving 
to achieve a poliomyelitis-free zone in the Mediterranean, where only Egypt was reporting significant numbers 
of cases, and in the Arabian peninsula, where only Yemen was still suffering from endemic poliomyelitis. 

Countries should not miss the valuable opportunity offered by surveillance to develop national disease 
control systems based on early and competent detection combined with investigation and control of cases. 

As had already been demonstrated at subregional meetings，great benefits could be gained from 
coordination between countries and from viewing disease control as an epidemiological issue rather than 
simply as a national responsibility. 

Dr KNOUSS (Regional Office for the Americas) said that, although it could not yet be stated for certain 
that poliomyelitis had been eradicated in the Americas, no cases had been recorded in the Region for more 
than 20 months. That situation was the result of eight years of continuous work and an expenditure of nearly 
US$ 600 million，more than 80% of which had been contributed by the Latin American and Caribbean 
countries. 

That extraordinary mobilization effort demonstrated the power of will and determination even in the face 
of poverty and crises. Genuine and effective international coordination between the Regional Office and 
several partners, including Rotary International, UNICEF, the Inter-American Development Bank, CIDA and 
USAID, had greatly helped to achieve the eradication targets. He expressed his gratitude to all those partners 
and extended special thanks to Rotary International. 

While vaccination coverage was indispensable，an adequate system of surveillance, backed up by an 
effective system of diagnostic laboratories, was equally important. Without good surveillance, vaccination 
campaigns might not bring about the desired results. In the case of poliomyelitis eradication, surveillance was 
particularly important to ensure that the circulation of wild strains of the virus had ceased and that the disease 
had been fully eradicated. In the Latin American and Caribbean countries alone, over 21 000 surveillance 
units were currently reporting weekly on flaccid paralysis and other symptoms suggestive of poliomyelitis. 

Experience in the Region had shown that decentralization, admittedly a courageous step，resulted in 
more efficient and effective operations. Central coordination to promote and mobilize resources and ensure 
standardization was certainly very important. But in operational terms, decentralization of responsibility for 
local action turned out to be the best way to proceed. The targeted or vertical approach of the Programme, 
designed to guarantee high vaccine coverage rates at the local level, was necessary as long as permanent health 
service delivery systems were not strong enough to ensure that all children had access to immunization 
services. At the same time, immunization programmes should be carried out so that they contributed to 
strengthening those delivery systems. 

At the current stage it would be foolish for the Region of the Americas to rest on its laurels; it must 
keep up its efforts until global eradication had been achieved. Meanwhile, it remained willing to share its 
experience with other regions in reaching their eradication targets. 

To eradicate poliomyelitis was not the only goal of the Expanded Programme on Immunization in the 
Region of the Americas, which had also made great strides towards eliminating neonatal tetanus and measles. 
In Cuba and in the English-speaking Caribbean there had been no measles cases since 1989，when campaigns 
had been launched to vaccinate all children under 15 years of age. Similar campaigns were in progress in the 
countries of Central America, and had been completed in Chile and Brazil. 

The Regional Office estimated that it would take approximately two years to complete the vaccination of 
all children under 15 years of age in the Region. The epidemiological surveillance and expertise gained 
through that effort should determine whether mass immunization would in fact put an end to the threat from 
poliomyelitis, and it was hoped that would be only one of many successes against such scourges. 
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Dr MONEKOSSO (Regional Director for Africa) said that the African Region had had many problems 
in achieving high immunization coverage, owing to its large size and diverse geography, the low population 
density in some areas and the relatively incomplete health infrastructure in several countries. Nevertheless, 
coverage had reached 58% by 1991，owing largely to the acceleration of the Expanded Programme on 
Immunization which had begun in 1986. In 19 countries, coverage with three doses of poliomyelitis vaccine 
now exceeded 75%. Significant disease reduction had been achieved: in 1991, 14 countries had reported zero 
cases of poliomyelitis, compared with only three countries in 1985, and most of the cases still reported came 
from just four countries. The Regional Office currently received a monthly notification of reported cases. In 
order to confirm that the reduction was real and not the result of bad case detection or reporting, WHO, with 
national health workers and support from UNICEF and Rotary International, had conducted rapid assessments 
of surveillance in five countries which had reported zero cases, and it had been shown that, while the 
surveillance systems were not perfect, the level of poliomyelitis transmission in those countries was either very 
low or nonexistent. The countries which had reported zero cases were largely clustered in the north and the 
south of the Region, constituting poliomyelitis-free zones which would provide a basis for expansion. Four 
countries in eastern Africa had reported a very low incidence, and Congo and Rwanda appeared to be very 
close to interrupting transmission of the disease. 

The Regional Office had conducted a number of laboratory training courses in both English-speaking and 
French-speaking countries, including Ghana and Central African Republic. The staff trained during those 
workshops would form the basis of the future laboratory network. 

The present high level of cooperation between African Member States, UNICEF, Rotary International, 
multilateral agencies and bilateral donors must be maintained if initiatives such as the poliomyelitis eradication 
campaign were to succeed efficiently and rapidly. At a recent meeting of donors and African nations in Dakar 
the hope had been expressed that poliomyelitis would be eradicated by the end of the century and that 
neonatal tetanus and dracunculiasis would be eliminated by 1995. 

Dr VIOLAKI-PARASKEVA (Greece) noted that some speakers had described their countries' 
difficulties in procuring and affording sufficient quantities of effective and safe vaccines. Speakers had also 
referred to hepatitis В vaccination, and paragraph 13 of the programme statement, which dealt with planned 
activities for the Regional Office for the Eastern Mediterranean stated that countries with a carrier prevalence 
rate of 8% or more would integrate hepatitis В vaccination into their national immunization programmes. 
What guidance did WHO offer to countries with a lower carrier prevalence rate? Another major problem was 
the hi¿i cost of hepatitis В vaccine. 

Dr HENDERSON (Assistant Director-General) thanked the delegates for their comments, especially the 
suggestion that WHO might make more use of the initiative for providing intensified support to countries and 
peoples in greatest need in the effort to eradicate poliomyelitis. 

Several delegates had mentioned the Children's Vaccine Initiative, a joint effort by WHO, UNICEF, 
UNDP, the World Bank and the Rockefeller Foundation to develop new and better vaccines against diseases 
of major public health importance and promote a global system for production, quality control and financing. 
At present, the Initiative was still at an early stage, and the Secretariat would keep the Health Assembly 
informed of its progress. 

He paid tribute to the memory of Dr Albert Sabin，a major figure in research into poliomyelitis, who had 
died in March 1993. Dr Sabin, of Polish origin, had become interested in poliomyelitis as a result of an 
epidemic of the disease in New York in 1931, and his research had eventually led to the development of a safe 
and effective oral vaccine based on an attenuated live virus. He had made the "Sabin strains" of the vaccine 
freely available to all producers, and in 1972 he had donated them to WHO in order to increase their 
availability in developing countries. He had also contributed to research into other infectious diseases, 
including measles, sandfly fever，dengue, toxoplasmosis and viral encephalitis. 

Dr KIM-FARLEY (Expanded Programme on Immunization), speaking about the adaptation of 
poliomyelitis eradication strategies to the least developed countries，said that they were designed to build upon 
and strengthen primary health care delivery systems, disease surveillance, laboratory services and rehabilitation. 
The Expanded Programme on Immunization was working to establish systems of disease surveillance and 
decentralized planning and decision making which would benefit countries，as a lasting legacy of poliomyelitis 
eradication. However, the persistence of any areas of wild poliovirus transmission could jeopardize the entire 
global eradication effort. Dealing with such areas would require the assistance of the world community, in the 
form of vaccines and human and other resources, to reduce the strain on local resources and, ultimately, 
benefit all countries by eradicating poliomyelitis completely and removing the need for immunization 
campaigns against the disease. 
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The goal of poliomyelitis eradication would be attained only if the statements of support made by 
delegates to the Health Assembly were translated into political will and adequate funding. He invited all 
concerned to redouble their efforts to ensure that the eradication of poliomyelitis would be a gift to the 
children of the twenty-first century and would take its rightful place as an historic accomplishment of WHO 
and its Member States. 

On the subject of hepatitis В immunization, he said that 42 countries had adopted a policy of universal 
childhood immunization against the virus. More than half the 24 national programmes for which data were 
available had reported over 80% coverage with the third dose of the vaccine. The main obstacle to inclusion 
of hepatitis В vaccine in immunization programmes was its high cost: even at approximately US$ 3 for the 
three doses needed for each child, it was still beyond the reach of many developing countries. Nevertheless, 
nine Indian Ocean countries had recently launched an effort to immunize all newborn infants against 
hepatitis B. The Expanded Programme was working to promote the inclusion of hepatitis В vaccination in 
national immunization programmes, using strategies similar to those used to overcome the crisis in the funding 
of current vaccines. 

In reply to the point raised by Dr Violaki-Paraskeva, he said that the Programme's Global Advisory 
Group had recommended that countries with a carrier prevalence rate of 8% or more should introduce 
universal child immunization against hepatitis В by 1995. Countries with a lower carrier prevalence rate should 
try to introduce immunization by 1997, although alternative strategies to universal child immunization might be 
considered if the rate was less than 2%. 

The CHAIRMAN invited the Committee to approve the draft resolution recommended by the Executive 
Board in resolution EB91.R7. 

The draft resolution was approved.1 

Programmes 13.3 and 13.5: Integrated control of tropical diseases; and Tropical disease 
research (Resolutions EB91.R3 and EB91.R4; Documents PB/94-95, pages B-193 to B-209, A46/7,2 

and A46/83) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) introducing Programme 13.3, 
Integrated control of tropical diseases，said that the Board had commended the success of the Ministerial 
Conference on Malaria, held in Amsterdam in October 1992. However, the implementation of the global 
malaria control strategy would require the sustained attention and support of Member States and WHO, and 
close coordination between the health sector and other sectors. The strengthening of capacities for malaria 
surveillance, control and research, required for the preparation or reorientation of malaria control 
programmes, would call for extrabudgetary support. She drew attention to the draft resolution recommended 
by the Board in resolution EB91.R4. 

Regarding leprosy, the Board had noted the increased coverage with multidrug therapy, which would 
provide a solid foundation for the elimination of the disease as a public health problem by the year 2000. In 
regard to Chagas disease, the Board had supported the initiative launched by the ministers of health of the 
Southern Cone countries in the Region of the Americas and expressed the hope that transmission of the 
disease would be interrupted within a few years through vector control and the screening of blood used for 
transfusions, which could also help to prevent other diseases such as AIDS，syphilis and hepatitis. The efforts 
of the poorest countries, such as Bolivia and Paraguay, would require supplementary external aid. 

The Board had noted the rapid spread of dengue and dengue haemorrhagic fever into previously 
unaffected areas, leading to income loss for the individual and major economic problems for the areas 
concerned. The Board had recommended for consideration by the Committee, a draft resolution contained in 
resolution EB91.R3, calling for the development of a global dengue control strategy. 

Finally, the Board was satisfied with the focus of programme 13.5, Tropical disease research，particularly 
the emphasis on entomology in malaria research and on training of local staff in programme implementation. 

Dr WILLIAMS (Nigeria), considered that programme 13.5, Tropical disease research, had carried out its 
work with competence, economy of resources and transparency, resulting in the introduction of effective 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.33. 
2 Document WHA46/1993/REC/1, Annex 9. 
3 Document WHA46/1993/REC/1, Annex 8. 
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disease control tools and the strengthening of research capabilities in many developing countries. The 
programme relied largely on extrabudgetary funding and deserved additional funds from the regular budget. 

Some years before, Nigeria had suggested that WHO should try to negotiate a reduction in the price to 
developing countries of praziquantel, an effective and safe drug against schistosomiasis. He would be glad to 
know the outcome of WHO's discussions with the manufacturer of the drug, the German pharmaceutical 
company Bayer. Such negotiated price reductions would both benefit developing countries where the disease 
was endemic and lead to increased sales for the pharmaceutical industry. 

Dr NGO VAN HOP (Viet Nam) said that about half the population of his country lived in malaria-
endemic areas, and over 4000 people had died of the disease in 1991. Plasmodium falciparum resistance to 
chloroquine stood at 84.6%, and a large proportion of vectors in the coastal plain area were resistant to DDT. 

Malaria control was the second highest priority of the Government health programme. In 1992, the 
Government had invested US$ 3.3 million in the malaria control programme and had decentralized operations 
to the provincial or district level. It had also established 419 mobile epidemiological surveillance teams and 
financed the malaria control activities of over 2000 workers in high-risk areas. Some 4.5 million people had 
been treated with antimalarials, 4.2 million had been protected through DDT application, and 12 million were 
protected by permethrin-impregnated bednets. The country was also producing large quantities of artemisinin. 

Malaria outbreaks and mortality from the disease had been reduced, but the country needed more 
external aid to stabilize the malaria situation, since government funding covered only 50% of the control 
programme. 

Dr ALVAREZ DUANY (Cuba) said that financial constraints were the main obstade to the fîght 
against tropical diseases, but better cooperation between countries was also required. As indicated in 
paragraph 6 of document A46/8’ Cuba had suffered in 1981 a terrible epidemic of dengue, which had affected 
more than 300 000 people. He would not speculate as to how the disease might have entered the country, nor 
dwell on the criminal blockade which had prevented Cuba from importing drugs and vector control requisites; 
the epidemic had been overcome, at vast economic cost and by employing the full resources of the State. As a 
result, Cuba now had a strong system of epidemiological surveillance，highly trained professionals and 
technicians, and laboratories of international repute. Despite its poverty, his country was determined to share 
its experiences, research and technical and laboratory facilities with other countries and organizations in the 
Region, both for dengue and for other tropical diseases. Nevertheless, the country's growing poverty meant 
that its programme for tropical disease control still required the financial, technical and operational support of 
various agencies at the country and regional level. 

Mr MORTENSEN (Denmark) said that the low budget allocation for the tropical disease research 
programme did not adequately reflect its importance. In his opinion, the regular budget allocation for the 
programme should have been increased. 

Professor MANCIAUX (France) said that his country had been the major sponsor of the Ministerial 
Conference held in Amsterdam in 1992. France was providing training and funding research activities in a 
large number of African countries, in line with the recommendations of the Executive Board and with its own 
cooperation policy which gave priority to Africa. Such bilateral cooperation constituted follow-up to the 
Amsterdam Conference，which France would like to see further developed and shared by other countries. 
Even if a malaria vaccine became readily available, financial and organizational problems would remain and 
the strategies outlined in the proposed programme budget, to which immunization might be added in due 
course, should be continued and incorporated in a coherent overall programme. However, extrabudgetary 
funds for combating malaria showed a marked reduction for the biennium 1994-1995. He hoped that that 
merely represented a delay, and that the substantial funds still required to eradicate malaria would be made 
available. ‘ 

Dr OSAWA (Japan) welcomed the World Declaration on the Control of Malaria adopted by the 
Ministerial Conference hosted by the Netherlands in 1992. The Declaration demonstrated WHO's leadership 
in that field, and provided a basis for the enhancement of its programme. 

As regards implementation of the programme, he was in favour of closer cooperation between research 
development and its application at field level, and was consequently pleased to note that collaboration between 
the relevant technical programmes was under way. He proposed that the Secretariat should develop a further 
detailed plan of action，and endorsed the relevant section of the proposed programme budget. 
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Dr THONTIRAVONG (Thailand) expressed appreciation of the new initiative to prevent and control 
dengue and dengue haemorrhagic fever, reflected in resolution EB91.R3 and document À46/8，and of the 
support of the Regional Office for South-East Asia for country activities. 

Thailand, together with other South-East Asian countries, continued to be an endemic area for those 
diseases and had suffered the biggest outbreak of dengue haemorrhagic fever in its history in 1987. It had 
succeeded in reducing the mortality rate from 12% of hospitalized cases in 1960 to about 0.5%, through 
increased public awareness and intensified monitoring at the home level Thailand was promoting a 
community approach to the reduction of breeding sites of the mosquito vector，with activities to motivate 
schoolchildren and their parents; an impending epidemic had thereby been thwarted in 1992. 

He welcomed the development of a candidate live attenuated tetravalent dengue vaccine. He hoped that 
it would successfully complete phase III trials and be produced on an industrial scale. 

He supported the draft resolution recommended by the Executive Board in resolution EB91.R3, but 
wished to propose the following amendments: 

(1) The fifth preambular paragraph should read: 

"Recognizing that although there are positive developments in dengue vaccine research，including 
the successful completion of formal Phase I and II clinical trials using a live, attenuated, tetravalent 
candidate vaccine, and acknowledging that while manufacturing for Phase III efficacy testing is 
proceeding, a vaccine however is not yet available for public health use;". 

(2) In subparagraph 2(2) the words "vector monitoring" should replace "surveillance, epidemiological 
and laboratory services". 

(3) A new subparagraph 2(3) should be inserted, reading: "to expand diagnostic capabilities and 
strengthen clinical and epidemiological surveillance for dengue and dengue haemorrhagic fever to better 
define their distribution and burden;" and the existing subparagraphs 2(3) to 2(5) renumbered 
accordingly. 

(4) Subparagraph 2(4)，which would become 2(5)，should read: "to increase numbers of well trained 
staff at all institutional levels for the planning and implementation of dengue operations and reduction of 
mortality through improved clinical management;". 

(5) Subparagraph 2(5), which would become 2(6)，should read: "to strengthen research on the 
pathophysiology of dengue infections; to improve community health education; to encourage health 
promotion and better hygiene; and to increase awareness and the capacity for action at the community 
level;H. 

(6) A new subparagraph 2(7) should be inserted, reading: "to facilitate Phase III field efficacy trials, 
testing candidate dengue vaccines." 

Professor MULLER (Netherlands) said that the establishment of the Division for Control of Tropical 
Diseases, the composition of which mirrored that of the Tropical diseases research programme, appeared to 
have been a success, and had been conducive to close cooperation between the two. 

The Netherlands was pleased to have hosted the Ministerial Conference on Malaria in October 1992 and 
hoped that its aim of soliciting technical and financial support for renewed efforts towards malaria control in 
all endemic countries would be achieved, although it was too early to pass judgement on the success of the 
Conference. 

Budgetary provisions for the 1994-1995 biennium for malaria in particular and parasitic diseases in 
general, including dengue, were not very encouraging, showing a decrease in real terms at all levels in 
comparison with 1992-1993. Unless WHO and the endemic countries were now able to present convincing 
arguments to solicit external support, there was a danger that momentum might be lost. The Netherlands was 
already responding at multilateral and bilateral levels. It was, however, concerned at the fact that the regular 
budget allocation for malaria had actually been reduced in real terms for the forthcoming biennium. 

He asked how many leprosy cases in all were being treated with multidrug therapy, and whether the 80% 
target had been reached. In any event, progress had been dramatic and it was crucial that efforts should be 
maintained with the end of leprosy as a public health problem apparently in sight. 

With reference to paragraph 15 on page B-194 of document PB/94-95, which indicated a significant 
increase in morbidity and mortality due to leishmaniasis, he said that there was little mention of successful 
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control programmes anywhere in the world. The proposed institution of an international registry for assessing 
incidence and prevalence of leishmaniasis was therefore of great importance, particularly with a view to 
predicting where interactions between leishmaniasis and HIV infections were likely to take place. He 
supported the draft resolutions on malaria control and dengue prevention and control. 

Concerning programme 13.5, the increasing focus on the application of the results of research on tropical 
diseases in their control constituted a commendable shift of emphasis conducive to the goal of developing new 
tools for control which were applicable, acceptable and affordable. WHO was in a position to provide a good 
example of the necessary cooperation between researchers and those engaged in control operations through 
close collaboration between the tropical disease research programme and the Division of Control of Tropical 
Diseases. 

The Netherlands welcomed the involvement of the tropical disease research programme in the initiative 
for management of the sick child and in the establishment of a product development unit, and supported the 
emphasis on research capability strengthening. 

Dr CICOGNA (Italy) said that tropical disease control required greater efforts, despite the progress 
achieved in developing new tools and methods of prevention, diagnosis and treatment and in assessing the 
feasibility of integrated control measures. 

The prospect of eradication of dracunculiasis in some countries was most encouraging. Among tropical 
diseases, malaria remained the major threat to health and still constituted one of the main causes of child 
deaths in tropical Africa. The strategy for its control had been outlined at the Amsterdam Conference in 1992, 
and the World Declaration on the Control of Malaria reflected the commitment of Member States to that goal. 
Italy accorded high priority to malaria control，and would continue to support WHO as well as promoting 
bilateral programmes in Africa. In order to achieve the expected results, appropriate changes in WHO's 
structure should be rapidly implemented, so as to enable the Organization to take concrete action in assisting 
Member States. 

With regard to leprosy, since the adoption in 1991 of resolution WHA44.9, which declared a commitment 
to the elimination of the disease as a public health problem by the year 2000，the situation had improved 
considerably, thanks to an increase in multidrug therapy coverage. The target could be achieved, provided that 
control activities were intensified and maintained. 

Dr DAVIS (United States of America) commended WHO on its successful efforts in convening the 
Ministerial Conference on Malaria. However, the task had just begun and several challenges remained, 
requiring sustained support from Member States and WHO. The latter should develop a consensus plan of 
implementation, assuring adequate coordinating mechanisms for donors and sustained assistance to regional 
and national control initiatives. If such efforts were to be effective, they had to be integrated with other 
prevention and care management services. 

He asked the Secretariat how the resource needs for malaria prevention were affected by the integration 
of malaria interventions into general health services, and whether WHO had met the challenge of integrating 
its own operations across divisions, thereby avoiding any unnecessary duplication. Further, at country level, 
how did projected estimates reflect the impact of integration on malaria needs? The Ministerial Conference 
had constituted a promising start, and WHO should ensure that the momentum was not lost. He accordingly 
supported the draft resolution. 

Dengue was the most important arboviral disease affecting humans, with an estimated 40 million 
infections annually. Its incidence and distribution had increased dramatically during the past 15 years and 
dengue haemorrhagic fever was a leading cause of death among children in South-East Asia. Uncontrolled and 
unplanned urbanization, changing life-styles, increased air travel and lack of effective mosquito control had 
been responsible for its emergence as a serious public health problem in the 1980s. There were currently no 
tested vaccines for the control of dengue viruses and prevention depended upon vector control, with expensive 
and increasingly ineffective insecticides. The United States of America supported the approach outlined by 
WHO to developing a global strategy, involving community-based programmes. 

He noted the modest scale of regular budget funding，and thought that more innovative means should be 
sought for the execution of the programme. He supported the draft resolution with the amendments proposed 
by the delegate of Thailand. 

Dr BASSIRI (Islamic Republic of Iran) said that malaria control required innovative and comprehensive 
research, as well as increased international collaboration, since the old methods were ineffective and the 
disease was not confined to particular infected areas. Malaria constituted a problem in Iran and some 
neighbouring countries, although, thanks to an accelerated programme integrated into the primary health care 
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network, incidence had decreased dramatically in 1992. A meeting of representatives of affected countries in 
the Region had been proposed, to establish clear guidelines for a joint approach to persistent problems. 

Mr MISRA (India) said that India fully supported the World Declaration adopted at the Amsterdam 
Conference and called for vigorous action to implement it. However, there was a risk that, in the absence of 
the necessary follow-up, on which there were no clear instructions, the Declaration might remain a pious 
statement of intent. There had been no indication of an institutional mechanism to ensure that 
recommendations were implemented. That question should be considered by the Secretariat. 

In India, malaria was still a major health problem, which was addressed by one of its oldest programmes, 
set up in 1953. There had been dramatic success initially, followed by a resurgence of the disease later on. In 
1976 India had launched a modified plan of operations, and by 1984 it had brought down the level of 
prevalence to approximately two million cases a year. However, there had since been a rise, without any 
significant improvement thereafter. New areas of concern were: the rise in cases of P. falciparum malaria, 
with increasing fatalities; the growing resistance of vectors to insecticides and of parasites to conventional 
drugs; and a dramatic increase in malaria in areas inhabited by tribal populations. Strong international 
support was needed. 

He proposed a four point agenda, covering the following issues: (1) intensified research; (2) the 
mobilization of international forces to deal with malaria in endemic countries; (3) an examination of and 
improvement in the delivery system, to ensure optimum use of resources; and (4) the setting up of a proper 
institutional mechanism to review progress and report to the Executive Board and Health Assembly from time 
to time. 

There had been a dramatic improvement in leprosy control since the introduction of multidrug therapy 
and, heartened by that success, India had decided to initiate a programme in all endemic and moderately 
endemic areas, with the assistance of the World Bank. WHO had provided valuable help in preparing the 
project，and some US$ 100 million would be made available shortly by the World Bank to assist India in 
achieving its target of completely eliminating leprosy by the year 2000. 

Dr СШМ1МВА (Malawi) said that malaria continued to be a major health problem in his country and 
was the leading cause of morbidity and mortality in children under five years of age. The socioeconomic 
effects were also very serious. In 1992 chloroquine resistance had led Malawi to recommend the use of 
suifadoxine-pyrimethamine as the first-line drug for the treatment of malaria. Treatment guidelines had been 
established and training of health workers and the health education of the public were continuing. The 
Ministerial Conference had given Malawi a new impetus in dealing with malaria, and his country endorsed the 
World Declaration on the Control of Malaria. 害 

Tropical disease research was an important programme which required an increased budgetary 
allocation. Research on the management of severe malaria cases and clinical trials of artemether had provided 
beneficial results in case management and in capacity-building at country level. Nevertheless, despite all the 
initiatives undertaken and all the international cooperation，malaria remained a major public health problem, 
especially in developing countries such as Malawi. His delegation welcomed the programme's planned 
emphasis on resource mobilization and management and commended WHO for the efforts made so far. 
However, the World Declaration on the Control of Malaria and the associated action plans should be followed 
up and implemented at the country level, with WHO providing the necessary leadership. His delegation 
supported the draft resolution recommended by the Executive Board in resolution EB91.R4. Finally, like the 
delegate of Nigeria, he wished to have some information regarding the availability of praziquantel for the 
treatment of schistosomiasis. 

Dr DE SILVA (Sri Lanka) expressed his appreciation of WHO's efforts to strengthen the capability of 
countries to undertake research on new disease control methods. However，greater attention should be given 
to research and the application of health economics in seeking more cost-effective forms of malaria control, 
and to training in health economics. WHO should also support the establishment of national mechanisms to 
promote, coordinate, direct and fund tropical disease research, including the consideration of its ethical 
aspects. An effective mechanism for the exchange of information on research findings in and among countries 
should also be established. The regular budget provision for tropical disease research should be increased. 

Dr DLAMINI (Swaziland) noted with satisfaction the integrative approach to malaria control and to the 
control of tropical diseases in general. She was，however，concerned about the decrease in real terms in the 
regular budget and in extrabudgetary resources for those activities. The Ministerial Conference on Malaria 
had given a great impetus to Swaziland's malaria control programme, and her Government endorsed the global 
malaria control strategy. She requested WHO to promote even further the concept of technical cooperation 
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among developing countries in respect of malaria. Since disease knew no boundaries, countries had to work 
more closely together. For example，over the years a drastic reduction in the number of malaria cases had 
been achieved in Swaziland, but at present most of the cases that occurred were imported from neighbouring 
countries. 

Dr MAYNARD (Trinidad and Tobago) said that，although the presence of Chagas disease in her 
country had been suspected for several years，the occurrence of clinical cases had been confirmed only recently. 
Action was being taken to identify the causative factors and to determine the incidence of the disease in the 
population as a whole, as well as the groups at greatest risk. The disease was placing additional burdens on 
the health services, particularly in respect of the protection of blood supplies against Trypanosoma cruzi, the 
improvement of diagnostic skills, the provision of test kits, and the need for public education. Her 
Government therefore wished to collaborate with other countries in the Region of the Americas and with 
РАНО so that it could deal effectively with the problem. 

Her delegation welcomed the support given to the tropical disease research programme. However, as 
with the programme on AIDS and other sexually transmitted diseases, there was considerable reliance on 
extrabudgetary resources and a decrease in the funding from the regular budget. Paragraph 29 of the 
programme statement indicated that the overall budget was tentative, subject to change and dependent on the 
recommendations of the Scientific and Technical Advisory Committee. A clearer explanation of the procedure 
for the allocation of resources for the programme would be appreciated. 

Various strains of the dengue virus had been circulating in Trinidad and Tobago. Although the main 
vector was Aedes aegypti, the threat of the introduction of A. albopictus was always present. Her Government 
had recognized that effective control of the problem must be based on community participation. At present 
her country was involved in a project funded by the Government of Italy which sought to control A. aegypti 
through an integrated programme focused on community participation, as part of the Caribbean Cooperation 
in Health initiative. Her delegation supported the draft resolutions on dengue prevention and control and on 
control of malaria recommended by the Executive Board in resolutions EB91.R3 and EB91.R4 respectively. 

Dr HOOD (New Zealand) said that her country recognized the potential worldwide health hazard that 
could be created by the spread of the mosquito Aedes albopictus, which, together with A. aegypti’ was a vector 
of epidemic dengue, in which there had been an upsurge, and of other serious diseases such as yellow fever. 
Since 1985 A. albopictus had spread to Africa, Brazil, Fiji, Italy，and Palau. It had been intercepted at the 
border in Australia, New Zealand and South Africa. It had the ability to winter in a range of habitats, 
including continental Europe. 

The used-tyre trade had been an important factor in the spread of A. albopictus, and WHO had been 
aware of that problem since 1985，although not a great deal had been done to impose controls. Her country 
exercised strict border controls, and some of its preventive measures included mosquito control at international 
airports and periodic mosquito surveys. New Zealand therefore supported the draft resolution on dengue 
prevention and control. It also urged Member States, in relation to the used-tyre trade, to export only clean 
and dry tyres, to cooperate with other States in measures to prevent the spread oiA. albopictus, to report all 
interceptions of mosquitos found in used tyres exported by other Member States, and to implement a trace-
back system to identify the source of such mosquitos. 

Dr HAJ HUSSEIN (Syrian Arab Republic) thanked WHO for its support through the Regional Office 
for the Eastern Mediterranean and for its studies on tropical diseases, particularly in the field. The funding 
for tropical disease research in the Region was, however，very limited and needed to be increased. 

Dr RODRIGUES (Brazil) said that much of Brazilian territory offered ideal conditions for the 
transmission of malaria’ including humidity，high temperatures and a wide variety of vector species. In the late 
1950s，the endemic area had covered almost 6.9 million square kilometres. With the implementation of several 
programmes, malaria had been gradually eliminated in most of Brazil, but it was still a serious problem in the 
north of the country. In the late 1960s，incidence had been reduced to such a level that it had been hoped to 
eliminate the disease from the entire country. However, the construction of new roads, new settlements and 
the exploitation of gold in the Amazon area had led to a resurgence and in 1990-1991, some 560 000 cases had 
been reported. Malaria was thus endemic but it was restricted to the Amazon area and could therefore be 
controlled. 

With the support of РАНО, Brazil had set goals for the control of malaria，the chief of which were to 
reduce mortality and morbidity rates and to avoid social and economic losses, to establish facilities for early 
diagnosis of the disease and provide treatment，to strengthen the surveillance system，and to conduct 
continuous evaluation of malaria trends，including the detection of social, environmental and economic factors 
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that might cause the disease. She suggested that WHO should disseminate information on the latest advances 
in vaccine development. Brazil supported the draft resolution recommended by the Executive Board in 
resolution EB91.R4. Her Government gave high priority to the control of malaria, Chagas disease and leprosy. 

Dr FORTES (Angola) said that his country had supported the World Declaration on the Control of 
Malaria and was fully engaged in reviewing and reorienting its national programme on the basis of the 
strategies recommended. Nevertheless, the costs estimated in the Director-General's report went far beyond 
the real capacities of most of the countries affected. For example，Angola was among those countries that 
would need over US$ 2 million annually and was thus foredoomed to fail unless WHO played its leadership 
role effectively. Moreover, the success of the strategy depended on factors that were either weak or absent in 
the developing countries. He suggested that WHO should gear its activities to the strengthening of basic 
health services that were essential for the implementation of the malaria control strategy. The social, 
economic and political disturbances in many countries made the situation even more complicated. WHO 
should therefore take firmer action to denounce all situations likely to have harmful health consequences. 
Otherwise, there would be a deterioration of the situation with regard to malaria, despite all the efforts and 
statements made. 

Dr ABU BAKAR bin SULEIMAN (Malaysia) expressed his appreciation of the emphasis given to 
malaria and dengue by the Executive Board，as reflected in the respective resolutions. Dengue was an 
increasingly serious problem for the countries of South-East Asia, and greater resources had to be mobilized to 
cope with it. His delegation supported the calls to strengthen the tropical disease research programme through 
an increase in extrabudgetary resources. It supported the draft resolution recommended by the Executive 
Board in resolution EB91.R3, with the amendments proposed by Thailand，and the draft resolution on the 
control of malaria recommended in resolution EB91.R4. 

Professor RAHMAN (Bangladesh) said that Bangladesh was one of the countries most seriously affected 
by tropical diseases such as visceral leishmaniasis, malaria, filariasis and leprosy，but the support it received 
from the tropical disease research programme was quite insignificant. In 1991 WHO had organized a 
workshop in Tunisia to develop a viable protocol for the control of leishmaniasis. Bangladesh had developed a 
protocol for a field study of visceral leishmaniasis which had been accepted but could not be funded. Owing to 
the economic depression, many developed countries had reduced their support to the tropical disease research 
programme and as a result field studies on tropical diseases in the affected countries had stopped. Laboratory-
oriented research, which was mainly confined to the developed countries，was also funded by the programme, a 
factor which further reduced the funds available for field-oriented research in affected countries. WHO should 
therefore take appropriate measures to mobilize extrabudgetary funds to support tropical disease research in 
the affected developing countries. 

Dr EMMANUEL (Singapore) said that dengue fever and dengue haemorrhagic fever had become 
diseases of major public health importance in Singapore, giving rise to great government concern. Following 
the first reported outbreak of dengue haemorrhagic fever in the 1960s，a nationwide Aedes control programme 
had been implemented in 1969. The Aedes house index had dropped markedly, from 15% to between 1% and 
2% since 1983. Nevertheless, successive epidemics had occurred since 1986，rising annually and peaking in 
1992. The predominant dengue virus isolated had shifted from serotype 2 in 1991 to serotype 3 in 1992. 
Singapore's serological surveys showed that the immunity level of the population had remained low. The 
energetic vector surveillance and control programme carried out during the past two decades had therefore 
brought about a paradoxical situation in which outbreaks of dengue and dengue haemorrhagic fever tended to 
occur more frequently and with greater intensity because of the declining herd immunity of the population. 
Experience in Singapore and other countries in the South-East Asia Region had shown that vector dynamics 
might not be the sole contributing factor in the resurgence of dengue; waning herd immunity had played an 
important role. In such a highly susceptible population, relatively low mosquito densities were capable of 
triggering outbreaks. The Singapore authorities were aware that to control dengue the full cooperation of the 
community was needed. Her delegation welcomed WHO's efforts to promote dengue prevention and control 
and supported the draft resolution, with the amendments proposed by Thailand. 

Dr DE RAADT (Division of Control of Tropical Diseases)，responding to points raised by members, said 
that the delegates of Japan and India had rightly expressed concern about the plan of action for malaria 
control and the technical and organizational aspects of its implementation. Since the Amsterdam Conference, 
regional meetings had been held in Brazzaville and New Delhi to develop recommendations for a plan of work 
in the regions. That was necessary because the strategy emphasized that malaria control had to be tailored to 
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the constraints and epidemiological requirements of each country and region, as had been confirmed by the 
two meetings held so far, whose reports would be ready before the end of the year. More regional meetings 
would follow, and in September 1993 a management group would meet to amalgamate the reports of the 
various regional meetings and to assist WHO in setting up the kind of mechanism to which the delegate of 
India had referred. Emphasis was being placed on local capability-building at country level and on the 
establishment of intersectoral mechanisms, particularly in countries where malaria control programmes were 
still geared to a vertical approach. 

The voluntary funds for the Ministerial Conference on Malaria had been raised in a very short period, 
and the positive remarks made by the delegates of donor countries at the present meeting were most welcome. 
The Secretariat was aware that the economic constraints were very serious and contributions to the programme 
were greatly appreciated. The target was to raise US$ 1.5 million for 1993, with subsequent increases. So far 
50% of that amount had been raised. 

The target for leprosy control, about which the delegate of the Netherlands had asked, had been to 
achieve a multidrug therapy cumulative coverage of 80% by the end of 1995. In fact, the programme was well 
ahead of schedule and by April 1993 a coverage of 82% had been achieved. 

As far as schistosomiasis was concerned, WHO had long been negotiating with the company that 
produced praziquantel, with a view to securing its distribution free of charge. It would be necessary, in theory, 
to treat some 200 million persons for the disease if the drug were distributed globally. However, the economic 
and commercial constraints facing producers and the increased needs were at the moment such that producers 
had difficulty in making a definite offer. A proposal had, however, been received for preferential prices, and 
negotiations were still continuing. WHO was ready to support Member States in preparing their plans and 
proposals for submission. Time would be needed, but the problems in such an important undertaking were 
appreciated. It would probably be possible to give exact details at the Forty-seventh World Health Assembly. 

In further reply to the delegate of the Netherlands, he said that guidelines for the control of 
leishmaniasis were available but there was some concern regarding the implementation of programmes in 
accordance with them. Some 350 million persons were at risk from leishmaniasis, and some 12 million were 
estimated to be infected; rapid urbanization and co-infection with HIV were factors that had caused a 
considerable rise in incidence. Leishmaniasis control in itself was not a great priority for many countries. 
However, there were several combined approaches. In Tunisia, for instance, rabies and echinococcosis control 
was combined with canine visceral leishmaniasis control, while in Bolivia there was a combined approach for 
the control of Chagas disease and leishmaniasis. 

Many delegates had referred to the integrated control of tropical diseases. As far as the integration of 
the malaria control programme was concerned, WHO preferred to use the term "health and malaria control" 
rather than just "malaria control". It had been found that countries were ready to adopt an integrated 
programme combining various disease control components. The malaria control programme was being 
strengthened and integrated in general health services in such a way that it could be easily combined with the 
control programmes for schistosomiasis, dracunculiasis and other diseases. Community participation was one 
of the main elements in the integrated control of malaria. On the technical side malaria control was combined 
with the initiative for management of the sick child, the acute respiratory infections programme, malnutrition 
and tropical disease research. Delegates could rest assured that particular attention would be paid to the 
matter. 

The insecticide monitoring programme was continuing, after having been interrupted when it had become 
too expensive to implement in Geneva. It had been found more rational to do the work in a WHO 
collaborating centre; an appropriate centre had been identified in Asia and the relevant know-how handed 
over to it. The centre was expected to be able to resume insecticide monitoring in three to four months' time. 
In the meantime, the WHO Pesticide Evaluation Scheme would continue to test new insecticides. 

The draft resolution on dengue prevention and control was necessary to enable WHO's dengue 
programme to get started. The programme for control of tropical diseases had designated one professional 
officer who would henceforth be fully concerned with dengue. It should be realized that budgetary 
responsibility for dengue was shared between the Divisions of Communicable Diseases and of Control of 
Tropical Diseases, and the regional offices would also contribute. It was estimated that voluntary funds 
required for the dengue programme would reach a maximum of US$ 1 million for the next biennium. 

The table on page B-203 giving the breakdown of the budget for the Division of Control of Tropical 
Diseases was perhaps somewhat confusing; as the delegate of the Netherlands had said, the new structural 
arrangements seemed to be a success and, as a result, certain savings had been made in professional staff so 
that the total figure for the budget had gone down. It should also be borne in mind that generally speaking the 
figures were for the Organization as a whole, including regional activities. Furthermore, allocations for 
activities formerly included in the disease vector control programme were still entered as such although they 
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had in fact been transferred to malaria control and certain professional duties had been combined. However, 
that did not mean that the Division of Control of Tropical Diseases had any funds to spare. 

2. SECOND REPORT OF COMMITTEE A (Document A46/50) 

Dr VAREA (Fiji), Rapporteur, read out the draft second report of the Committee. 

The report was adopted.1 

The meeting rose at 12h00. 

1 See page 300. 
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Chairman: Dr SIDHOM (Tunisia) 

PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the Agenda1 

(Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POUCY MATTERS: Item 18.2 of the Agenda (Document EB91 /1993/REC/1, Part II， 
Chapter II) (continued) 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation 
Section 4) (continued) 

Disease prevention and control (programme 13) (Document PB/94-95, pages B-187 to B-262) 
(continued) 

Programmes 13.3 and 13.5: Integrated control of tropical diseases; and Tropical disease 
research (Resolutions EB91.R3 and EB91.R4; Documents PB/94-95, pages B-193 to B-209, A46/73 

and A46/84) (continued) 

Dr GODAL (Special Programme for Research and Training in Tropical Diseases) was grateful for the 
constructive comments which had been made during the debate on the tropical disease research programme. 
Several delegations, including those of Bangladesh and Sri Lanka, had raised questions about applied field 
research; unfortunately, rising competition for funds within the Special Programme had resulted in a decrease 
in the proportion of projects that could be funded from approximately 60% to approximately 40% in 1993. 
However, more emphasis was being placed on applied field research, with the proportion of resources allocated 
for that purpose rising from 19% in 1990-1991 to 28% in 1992-1993 and 33.5% in 1994-1995. 

In response to the question put by the delegate of Trinidad and Tobago about the budgetary process 
within the Special Programme, he said that the process began with the working plans of the various steering 
committees. A budget proposal based on the plans was then drawn up by the Secretariat and presented to the 
Programme's Scientific and Technical Advisory Committee. In that Committee, consisting of 15-18 experts 
from different parts of the world (who had to sign an agreement on confidentiality and conflict of interest and 
who were not allowed to enter into any contracts involving the Programme), there was, first, intensive 
discussion on the priorities of the Programme. At the end of the discussion，each member of the Committee 
wrote down, in confidence, his or her proposal for the programme budget. The resulting figures were then 
averaged and presented for final approval to the Joint Coordinating Board. 

He informed the Committee that, in view of the importance it attached to tropical diseases and to 
tropical disease research, the Slovak Republic had indicated its desire to contribute to the Special Programme. 
He welcomed that country's collaboration and added that discussions on the form it might best take were 
already under way. 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993 /REC/1 , Annex 11. 

3 Document WHA46/1993 /REC/1 , Annex 9. 
4 Document WHA46/1993 /REC/1 , Annex 8. 
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Dr VIOLAKI-PARASKEVA (representative of the Executive Board) emphasized that the programmes 
under discussion required the sustained support of Member States and of WHO alike. Implementation of 
disease control measures necessitated the training and retraining of public health personnel at all levels. In 
some countries, an increase in tourism had led to a dearth of suitably qualified personnel capable of identifying 
certain tropical diseases. There was a general need to strengthen local services including primary health care 
services. 

Further to inquiries made by many delegates who would be unable to attend an announced meeting on 
progress towards a new malaria vaccine, she asked for a brief statement to be made on the current situation. 

Dr GODAL (Special Programme for Research and Training in Tropical Diseases) said that after a 
decade of investment in basic research to identify potential candidate vaccines, the exciting phase had been 
reached at which candidates were now undergoing clinical trials. The meeting the representative of the 
Executive Board had mentioned would concentrate on the second such candidate, developed by Dr Patarroyo 
of Colombia. In a study conducted in Colombia, the vaccine had given substantial protection against malaria, 
particularly in children under four years of age among whom more than 70% protection had been achieved; 
overall protection had been 30-40%. Further studies in Colombia and other parts of the world were under 
way. It was now important to consider what further steps should be taken and to define the criteria under 
which the vaccine might be admitted into disease control; an informal consultation on those issues would be 
held in Colombia in September 1993. The Special Programme was making every effort to ensure that the 
leading vaccine candidates would undergo clinical trials in the coming years so that the role of malaria vaccines 
in the control of malaria could be defined before the end of the century. 

(For resumption of discussion and approval of draft resolutions, see page 152.) 

Programmes 13.6,13.7 and 13.8: Diarrhoeal diseases; Acute respiratory infections; and 
Tuberculosis (Resolution EB92.R9; Documents PB/94-95, p a g e s B-210 to B-224, and A46/131) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said the Board had noted that the 
programmes relating to the control of diarrhoeal diseases and acute respiratory infections relied largely on 
extrabudgetary resources and that, although a modest increase in those resources was expected in 1994-1995 
for acute respiratory infections, a decrease was expected for the control of diarrhoeal diseases. That was 
disappointing, given the excellent control tools made available by both programmes for adoption in countries 
and the development of control programmes in most countries needing them. The Board had underlined the 
potential consequences of reduced resources in view of the morbidity and mortality such diseases caused, 
particularly in children under the age of five. More attention should also be given to strengthening national 
managerial capabilities in planning, monitoring and evaluation which had been neglected in health worker 
training. 

The worsening global tuberculosis epidemic was likely to result in 30 million deaths in the 1990s，more 
than from any other single infectious cause. The urgency of the situation and the compelling need for action 
at all levels to disseminate the existing effective tuberculosis control methods had been recognized by the 
Board，which had reaffirmed the need to use resources effectively and to seek additional funding to fight the 
disease. It had considered a report by the Director-General - which, with some additional information, was 
also submitted to the Health Assembly in document A46/13 - and recommended that the resolution contained 
in its resolution EB91.R9 should be adopted by the Forty-sixth World Health Assembly. Tuberculosis control 
and treatment depended not only on the development of efficient tools for diagnosis and on uninterrupted 
treatment, but also on the existence of effective and integrated primary health care. The Board had requested 
that WHO should continue to provide guidance on the use of BCG vaccination, with particular attention to 
implications for HIV-infected children. 

Dr WIUM (Norway), speaking on behalf of the Nordic countries, expressed their appreciation of the 
strengthening of WHO's tuberculosis control programme. That was very appropriate at a time when the 
number of tuberculosis patients in the world was increasing although effective treatment strategies had been 
developed. The Nordic countries had，for a number of years, been supporting national tuberculosis 
programmes in developing countries, mainly in collaboration with the International Union against Tuberculosis 
and Lung Disease, and had thus also contributed to the development of the new treatment strategies. 

1 Document WHA46/1993/REC/1, Annex 12. 
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The changing epidemiology of tuberculosis required a strong and coordinated effort in which the 
tuberculosis control programme of WHO had to play an important role in providing technical, normative and 
policy guidance, raising awareness, and increasing the political commitment of governments to tuberculosis 
control. One vital aspect of that commitment was to establish and strengthen national tuberculosis 
programmes, with national guidelines on treatment schedules, case-finding and reporting. 

The Nordic countries shared the widespread concern about the growing problem of drug resistance, 
which clearly showed that the import, storage and distribution of antituberculosis drugs should be strictly 
controlled. The main reason why the level of resistance had been kept very low in the Nordic countries was 
probably that they had followed restrictive policies, making antituberculosis drugs available only through the 
national programmes and sanctioning health professionals who did not follow the treatment guidelines. 

Studies had shown that controlling tuberculosis using the new strategies was extremely cost-effective 
when technically sound programmes were applied. When such programmes were expanded, however, care had 
to be taken to ensure their quality: inadequate tuberculosis programmes might be counter-productive, mainly 
because they might lead to the development of drug resistance. 

The Nordic countries strongly supported the efforts being made in the United Nations system to improve 
coordination of activities, in order to optimize the use of limited resources. That approach was particularly 
applicable to tuberculosis control. In some countries as many as 50% of tuberculosis patients were HTV 
positive and it was crucial to strengthen tuberculosis control programmes so that primary health care personnel 
were enabled to take care of those patients. Such coordination would be of benefit both to the Global 
Programme on AIDS and to the tuberculosis control programme. It would also contribute to the adequate 
handling of ethically difficult issues such as HIV testing of tuberculosis patients, confidentiality, and 
stigmatization of those patients. 

Close coordination was also needed with programmes on primary health care and district health systems. 
National tuberculosis programmes needed competent personnel at central and intermediate levels to supervise 
and support the personnel in the general primary health care services where case-finding and treatment should 
take place. 

In the light of the views expressed by the Nordic countries, the Norwegian delegation proposed the 
following amendments to the resolution recommended by the Executive Board in resolution EB91.R9: 

(1) The third preambular paragraph should read: 
"Recognizing that the already serious situation is rapidly worsening as a result of economic recession in 
developing countries, the reduction of the public health services in many countries, the spread of HIV 
infection, and increased migration, as well as a resurgence of tuberculosis in many industrialized 
countries;". 

(2) The fourth preambular paragraph should read: 
"Stressing that there is a severe lack of political will and resources for operating effective programmes 
not only in many developing countries but also in some industrialized countries;". 

(3) Subparagraph 3(4) should read: 
"Provision of regular and uninterrupted supplies of antituberculosis drugs of assured quality to all 
treatment centres with particular emphasis on controlling import, storage and distribution, so that drugs 
are only accessible within national tuberculosis control programmes;". 

(4) A new subparagraph 6(2) should be added, reading: 
"to ensure coordinated efforts to fight tuberculosis with other relevant programmes, especially the Action 
Programme on Essential Drugs, the Global Programme on AIDS and programmes on primary health 
care including district health systems and in order to use limited resources optimally;". 

(5) Paragraphs 6(2)，6(3) and 6(4) should be renumbered accordingly. 

(6) The former subparagraph 6(4) should read: 
"to keep the Executive Board informed and to report on progress in implementing this resolution 
through the Executive Board to the Forty-seventh World Health Assembly in 1994". 

» 

Dr NO VELLO (United States of America) commended the Secretariat on a good though deeply 
disturbing report on the deteriorating tuberculosis situation. It described two principal reasons for the increase 
in tuberculosis incidence: tuberculosis cases in persons whose immune system was already compromised by 
concurrent HIV infection; and the coinciding spread of drug-resistant Mycobacterium tuberculosis. 
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One of the major factors to be addressed was complacency; the developed world had too frequently 
become complacent in dealing with infectious diseases such as tuberculosis which had appeared to be on the 
decline or under control. The number of tuberculosis cases in the United States of America had steadily 
declined until 1985, but had been increasing since that time. While much of the increase was occurring in 
persons infected with HIV, that was not the only explanation for it. It reflected underlying problems in the 
health care infrastructure; the increasing proportion of cases among the homeless, substance abusers and 
immigrants made compliance with medication difficult. 

Unlike many other public health problems, tuberculosis was a disease for which there already existed the 
knowledge, the capacity and the will to control its spread. The excellent programme described in the Director-
General's report set reasonable goals and defined appropriate control activities. Given the increasing 
importance of the disease, which affected one-third of the world's population and killed more people than 
malaria, her delegation enthusiastically endorsed the draft resolution under consideration, which urged 
Member States to redouble efforts to control tuberculosis. 

While her delegation was pleased to note that the Executive Board's recommendation for an increased 
allocation to the tuberculosis programme was being implemented, she sought clarification on whether the 
unanticipated increase of US$ 3 million for the next biennium was to be taken from reprogrammed regular 
budget allocations or from another source. 

Dr ZOBRIST (Switzerland) commended the report on tuberculosis, which highlighted the fact that the 
disease had been largely neglected in developing countries and drew attention to the striking discrepancy 
between the availability of means to control the disease and the lack of commitment to do so on the part of 
governments and funding agencies. 

Among new developments that should bring about a reconsideration of the priority to be accorded to 
tuberculosis control were the following: the global prevalence of tuberculosis was increasing constantly, and 
not only as a consequence of the AIDS pandemic, nor solely in developing countries; multi-drug-resistant 
strains were spreading as a result of badly coordinated and poorly supervised health programmes, threatening 
almost all countries; the loss in the number of productive years due to tuberculosis was having a considerable 
impact on the development of countries in the South; new control strategies, such as that tested over a decade 
in the United Republic of Tanzania with Swiss aid, had been proved cost-effective; and drugs could be 
obtained at affordable prices if bought in bulk either through the joint action of several countries or through 
specialized agencies. All those factors should motivate governments and the donor community to provide 
additional funds for tuberculosis control. For its part, Switzerland would seek to continue to play its traditional 
role in that respect. 

Her delegation endorsed the resolution recommended in resolution EB91.R9, with the amendment 
proposed by Norway. 

Dr MIRCHEVA (Bulgaria) expressed strong support for the report of the Director-General on 
tuberculosis. The already serious global situation was worsening owing to the spread of HIV infection, 
although there was no information about the number of cases of HIV-related tuberculosis in Bulgaria. 

The prevalence of tuberculosis was increasing in many countries, including her own, where 25 cases per 
100 000 population had been recorded in 1990 and 36 per 100 000 in 1992, with a relative increase in the 
prevalence of miliary and extrapulmonary forms. The finding that the number of smear-positive patients had 
remained virtually unchanged implied increased resistance to treatment, especially among identified patients. 
There were many reasons for the unfavourable trend; the most important were related to worse living 
conditions, neglect, lack of cooperation between older and younger generations of physicians working in 
community disease control, and organizational shortcomings in the epidemiological control and prevention of 
tuberculosis. Past and present experience and the unfavourable prognosis for the near future had determined 
the rationale of the strategy to control tuberculosis in her country. The priorities were further improvement of 
immunoprophylaxis, assessment of drug resistance, and investigation of the distribution of atypical 
mycobacteria. Particular attention would be paid to improving collaboration between health promotion 
facilities and treatment centres. She supported the resolution recommended by the Executive Board. 

Dr LI Shichuo (China) endorsed the report of the Director-General, which gave a good conspectus of the 
situation. Tuberculosis was indeed a global problem: more than 8 million cases occurred each year, resulting 
in three million deaths. The situation was particularly serious in developing countries, where 95% of cases 
were reported, and the trend to decreasing morbidity in developed countries was slowing down or being 
reversed. The recrudescence of the disease was linked, inter alia，to HIV infection and resistance to drug 
therapy. A similar increase in prevalence to that in the rest of the world was occurring in China, where a 
widespread tuberculosis control programme had been launched with the help of WHO and the World Bank. 
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He supported the objectives and measures described in the proposed programme budget and considered that 
WHO should continue to assist countries to develop programmes for the control of tuberculosis. WHO should 
also promote the development of new drugs and ensure that tuberculosis prevention was included in primary 
health care. The programme should be coordinated with others such as the Global Programme on AIDS, and 
WHO should cooperate with other intergovernmental and with nongovernmental organizations to help 
implement national programmes. He supported the resolution before the Committee, with the Norwegian 
amendments. 

Mr LACOK (Slovak Republic) said that since 1953 BCG vaccination of all newborn infants and 
revaccination of people in other age groups had been compulsory in his country, and a programme for 
tuberculosis control through case-finding and treatment had been instituted. ÁR healthy newborn infants were 
vaccinated, with a coverage of 98%, and revaccination was performed at the ages of 6, 14 and 1& The 
tuberculosis control programme was coordinated by the Ministry of Health, which provided some 5000 beds 
and 100 polyclinics for the treatment of tuberculosis and other respiratory diseases. A national tuberculosis 
register had been established on 1 January 1988, and in 1990 tuberculosis had been included among the main 
priorities in the general ogramme to promote public health. 

All cases of tuber osis diagnosed during the previous three years had been found to have antibodies to 
HIV. The incidence of tuberculosis in the ethnic group of gypsies, which represented 5-6% of the population 
of the Slovak Republic, was similar to that in the rest of the country, at 40-70 new cases per year. The 200 or 
so emigrants from the former Yugoslavia received the same, free treatment as all other inhabitants of the 
Slovak Republic. Until 1990, the prevalence of tuberculosis in his country had been decreasing at a rate of 
8-10% per year, to a level of 27.3 per 100 000. Since then, a slow increase in the number of cases had been 
recorded. New precautions were now being taken, especially among drinkers, asocial people and other groups 
at risk. 

In order to solve the complex problem of tuberculosis, he looked forward to the establishment of a WHO 
collaborating centre in Bratislava; a proposal to that effect was to be discussed shortly. 

Professor MANCIAUX (France) commended programmes 13.6’ Diarrhoeal diseases, and 13.7, Acute 
respiratory infections, particularly as the main victims of those diseases were young children. He considered, 
however, that their aims should be more precisely described. For example, the objective of the programme on 
diarrhoeal diseases was stated to be: T o reduce mortality and morbidity from diarrhoeal diseases, particularly 
in children under five years of age in developing countries". Particulars of the degree of reduction aimed at 
and the period of time in which it was to be achieved would render the objective more realistic and would be 
useful both for evaluating the programme and for the credibility of WHO. Although precise targets might have 
little meaning on a global scale, they could help each country to formulate its own objective and quantify it in 
relation to the incidence of specific infections and the means it had for preventing and treating them. 

The programmes should be incorporated more closely into the activities of the programmes on maternal 
and child health and community health. Although diarrhoeal diseases were more or less under control in 
developed countries, that was not true of acute respiratory infections, which were particularly severe among 
small children. The incidences of severe and even fatal cases of bronchial asthma and pneumonia were 
increasing everywhere. A coordinated research effort should be undertaken. 

The reappearance of tuberculosis was a reminder that vigilance had to be maintained with regard to 
prevention and public health. France had also experienced a new wave of cases, which appeared to be 
associated with HTV infection, with the marginalization of a growing proportion of the population, and with 
inadequacies and errors in the strategy for prevention and treatment of tuberculosis, which had been 
considered to be virtually eradicated. The problem was even more severe in many developing countries, and 
France was cooperating with several, especially in Africa. His delegation supported the draft resolution before 
the Committee. 

Professor ACHOUR (Tunisia) said that, despite the efforts that had been made and the satisfactory 
results sometimes achieved，the fight against tuberculosis must continue. Factors seen in daily practice that 
contributed to its resurgence were the growing number of cases of AIDS and the fact that resistance had 
developed to some drugs used to treat the disease. National programmes based on the long-tried diagnostic 
methods and on laboratory research were no longer adequate; health workers should be prepared for the 
changing presentation of cases and for resistance to certain drugs. In order to increase the efficacy of 
treatment and to control new forms of tuberculosis, new treatment regimens should be developed based on the 
combined use of two or three drugs. He thanked WHO for its efforts in that area and expressed approval of 
the programme and of the Director-General's report, which underlined the fact that tuberculosis was still an 
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international problem that was insufficiently understood and must be radically dealt with. He supported the 
draft resolution under discussion, with the amendments proposed by Norway. 

Dr CHIMIMBA (Malawi) said that the three programmes under discussion were of particular 
importance to his country. Diarrhoeal diseases and acute respiratory infections should be dealt with, however, 
in the broader context of the alleviation of poverty. The recent drought in Malawi had resulted in an increased 
incidence of diarrhoeal diseases, including cholera, especially among children under the age of five; and a 
cause of concern was that a correlation had been established between diarrhoea and malnutrition. WHO had 
collaborated actively in Malawi's national programme and provided technical support, but he would like the 
Organization to perform a fuller leadership role not only in treatment of diarrhoeal diseases but also in their 
prevention by ensuring adequate supplies of safe water, proper nutrition and safer housing, and in mobilization 
of resources for that purpose. 

The deteriorating situation with regard to tuberculosis and its relation to HIV infection was also of 
concern. The short-term chemotherapy regimen that had been used in Malawi since 1986 had proved effective; 
nevertheless, higher incidences of all forms of tuberculosis - smear-positive, smear-negative, extrapulmonary, 
and relapses - were being seen. Tuberculosis was still being controlled at the level of primary health care; 
inadequate resources meant, however, that the programme depended mainly on passive reporting of cases 
rather than on contact tracing. The programme was to be evaluated shortly, and the results would be used as a 
basis for changing policy and for developing guidelines for treatment and nursing care. Collaboration was 
planned with the national AIDS control programme with regard to experimental and epidemiological research 
on both tuberculosis and HTV infection. He thanked WHO, nongovernmental organizations and bilateral 
donor agencies for their financial and technical support to the tuberculosis control programme. 

He supported the resolution under consideration, as amended. He suggested, however, that paragraph 4 
was not reaUy an operative paragraph; it was insufficient for Member States merely to express concern. The 
paragraph should become preambular, beginning with the world "Concerned" instead of with "EXPRESSES 
CONCERN". He further suggested that, in the same paragraph, "favouring" might be replaced by "leading to". 
In addition, the reference at the end of that paragraph to "inadequate appreciation of the seriousness of the 
situation, particularly in developing countries" was not applicable to developing African countries, which fully 
understood the problem. 

Professor MULLER (Netherlands) commended the work of WHO and encouraged further integration of 
programmes 13.6 and 13.7 at the country level, now that the efficacy of the programme on acute respiratory 
infections appeared to have attained that of the programme on diarrhoeal diseases. The "integrated approach 
to management of the sick child" (in document PB/94-95, page B-212, paragraph 30), in which UNICEF and 
other WHO programmes collaborated was important and was precisely the kind of approach Member States 
wished to see. He hoped that it would be sustained and would be used as an example for other programmes 
and activities. 

His country had always strongly supported WHO's breast-feeding initiatives. Breast-feeding remained a 
cornerstone of the strategy for the prevention of diarrhoea, apart from the many other benefits it brought to 
health. He was therefore concerned about a possible overemphasis on the dangers of HIV-positive mothers 
breast-feeding HIV-negative infants. In the many instances when the HIV status of the mother and the child 
was not known, any discouragement of breast-feeding was inappropriate. He requested a clear indication from 
the Division of Diarrhoeal and Acute Respiratory Disease Control and the Global Programme on AIDS of 
WHO's position on that difficult matter. He understood that a consensus statement had been issued by WHO 
and UNICEF and asked whether it had been widely distributed and what its effects had been operationally. 

The Director-GeneraPs report on the tuberculosis programme (document A46/13) had shown clearly how 
depressing the situation was, particularly in developing countries, where 95% of cases occurred, where 
case-fatality rates were high, and where it was or would be a common opportunistic infection in individuals 
with HIV. He appreciated the significant role of WHO over the previous two years in revitalizing the 
tuberculosis control programme, and his country would continue to provide financial support. There were, 
fortunately, many actors in the field of tuberculosis control: WHO played a stimulatory, coordinating, 
normative role; equally important was collaboration within the Organization, especially between the Division 
of Diarrhoeal and Acute Respiratory Disease Control, the Special Programme for Research and Training in 
Tropical Diseases and the Action Programme on Essential Drugs. The sustainability of country programmes 
was perhaps the most critical issue in the process of revitalization. It required integration of control activities 
in the general health services, as far as was possible. A certain degree of verticality was required at central 
and intermediate levels, but case detection and treatment should always be the responsibility of the basic 
health services. 
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He shared the concern of the Nordic countries about the development of drug resistance and approved 
the steps that had been taken to counteract it. While supporting the resolution recommended by the Executive 
Board and concurring with most of the amendments that had been suggested, he pointed out that the proposed 
amendment to subparagraph 3(4) would mean that people in charge of leprosy control programmes, for 
instance, could obtain rifampicin only through people in charge of tuberculosis control. 

Dr CICOGNA (Italy) welcomed the fact that WHO recognized tuberculosis as a major global health 
problem. The disease had been neglected in the past few decades, and the result had been a huge number of 
avoidable deaths among people of productive age. Early deaths had a dramatic effect on families and 
therefore threatened the survival of children. Prompt action was called for, particularly as effective means of 
prevention and cure were available. He commended WHO's programme and acknowledged its impressive 
achievements, which included advocacy to help developing countries improve their control programmes; 
development of a clear control strategy and of training material focused on management at the district level; 
cooperation with other United Nations agencies to improve national tuberculosis programmes and to make full 
use of existing health services at the country level; and establishment of a sound research programme. 

Tuberculosis was an old enemy that had erroneously been considered defeated. Its resurgence in many 
countries was due to weak public health programmes. In Italy, it had struck again in large cities and among 
immigrants and AIDS patients, and the Ministry of Health had been obliged to reconsider norms and laws 
relating to the prevention and control of the disease. Italian research institutes and drug companies were 
collaborating with WHO to strengthen research into new antituberculosis drugs. 

In conclusion, he endorsed the draft resolution before the Committee and recommended that WHO 
should give the tuberculosis programme high priority; in addition, he advocated stronger collaboration of the 
programme with other United Nations agencies such as UNICEF and the World Bank. 

Dr MUKHERJEE (India) commended the Director-General on the report on the tuberculosis 
programme and its focus. One-third of the world's population was infected, and it was estimated that there 
were 8 million new cases and 3 million deaths each year. Despite the existing strategy and tools, lack of real 
political will was compounded by tardy implementation and a misunderstanding of the methods and potential 
of disease control. Asia accounted for two-thirds of the tuberculosis cases in the world, and, given the 
incidence of HIV, there would be a rapid deterioration of the situation in future years. 

The emergence of drug-resistant bacilli was also a matter for concern. Drug resistance was very common 
in some countries, to the extent that resistant strains might replace drug-susceptible ones as the main causative 
organism. Urgent action was needed to tackle the problem. 

National programme support and operational research were key areas in the programme for tuberculosis 
control. WHO had issued treatment guidelines, guidance on surveillance and monitoring, and a set of training 
materials for middle-level programme managers. Such training would produce programme leaders who would 
influence policy and thus facilitate the organization of effective delivery. 

Tuberculosis was a major public health problem in his country, where nearly 1.5% of the population 
suffered from the pulmonary forms and 0.4% were infectious. Tuberculosis patients totalled 12-13 million and 
there were 2.5-3 million new cases each year. The rising incidence was a cause of concern. He therefore 
supported the resolution recommended by the Executive Board, although he wished to propose the following 
amendments: 

(1) In the second preambular paragraph the words "the most important cause" should be replaced by 
"one of the most important causes". 

(2) The third preambular paragraph should be amended to read: "Recognizing that the already serious 
situation is rapidly worsening as the result of not emphasizing tuberculosis as a priority programme, 
economic recession, appalling conditions in many parts of the world due to war, civil disorders, 
famine and other calamities，spread of HIV infection, resurgence of this disease in many 
industrialized countries, and increased international migration;". 

(3) In paragraph 4 the words "particularly in developing countries" should be deleted to meet the point 
made by the delegate of Malawi. 

With regard to the amendments proposed by Norway, he preferred the original text of subparagraph 3(4) 
but supported the proposed amendment to subparagraph 6(4). 
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Dr ADAMS (Australia) said that the recent international meeting in London on tuberculosis control had 
highlighted the enormous threat posed by that disease to the health of the peoples of the world, a situation 
well summarized in the Director-General's report (document A46/13). The reasons for the resurgence of the 
disease were clear, and all governments should be aware of the need for worldwide mobilization of resources. 
Research into new antituberculosis drugs was urgently needed and new methods of case-finding and 
management of infected persons should be developed. Traditional methods of tuberculosis control could no 
longer be relied on. He therefore welcomed the resolution recommended by the Executive Board, which the 
Norwegian amendments strengthened by pointing out the vital links that had to be built between the 
tuberculosis control programme and other vertical and horizontal programmes such as the Action Programme 
on Essential Drugs, the Global Programme on AIDS, and primary health care. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) said that mortality and 
morbidity from tuberculosis could be reduced, but the rising incidence of the disease would make that 
increasingly expensive, and the link between HIV infection and tuberculosis made it likely that tuberculosis 
would be a contributory cause of death among many HIV-infected people, particularly in Africa and Asia. The 
goal of an 85% cure rate for sputum-positive cases detected was therefore ambitious. 

Case-finding must be active and vigorous to detect and treat cases as early as possible, and thus reduce 
their period of infectivity. Medication should also be taken regularly for the full course. Considerable 
emphasis was placed on short-course chemotherapy; although the drugs for that were more expensive, the 
extra cost was partly offset by the shorter period of treatment. Sufficient quantities of high-quality drugs must 
be made available to those treating tuberculosis, as otherwise the treatment would be incomplete, patients 
would become infectious again, and drug resistance was likely to emerge. 

In addition to study of the interaction of tuberculosis and HTV infection, mentioned in paragraph 6 of 
the programme presentation (document PB/94-95, page B-220), further investigation was needed of the value 
of BCG vaccine in HIV-positive infants. In view of the increasing cost of tuberculosis control, he was 
concerned that the overall budget for 1994-1995 showed a decrease in real terms. 

His country had recently hosted a meeting of 200 of the world's tuberculosis experts in London, followed 
by a meeting of the Coordination, Advisory and Review Group on the WHO tuberculosis programme. He 
hoped that WHO's programme would take the lead in setting standards for programme management and 
studying problems connected with the management and financing of tuberculosis control in different societies, 
focusing on value for money. Encouraging more operational research on programme implementation was at 
least as important as advocating extra expenditure on tuberculosis control programmes. 

He supported the resolution recommended by the Executive Board and the thinking behind the 
amendments proposed by Norway, particularly the desire to develop measures against the development of 
multi-drug-resistant strains of tuberculosis. However, he shared the concern of India and the Netherlands on 
the amendment to subparagraph 3(4) and proposed the following subamendments: 

(1) In subparagraph 3(4) as amended by Norway, the words "controlling" and "so that drugs are only 
accessible" should be deleted. 

(2) In the new paragraph 6(2) proposed by Norway, the word "and" in the last line could be deleted as 
being superfluous. 

Dr SALOMÂO (Mozambique) agreed that tuberculosis continued to be a public health problem, 
particularly in less developed countries. It had a serious economic and social impact in the developing world, 
where most of the 8 million cases diagnosed annually occurred. The situation was worsened by the additional 
burden of HTV and AIDS and growing drug resistance. The target of curing 85% of all sputum-positive cases 
and detecting 70% of such cases by the year 2000 required worldwide determination, awareness and resources. 
Countries could launch and strengthen tuberculosis programmes themselves, and in some cases train staff, but 
for drugs they needed external support, including technical advice. She was concerned that the regions mainly 
affected by tuberculosis had a reduced budget allocation, when increased resources would be needed to 
strengthen WHO regional offices and to support programmes. 

The World Bank had clearly shown that tuberculosis control could be effective. The momentum must be 
maintained to defeat the disease by the year 2000. She commended WHO on its efforts under the 
tuberculosis programme, and urged the Organization to continue its advocacy and coordination of resources. 

She supported the resolution under consideration, with the amendments proposed by Norway. 

Mrs POONYANE (Botswana) was pleased that the public health importance of tuberculosis was 
beginning to receive due attention. Her country's tuberculosis control programme had begun in 1974 with 
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WHO support, but since the end of the 1970s, in the absence of external backing, her Government had funded 
the programme from its own resources. Short-course chemotherapy had been adopted for all patients and that, 
together with better case-holding and surveillance methods, had reduced default from treatment and improved 
the overall cure rate to over 80%. 

The fact that tuberculosis had ceased to be a priority in WHO until recently meant that there was little 
up-to-date information on the scale of the problem in the African Region. Consequently, countries such as 
hers, which had effective surveillance and could diagnose most cases, appeared to have a greater incidence of 
the disease. Her country's notification rate of new cases was about 200 per 100 000, with a downward trend in 
the 1980s. She expected the notification rate to rise with the increase in HTV infection in the community, as 
experienced in many countries in east and central Africa. 

Against that background, she welcomed the revitalization of tuberculosis control work in WHO, with its 
own programme and increased staffing. Committees had been set up to advise on programme management 
and activities to support country programmes were being planned. She hoped that countries with the requisite 
manpower and financial resources would assist other countries, particularly in Africa, to revitalize their 
tuberculosis control programmes. 

She supported the resolution under consideration, with the amendments proposed by Norway. 

Dr OSAWA (Japan) commended the Director-General on revitalizing the tuberculosis programme after 
almost two decades of neglect. The magnitude of the problem had been determined, other United Nations 
organizations and bodies and the World Bank were being called in, and the necessary tools were being 
developed. His country, as one of the main providers of extrabudgetary funds, welcomed the healthy 
development of the programme. 

Tuberculosis, a public health problem 30 years earlier in his country, had been overcome by intensive 
preventive measures and curative care through public funding. The problem had to be addressed 
comprehensively, making full use of existing health infrastructures. The control programme itself could 
contribute to strengthening national health systems by identifying weaknesses within the infrastructure such as 
inadequate funding. That had been the case in Japan. 

He endorsed the proposed programme budget, which provided an opportunity to demonstrate the 
leadership of WHO on a global health issue. 

Ms RARUA (Vanuatu) thanked the Director-General for the attention given to tropical diseases in 
programme 13. Tuberculosis was a serious problem in her country, affecting 39% of people in the 25-49 year 
age group according to the 1980 figure, which had fallen slightly to 33.6% in 1991. The disease often went 
unrecognized and untreated owing to lack of trained staff, and the problem was compounded as a result of 
communal living and large family groups; the Government had therefore undertaken sputum collection, 
particularly among children, in order to detect the disease early. She thanked the Director-General for his 
continued assistance in the provision of BCG vaccine. 

She supported the resolution recommended by the Executive Board. 

Dr DLAMINI (Swaziland) welcomed the programme budget objectives of reducing morbidity and 
mortality from diarrhoeal diseases and acute respiratory infections, including pneumonia, which were a leading 
cause of death and illness among the under-fives in developing countries. While noting the increase in the 
budget, she felt the resources allocated were still inadequate. WHO should determine priorities under 
programmes 13.6 and 13.7 in the future, in order to administer scarce resources effectively. 

Tuberculosis was a public health problem on an unacceptable scale, particularly in view of the link with 
HTV and drug resistance. She hoped WHO would continue to demonstrate leadership in that programme and 
help countries by providing technical and financial resources. 

With regard to the table on page B-224, she asked why the funds from "Other sources" at the country 
level had been reduced from US$ 7 million in 1992-1993 to US$ 1 million in 1994-1995, although there was an 
increase in global and interregional allocations under the same heading. 

She supported the draft resolution under consideration, as amended. 

Professor OKELLO (Kenya) expressed approval of the WHO tuberculosis programme. His country had 
a successful national programme and was grateful to the Netherlands for the support it provided. There had 
been a notable reduction in the number of cases of tuberculosis over the past decade, though a recent increase 
in cases related to HIV infection had made it necessary to review the duration of chemotherapy courses. He 
requested WHO to intensify its support for short-course trials of chemotherapy in view of the costs involved. 

He supported the resolution recommended by the Executive Board, as amended by Norway. 
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Dr DALLAL (Lebanon) expressed his support for the resolution under consideration and for the 
amendments proposed by Norway. After many years of strife, there had been a deterioration in the health 
situation in Lebanon, although no evidence of a link between HIV and tuberculosis. He recommended that 
the tuberculosis programme in particular should be integrated into primary health care and district health 
systems, and that national programmes should be established. That approach would also be of benefit in the 
control of diarrhoeal and other infectious diseases. 

Dr GUERRA (Nicaragua) strongly supported the resolution recommended by the Executive Board and 
the amendments proposed by Norway, especially to subparagraph 3(4). Although control, follow-up and 
treatment of tuberculosis had improved in his country, there was evidence of a gradual increase in the 
irrational use of certain antituberculosis drugs that was leading to the emergence of drug-resistant bacilli. To 
obviate an increase in mortality among multi-drug-resistant tuberculosis patients and in treatment costs, he 
advocated strict control and supervision of the use of antituberculosis drugs under national programmes. He 
thanked the International Union against Tuberculosis and Lung Disease and WHO for their financial and 
technical support. 

Dr RAMATLAPENG (Lesotho), referring to programme 13.8 and commending the report on 
tuberculosis (document A46/13), expressed particular interest in the training of middle-level programme 
managers referred to in paragraph 10 of the report. She hoped that such training would help resolve the 
problem of the high rate of drop-out from supervised treatment, and would focus, among other things, on 
forging links with communities to provide support for tuberculosis patients. Such a linkage would also 
contribute to reducing resistance to antituberculosis drugs. Tuberculosis programmes should be provided with 
additional resources in view of the interaction of tuberculosis and HIV infection, special attention being paid 
to countries that could not afford such additional demands on their budgets. In conclusion, she supported the 
resolution recommended by the Executive Board, with the amendments proposed by Norway. 

Professor COÇKUN (Turkey), expressing appreciation for the report on the tuberculosis programme, 
stressed the importance of public awareness as a highly effective weapon against the disease. Complacency, or 
the belief that tuberculosis was no longer a serious problem, entailed a real risk. There was no explicit 
reference in the programme objectives to the importance of public awareness in prevention, and he therefore 
proposed the addition to the draft resolution contained in resolution EB91.R9 of a new subparagraph 3(5) 
reading: "promotion of public awareness about the prevention of tuberculosis, the recent increase in its 
incidence and its relation with HIV through appropriate channels such as schools and the media;". Because of 
the risks of complacency, he also agreed that the words "particularly in developing countries" should be deleted 
from paragraph 4. 

Professor RAHMAN (Bangladesh) commended WHO's tuberculosis control activities and fully supported 
the resolution recommended by the Executive Board, with the proposed amendments. Tuberculosis was a 
major public health problem in Bangladesh. Describing the development of his country's tuberculosis control 
programme since 1980，including its integration into the primary health care system, its gradual extension to 
the rural population, and the responsibilities of the central health authorities in such areas as training, drug 
distribution and laboratory quality control, he said that the existing facilities nevertheless accounted for only 
10% of case detection in the country. In order to bridge that gap and ensure completion of treatment, a new 
project entitled "Further Development of Tuberculosis and Leprosy Control Services" had been launched. 
Under the project, some 140 medical officers, consultants and technicians had been trained since June 1992. 
Drugs procured with project funds had been distributed for standard and short-course regimens to existing 
district tuberculosis clinics, and the supply of short-course chemotherapy to supervised patients had been 
initiated only after the establishment of criteria for the registration of patients. Bangladesh would welcome 
WHO assistance to the State-owned streptomycin production facility in order to expand its capacity to produce 
the drug and thus meet local needs at low cost. 

Professor ROSZKOWSKI (Poland) particularly commended the efforts to strengthen programme 
activities in tuberculosis control because it was one of the rather few curable diseases and deaths from it could 
be prevented with relatively simple medical technology. Yet tuberculosis morbidity was increasing in both 
developed and developing countries, and the linkage with AIDS compounded the problem. Immigration from 
high-prevalence countries was a further cause for concern, presenting Europe, for example, with a deteriorating 
situation that required urgent attention. There was regrettably no mechanism or organization to deal with that 
particular problem. The Regional Office for Europe lacked the necessary expertise. He hoped that due 
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attention would be given to tuberculosis control in central and eastern Europe, and pledged his country's 
cooperation in any such efforts. He fully supported the draft resolution under consideration. 

Dr ISMAIL MOHAMED (Sudan) said that tuberculosis was a very grave problem in his country, and 
was compounded by other factors such as AIDS and illiteracy among the most affected social groups. That was 
particularly true of the eastern part of the country, with its large refugee population, where some 200 cases of 
AIDS-related tuberculosis had been reported. Some results had been achieved in tuberculosis control and 
Sudan was deeply grateful for the support it had received from WHO and others, but the national budget could 
not cover all the costs involved and further support was needed. He supported the resolution recommended by 
the Executive Board, with the amendments proposed by Norway. 

Dr DOSSOU (Benin), expressing support for proposed programmes 13.6, 13.7 and 13.8，said that her 
country attached particular importance to the tuberculosis programme, especially because of the association of 
that disease with HIV infection. Tuberculosis control activities were covered by all levels of the health system 
in her country, including the peripheral level, being integrated into primary health care in 44 of the 78 health 
centres throughout the country. Programme activities included training, prevention, detection, treatment, 
monitoring and evaluation. Future plans included further integration and decentralization, making short-course 
chemotherapy available to all departmental health centres, and ensuring programme continuity through 
additional funding. She thanked the Government of France for its consistent and, she hoped, continued 
support, as well as any other potential donors. She supported the resolution recommended by the Executive 
Board, with any amendments the Committee might agree to. 

Professor FIKRI-BENBRAHIM (Morocco) drew attention to the lack of any mention, in an otherwise 
commendable report on the tuberculosis programme, of tuberculosis prevention activities, particularly the role 
of BCG vaccination in national control programmes. He also wished to know whether WHO was conducting 
any research on improving the quality of vaccines. He supported the resolution recommended by the 
Executive Board. 

Dr VIOLAKI-PARASKEVA (Greece) noted that tuberculosis had been the focus of attention in most 
statements on the programmes under review. Close collaboration between the Organization, Member States 
and nongovernmental organizations was essential if real progress was to be made towards the goals of the 
WHO tuberculosis control programme. She noted the concern about the linkage between tuberculosis and 
AIDS and the need for training referred to by many speakers. 

Referring to the resolution recommended by the Executive Board in resolution EB91.R9, she proposed 
that the words "and as an integral part of primary health care" should be inserted after "national health 
services" in the opening clause of paragraph 3. 

(For resumption of discussion, see page 152.) 

HEALTH SYSTEM INFRASTRUCTURE (Appropriation Section 2) 

Health system development (Programme 3) (continued) 

Programme 3.2: Managerial process for national health development, including intensified 
cooperation with countries and peoples in greatest need (continued from the second 
meeting) 

The CHAIRMAN drew the Committee's attention to the following draft resolution, proposed by the 
delegations of Malawi, Nigeria, Seychelles and Togo: 

The Forty-sixth World Health Assembly, 
Noting the Director-General's reports to the ninety-first session of the Executive Board and the 

Forty-sixth World Health Assembly, and with particular reference to WHO's unwavering support to the 
peoples of developing countries, particularly in Africa, against the many pandemics that affect them; 

Recalling resolutions WHA43.17 and WHA44.24 committing the Organization to intensified 
cooperation，including the reallocation of its human and financial resources and reorientation of its 
programmes with countries in greatest need; 

Recalling resolution AFR/RC41 of the forty-first session of the Regional Committee for Africa 
(1991)，on the Bujumbura Appeal，"A Call for Africa"; 
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Aware that adverse economic factors and armed conflicts have a very bad effect on health status; 
Recognizing that many developing countries, particularly in Africa, are struggling under the strain 

of structural adjustment programmes, the debt burden, falling prices of commodities, the depreciating 
value of their currencies, the rapid deterioration of their health care infrastructures, as well as the 
burden of disease and the rising cost of health care; 

Acknowledging the efforts of the World Health Organization and the international community in 
support of African health development, 

1. APPEALS to all Member States, bilateral and multilateral development agencies, other 
organizations of the United Nations system and nongovernmental organizations to continue and to 
intensify their support for developing countries, particularly in Africa, in the implementation of their 
health-for-all strategies; 

2. REQUESTS the Director-General: 

(1) to focus efforts on the health priorities of African countries and to mobilize the necessary 
resources to support their efforts to attain health for all; 
(2) to report to the Forty-eighth World Health Assembly on the action taken in implementing this 
resolution. 

The draft resolution was approved.1 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL 

(Appropriation Section 4) (resumed) 

Disease prevention and control (Programme 13) (Document PB/94-95, pages B-187 to B-262) (resumed) 

Programme 13.3: Integrated control of tropical diseases; and Tropical disease research 
(Resolutions EB91.R3 and EB91.R4; Document PB/94-95, pages B-193 to B-203, A46/72 and 
A46/83) (resumed from page 142) 
The CHAIRMAN invited the Committee to consider the draft resolution recommended by the Executive 

Board in resolution EB91.R3 on dengue prevention and control and drew attention to the amendments 
proposed by Thailand at the tenth meeting. 

The draft resolution, as amended，was approved.4 

The CHAIRMAN then invited the Committee to consider the resolution on control of malaria 
recommended by the Executive Board in resolution EB91.R4. 

The draft resolution was approved.5 

Programmes 13.6,13.7 and 13.8: Diarrhoeal diseases; Acute respiratory infections; and 
Tuberculosis (Resolution EB92.R9; documents PB/94-95, pages B-210 to B-224, and A46/138) 
(resumed from page 151) 

Dr TULLOCH (Diarrhoeal Disease Control) said that，as the delegate of Swaziland and the 
representative of the Executive Board had mentioned, acute respiratory infections and diarrhoea were major 
causes of death in children, and they had remarked that the corresponding programmes were underfunded. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.30. 
2 Document WHA46/1993/REC/1, Annex 9. 
3 Document WHA46/1993/REC/1, Annex 8. 
4 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.31. 
5 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.32. 
6 Document WHA46/1993/REC/1, Annex 12. 
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With regard to the comments of the delegate of France, the diarrhoeal disease control programme was one of 
the few in WHO to have had, since its establishment in 1980, quantified targets which had been included in 
national programme managers，training from the outset. In document PB/94-95, the only targets mentioned 
were those established by the World Summit for Children of reducing mortality by half and annual incidence of 
childhood diarrhoea by a quarter by the year 2000, but there were also targets for programme activities: four 
key indicators agreed to with UNICEF were used already by many countries, and targets for them had been 
set for 1995 and the year 2000. There were also equivalent targets for the acute respiratory infections 
programme. 

On the complex issue of HIV and breast-feeding raised by the delegate of the Netherlands’ there was 
evidence that HIV was transmitted through breast-feeding and that risk, especially among recently infected 
women, was not negligible. A review in The Lancet had stated that the risk of transmission was around 14% 
among women infected before delivery, in addition to a similar level before or during birth, but studies on the 
subject were limited and the real risk mi^it be either higher or lower than was currently estimated. 

Nevertheless, as pointed out in the consensus statement issued in May 1992, the enormous benefits of 
breast-feeding were well documented and for the vast majority of HIV-infected women in the world and their 
children it was still the best option. Therefore in all populations, irrespective of HIV infection rate, breast-
feeding should continue to be protected, promoted and supported, and that was being done by WHO in 
collaboration with other partners. The situation for individual women living in particular situations was also 
covered in the consensus statement. 

During the meeting which had led to the consensus statement it had been realized that there were many 
complex issues that could not be adequately dealt with there. Those issues were being addressed by a number 
of programmes in WHO, working together and in close collaboration with UNICEF and others. Guidelines 
were being developed both for national policy workers and for health care workers who were advising women 
on infant feeding. 

In conclusion, he said that at the next Health Assembly information would be given about the integrated 
approach to management of major childhood illnesses, covering acute respiratory infections, diarrhoea, malaria, 
measles and malnutrition. 

Dr TORRIGIANI (Division of Communicable Diseases), replying to the delegate of Morocco, said that 
research on developing new vaccines against tuberculosis had been proceeding for the past 10 years under the 
programme for vaccine development as a joint activity with the Special Programme for Research and Training 
in Tropical Diseases and the tuberculosis programme. 

Dr KOCHI (Division of Communicable Diseases) said that many of the comments made indicated that 
the role of HIV and AIDS in the resurgence of tuberculosis needed some clarification. While it was true that 
the AIDS pandemic did contribute in some degree to that resurgence - in many African countries, for instance, 
the number of tuberculosis cases had increased significantly due to the pandemic - globally its effect on 
tuberculosis was minor and would remain so. For example, in the 1990s fewer than 5% of all new cases of 
tuberculosis were attributable to HIV infection and it was estimated that that figure would have increased to 
10% by the year 2000; that left 90% of cases unrelated to HIV infection. 

Replying to the delegate of Swaziland, he explained that the US$ 6 million reduction in the country-level 
budget for 1994-1995 was due to the discontinuation of SIDA，s contribution to India's tuberculosis programme 
through WHO. However, it was likely that direct financial assistance to tuberculosis programmes in many 
developing countries from the World Bank and some bilateral agencies and nongovernmental organizations 
would increase in 1994-1995. While that money would not pass through WHO, the Organization would in 
many cases provide technical support for the programmes concerned. No shift of WHO allocations from 
country level to global and interregional level was proposed for 1994-1995. A substantial increase in 
extrabudgetary contributions to the programme was expected, which would cause an increase at the global and 
interregional level in 1994-1995, but a major portion of that increase would be allocated to country and 
regional levels and spent there in accordance with the work plan. That was a mechanism common to all WHO 
global programmes. 

Replying to the delegate of the United States of America, he said that the need for an additional 
US$ 3 million in the coming biennium was explained by the fact that the programme budget had been 
prepared some time ago, when the huge problem of tuberculosis among refugees and in the eastern and central 
European countries had not been foreseeable. Some US$ 2.5 million was required for that purpose and a 
further US$ 500 000 to strengthen public awareness, in accordance with the recent guidance of the 
programme's advisory body. The delegate of Turkey had also emphasized the importance of advocacy for 
increasing public awareness of tuberculosis. On the question of how to obtain that amount, he hoped not only 
for increased extrabudgetary contributions but also for an increased allocation of regular budget funds. 



154 FORTY-SIXTH WORLD HEALTH ASSEMBLY 

The CHAIRMAN suggested that in view of the various amendments that had been proposed to the draft 
resolution contained in resolution EB92.R9, a drafting group consisting of the delegates of India, Malawi, 
Norway and the United Kingdom of Great Britain and Northern Ireland, should meet to propose a combined 
amended text of the resolution for submission to the Committee. 

It was so agreed. (For approval of amended text, see summary record of the twelfth meeting, section 1.) 

Programmes 13.10，13.12 and 13.14: Zoonoses; Research and development in the field of 
vaccines; and Other communicable disease prevention and control activities (Document 
PB/94-95 pages B-225 to B-232 and B-240 to B-243) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing programme 13.10, said 
that the Board had acknowledged the importance of diseases transmissible from animals to man and expressed 
its satisfaction with the progress made by the zoonoses programme. It had emphasized the need for further 
intercountry cooperation in zoonoses control, as well as for integrated control approaches focusing more on 
animal reservoir species than on the agent of the disease itself, and had noted the contribution made by the 
network of WHO collaborating centres. 

With regard to bovine spongiform encephalopathy, WHO was requested to follow up potential public 
health issues，although it was recognized that the disease was present only in cattle and that there was no 
evidence of transmission from bovines to man. Zoonoses should continue to receive major attention. 

In its discussion on programme 13.12，the Board had congratulated WHO on its achievements in 
launching the Children's Vaccine Initiative，a programme jointly sponsored by UNICEF, UNDP, the 
Rockefeller Foundation and the World Bank. It had also commended the contributions of the WHO 
Immunology Research and Training Centre in Lausanne and, in particular, its activities related to the transfer 
of technology and skills to developing countries. Current research was apparently concentrated on the 
development of new and improved vaccines. 

The Board had had no particular comments to make on programme 13.14. 

Mr UCHIDA (Japan), speaking on programme 13.12, said that his delegation considered that close 
technical cooperation among the parties concerned was essential for the development of new and effective 
vaccines which were also easy to handle. He supported the Children's Vaccine Initiative, a coordinated activity 
strongly pursued by WHO together with UNICEF, UNDP, the World Bank and others. Japan's support would 
be based on a national project for the development of vaccine technology. 

He was pleased to report that the Children's Vaccine Initiative Consultative Group would meet in Kyoto, 
Japan, in November 1993 to discuss such issues as the application of science and research to the next 
generation of children's vaccines. 

Dr VAN ETTEN (Netherlands) said that his country lent its full support to the Children's Vaccine 
Initiative as it considered the objective of promoting the development of new and improved vaccines to be 
extremely important. The Initiative required substantial financial resources and WHO, in collaboration with 
UNDP, UNICEF and the Rockefeller Foundation, would have to increase its efforts to obtain them in order to 
be effective. 

He hoped that WHO would pay considerable attention to the further streamlining of the Initiative's 
financial and organizational management，and considered that the activities of the Initiative should be 
translated into well-defined projects, of fixed duration and with agreed financial resources. 

He wondered why there was no mention in programme 13.12 of the development of a pneumococcal 
vaccine as a priority, since it was considered in that light in the WHO programme on acute respiratory 
infections and, indeed, by the Netherlands. 

Dr CICOGNA (Italy), speaking on programme 13.14, Other communicable disease prevention and 
control activities，drew attention to the high prevalence and intensity of intestinal helminth infections, which 
affected over 2000 million people globally, particularly in tropical and subtropical developing countries. They 
caused decreased food intake, intestinal abnormalities, and poor absorption or great loss of nutrients including 
iron, which led to protein-energy malnutrition, anaemia and other deficiency conditions. The resulting lack of 
physical fitness, decreased work output in adults and poor school performance in children aggravated poverty 
and malnutrition, which in turn worsened the infections. The long-term solution to intestinal parasite 
transmission lay in public health measures. Effective, safe, single-dose anthelminthics were now available, 
making control of morbidity due to worms a feasible policy, even in countries with restricted budgets. While 
appreciating WHO's renewed attention to that problem, he thought that the Organization should increase its 
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efforts in developing and carrying out global action for the prevention and control of intestinal parasite 
infections, to which his country would give its full support. 

Mrs RODRIGUEZ FANKHAUSER (Guatemala), referring to programme 13.12，Research and 
development in the field of vaccines, stressed that WHO could play a vital role in the transfer of technology 
and training of personnel in the field of vaccines in the developing countries. Training should form part of the 
specific programmes in the countries of origin, so that knowledge acquired abroad could be put into practice as 
quickly as possible or at least have a medium-term impact on techniques used in the countries. She welcomed 
the action by the WHO Immunology Research and Training Centre (Lausanne/Geneva) in providing 
opportunities for specialists from developing countries to take part in the WHO/UNDP vaccine development 
programme. She regretted that cuts in the regular budget would cause a reduction in follow-up activities by 
the specialists in institutes in their countries of origin. 

Dr NYMADAWA (Mongolia) congratulated the Director-General on the progress made since the 
establishment of the Children's Vaccine Initiative, to which full support should be given as a most cost-effective 
health investment. The development of improved vaccines against poliomyelitis, tuberculosis and measles had 
opened up new prospects for increasing the efficiency of the Expanded Programme on Immunization. Current 
research was apparently concentrated on the development of new or improved vaccines. However, promising 
starts in other areas such as immune response mechanisms and rapid diagnostic procedures should be followed 
up to allow balanced and effective use of vaccines. Priority should be given, inter alia，to studies on the genetic 
and immunological mechanisms underlying failure to respond to specific antigens，especially hepatitis В 
vaccine. Discovery of a means of overcoming such failure would encourage the incorporation of hepatitis В 
vaccine into national immunization programmes. The production of transgenic mice expressing the human 
poliovirus receptor gene had given reason to hope that it might soon be possible to decrease the cost of 
production of other vaccines requiring primates for quality assurance, e.g., hepatitis A and В and measles 
vaccines. He welcomed the maintenance and regular updating of the work of the WHO Immunology Research 
and Training Centre (Lausanne/Geneva), which had expanded its scope to include areas such as vaccinology， 
immunology and biotechnology. The Centre's activities were important for the transfer of technology to 
developing countries and helped, in the long term, to ensure their self-sufficiency in vaccines. 

Professor MANCIAUX (France) stressed that programme 13.10’ Zoonoses, was important despite the 
extremely limited funds allocated to it. Periodic resurgence of well-known zoonoses in livestock were having 
disastrous economic effects on producing countries. Border controls were difficult. Moreover, new zoonoses, 
mostly of viral origin, appeared from time to time and little was known of their medium- and long-term 
pathogenic potential. 

Professor ACHOUR (Tunisia) speaking on programme 13.12, urged WHO to give higher priority to 
research on vaccines in order to assist those countries which had established policies in that area, particularly 
in the preparation of vaccines, and to provide training facilities and financial resources to those countries. 

Dr TORRIGIANI (Division of Communicable Diseases) assured the Committee that WHO was working 
closely with its partners to improve the performance of the Children's Vaccine Initiative and to achieve better 
definitions of its management structure and budget requirements. He assured the delegate of the Netherlands 
that, since document PB/94-95 had been issued, the development of a pneumococcal vaccine had been 
introduced as a priority. In reply to the delegate of France, he said that zoonoses would continue to be 
regarded as important. Training programmes would be given considerable emphasis and he hoped that 
countries would assist in their expansion. 

Dr VIOLAKI-PARASKEVA (Greece) emphasized the importance of including anthelminthics into 
national control programmes, particularly with migration currently on the increase. 

Programmes 13.15,13.16,13.17, and 13.18: Blindness and deafness; Cancer (including 
international Agency for Research on Cancer); Cardiovascular diseases; and Other 
noncommunicable disease prevention and control activities (Document PB/94-95, pages B-244 to 
B-262) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), introducing programme 13.15, 
said that the Board had noted in its discussions the significant progress made on research on blindness 
prevention and the development of low-cost material for eye surgery. The onchocerciasis control programme 
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might gradually eliminate a major cause of blindness in some developing countries. Activities should focus on 
national programmes and their implementation at different levels. Programme development would be 
coordinated by the WHO Programme Advisory Group on the Prevention of Blindness. The Board considered 
that the social implications of the unprecedented increase in deafness in the world needed close attention. The 
lack of any budgetary provision for relevant activities in the European Region was a matter of concern. 

Regarding programme 13.16, the Board had decided to undertake a comprehensive review of the 
noncommunicable disease prevention and control programmes, particularly those on cancer and cardiovascular 
diseases, and had requested the Secretariat to submit to the ninety-third session a report which would also deal 
with coordination with IARC and other organizations and provide information on the contribution of WHO 
collaborating centres in those areas. The discussion had also focused on moral and ethical aspects and the 
need to give greater attention to palliative care. 

In considering programme 13.17, the Board had recognized that the increase in cardiovascular diseases 
throughout the world was a serious problem. The establishment of global surveillance and prevention networks 
had been suggested, as well as increased support to developing countries in establishing national control 
programmes and strategies for prevention at community level. There was a need for studies on prevention of 
cardiovascular diseases in childhood to lay the foundations for a healthy life-style. The absence of realistic and 
measurable objectives and targets had been pointed out - an issue that should be addressed in the Ninth 
General Programme of Work. The Board had acknowledged the significant contribution made to those 
programmes by nongovernmental organizations and by WHO collaborating centres. 

Regarding programme 13.18, Other noncommunicable disease prevention and control activities, the 
Board had highlighted the growing public health importance of diabetes mellitus and expressed concern that 
WHO activities for diabetes relied heavily on extrabudgetary resources. Recent developments in molecular 
biology and the international human genome project had been emphasized and it had been noted that WHO 
was monitoring the developments in that area as well as in the field of genetics and maintained close 
cooperation with interested bodies regarding the appropriate use of existing technology. 

Mrs SHEFFIELD (Canada) drew the attention of the Committee to the "Victoria Declaration on Heart 
Health", copies of which were available. The Declaration had been drafted by the Advisory Board of the 
International Heart Health Conference held in Victoria, Canada in May 1992. The Conference had been 
sponsored by WHO, РАНО, the Government of Canada, the Province of British Columbia and several 
Canadian nongovernmental organizations. The Declaration called upon all sectors of society to work together 
to eliminate cardiovascular disease and to establish appropriate policy principles and a policy framework. 
Cardiovascular disease was a leading cause of death in industrialized societies. In her country, increasing 
urbanization, life-style changes and abandonment of traditional diets had all led to an increasing inciden法 of 
cardiovascular disease and diabetes. The risk factors associated with the former were now better understood 
and could therefore be partially eliminated. Efforts were being made to end smoking of tobacco in many 
Member States. While concerted action in industrialized societies had produced some useful results, the 
disease had begun taking hold in developing countries. She hoped that intersectoral action would be increased 
through the public health approach described in the Declaration, so as to consolidate the results already 
achieved. 

Dr AGBOTON (Benin) said that the developing countries, notably in Africa, and more specifically his 
own country, were going through a phase of epidemiological transition with the double burden of 
communicable diseases, which were in the process of being controlled, and of chronic diseases such as 
cardiovascular diseases, which were now emerging. Hypertension, affecting 30% to 50% of people aged over 
50, was becoming more prevalent. Other factors influencing chronic diseases were increasing life expectancy, 
stressful working conditions and a harmful environment. Cardiovascular diseases, along with conditions such as 
diabetes, obesity, unhealthy and sedentary life-styles, and smoking should be given full attention. His 
delegation would therefore encourage the Director-General and the Regional Director for Africa to continue 
mobilizing regular and extrabudgetary funds for the cardiovascular disease programme. 

Dr SAVEL'EV (Russian Federation), speaking on programmes 13.16, 13.17 and 13.18，said that the 
cancer problem was growing in importance in both developed and developing countries. His country actively 
supported the further development of the cancer programme, as it constituted a vehicle for the integration of 
the latest scientific findings into national cancer programmes. Active steps were being taken to institute 
primary preventive measures applicable to 30% of all cancers. Similar progress was being made with regard to 
the screening and early treatment of tumours. An international network of experts and institutions was being 
developed to promote accessible methods of curative and palliative treatment. Cost-benefit analysis 
demonstrated the worth of the programme. 
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Rightful emphasis was laid on cardiovascular diseases and risk factors in the priorities for action in 1994-
1995，and it was to be hoped that the methodology developed by the international MONICA project could be 
successfully adapted to specific situations in the individual countries. WHO's work on the pathogenesis of 
atherosclerosis and treatment of hypertension was also important. 

The programme on noncommunicable diseases contained noteworthy elements relating, for example, to 
diabetes, rheumatic diseases, osteoporosis and genetic diseases. His delegation particularly commended 
progress in the integrated programme on noncommunicable diseases, with its ramifications in 16 countries. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland), referring to 
programme 13.18, said that his country attached great importance to WHO's work on diabetes and through its 
collaborating centre had been heavily involved in activities relating to the St Vincent Declaration. 

There was great need to coordinate activities throughout the world and, in his view, the diabetes officer 
at WHO headquarters was a vital contact for receiving and disseminating information; links with the 
International Diabetes Federation were particularly valued. That officers post was currently met from 
extrabudgetary funds, but the position beyond 1993 was less clear. In view of its crucial importance, he would 
be grateñil to have reassurance that the post would be continued beyond the end of the present year. 

Dr HAN Tieru (China) said his delegation endorsed the contents of programmes 13.16, 13.17 and 13.18. 
With the social and economic developments resulting from advances in science and technology, health 
conditions as a whole were improving and in many developing countries, including China, the average life 
expectancy was increasing. Patterns of disease and mortality were changing, however, with chronic diseases 
becoming more important. He stressed the need for health education to achieve a healthy life-style, which 
should reduce the prevalence of noncommunicable diseases. He commended WHO on its useful work on the 
prevention of cancer, diabetes and genetic diseases. His delegation noted with concern, however, that the 
resources allocated to those programmes in the 1994-1995 programme budget had been reduced, which did not 
seem compatible with their importance. He hoped that the Director-General would strengthen WHO's links 
with nongovernmental organizations in order to obtain further resources for those programmes. 

Dr BRUMMER (Germany) said that prevention, through epidemiology and measures to influence life-
styles, had a major part to play in controlling both cancer and cardiovascular diseases. Nevertheless, it should 
not be forgotten that war and starvation were rife in many parts of the world, and that there prevention-related 
aspects would have to take second place to ensuring survival and basic care. The financial resources of 
programmes 13.16 and 13.17 should not be placed solely at the disposal of the countries that were in a position 
to implement programmes specifically targeting cancer and cardiovascular diseases, but should also be available 
to those that for the present were forced to give priority to basic health care. 

He endorsed the programme statements on cancer, concurring with their view of future trends, and 
welcomed the activities proposed for cancer control. Primary prevention such as dietary counselling, smoking 
reduction, and immunization were just as important as secondary prevention measures that led to early 
diagnosis. He also welcomed the assistance being given to the countries of central and eastern Europe in 
setting up facilities for cancer therapy and follow-up care. Further measures such as the epidemiological 
evaluation proposed in the Region of the Americas would also be appropriate in the European context. 
Cooperation in planning national cancer control programmes called for caution; sophisticated programmes 
might be prepared that would prove unworkable at national level, being unsuited to the federal structure of the 
health systems of many States. 

In the European Region, further collaboration with the European Communities would be welcome, for 
example in the programme "Action against Cancer" which was unfortunately not mentioned in paragraph 5 
(page B-252) of the programme statement for IARC. 

He endorsed the programme statement on cardiovascular diseases and agreed with its description of 
future trends. The efforts being undertaken to reduce hypertension by non-pharmacological means would be 
welcome and should not be restricted to countries where pharmacotherapy was not available for financial 
reasons. 

Professor MANCIAUX (France) said that the new prospects for prevention and early diagnosis opened 
up by the recent rapid strides in molecular biology and genetics required careful handling. In some cases, the 
early diagnosis of a disorder likely to develop in the far future could place a heavy psychological burden on the 
person concerned. Moreover, individual genetic mapping was a practice likely to spread and its misapplication, 
for example in selection for certain occupations，was a real risk. A serious bioethical problem was posed by 
such advances and the Health Assembly ought to give serious thought to the matter. 
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Mrs WILLIAMS (International Diabetes Federation), speaking at the invitation of the CHAIRMAN, 
said that the Federation represented 114 diabetes organizations in 94 countries. The total membership of 
those organizations was over one million people, 90% of whom were persons with diabetes. 

Diabetes had been on the WHO agenda since 1979，when a WHO Expert Committee on Diabetes 
Mellitus had met and submitted its report. A major recommendation had been the establishment of a joint 
committee of WHO and the Federation, which had met regularly since then. The Federation had raised 
support from industry to fund a full-time diabetes officer in the WHO Division of Noncommunicable Diseases 
from 1985 to 1987. Following the adoption of resolution WHA42.36 in 1989，a post for diabetes had been 
created in 1990 and was funded until the end of 1993. Meanwhile, further expert meetings had been convened 
by WHO in 1985 and 1992. ^ 

The 1979 expert committee had been stimulated by the feeling that the number of people with diabetes 
was increasing throughout the world, since when that rise had become plain. In developed countries there had 
been up to a 50% increase in the incidence of insulin-dependent diabetes. More alarming had been the global 
increase in non-insulin-dependent diabetes, particularly in rapidly industrializing countries in the developing 
world. Up to a third of the adult population had diabetes in certain countries, with an average 6% afflicted in 
the world as a whole; from 100 to 200 million people were affected. As nutrition improved and infectious 
diseases were contained, an inevitable increase in diabetes followed. 

Diabetes was not a benign disorder: it carried the risk of blindness, kidney failure and leg amputation 
unless properly controlled. The rising incidence of diabetes was accompanied by an increase in heart disease, 
strokes, and peripheral vascular disease. The increase of diabetes with age meant more people with diabetes 
and its attendant complications. In all its forms it was a costly disorder both to the individual and to nations. 
It had been calculated that in developing countries it could easily absorb up to 10% of the health budget if left 
unchecked. 

Non-insulin-dependent diabetes could be prevented and its impact decreased by appropriate strategies, 
largely directed at life-styles. It would serve as an excellent model for many other conditions, but major 
national and international efforts would be required. WHO had incorporated diabetes into its 
INTERHEALTH noncommunicable disease prevention and control programme to excellent effect. Major 
efforts were also under way in the WHO regions. The European Region had，in collaboration with the 
Federation, drawn up the St Vincent Programme, which set clear targets for health gains to be achieved in 
diabetes in the coming 10 years, including specific decreases in blindness and amputation. Other regions were 
beginning to follow suit, although a vast amount remained to be achieved. 

The presence of a diabetes officer at WHO headquarters had had a major beneficial effect on diabetes 
programmes in the world. He had coordinated many of the diverse national efforts and had served as a link 
between different regional programmes and had recently, for example, played a major role in the WHO Study 
Group on Prevention of Diabetes Mellitus that had met in November 1992. He had produced a guide on 
national diabetes programmes and served as an essential pivot around which both national and regional 
progress rotated. The Federation felt strongly that continuation of the diabetes officer post in Geneva was 
crucial to worldwide efforts to control and prevent diabetes and its complications. Specifically, it would expect 
the officer to continue to collate and disseminate information on the incidence and prevalence of diabetes and 
its complications, to help coordinate and plan primary and secondary prevention programmes, to advise 
countries on approaches, to stimulate and integrate the activities of the WHO collaborating centres in diabetes, 
and to aid in the development and distribution of patient and public education programmes. Without the 
officer, the Federation felt that a linchpin of the global effort to contain a common and worrying disease would 
be removed. 

Mrs HEIDET (International Cystic Fibrosis (Mucoviscidosis) Association), speaking at the invitation of 
the CHAIRMAN, said that the Association included 43 member countries and had collaborated with WHO 
since 1973. Cystic fibrosis，a common genetic disorder of worldwide distribution, was being transformed from 
a fatal childhood disease into a chronic adult disorder as a consequence of early recognition and appropriate 
treatment. The Association was following the situation with close attention. 

The successful development of any programme could be achieved only with the close cooperation of all 
interested institutions, international organizations and governmental bodies. In pursuit of the prevention and 
control of cystic fibrosis，the Association continued to cooperate successfully with the WHO hereditary diseases 
programme by supporting control activities in about 50 countries throughout the world. Collaboration was 
concerned with the improvement of diagnosis and care of the disease, as well as the education of professional 
health care workers and efforts to increase public awareness. Such points had been widely discussed at 
meetings held in 1988，1989 and 1990 by the Association, which had addressed a number of recommendations 
to countries. The potential advantages and disadvantages of carrier detection had been considered and the 
conclusion had been that different strategies for cystic fibrosis control would have to be developed for 
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countries with different incidences of the disease and different economies and educational and health care 
development. 

Discovery of the cystic fibrosis gene had opened up new possibilities for control of the disease. The 
immediate benefits were the availability of highly accurate prenatal and neonatal diagnosis and the possibility 
of prospective carrier identification of relatives of cystic fibrosis patients and their partners. There was a clear 
need for more epidemiological studies to determine both the overall incidence and the relative contributions of 
different mutations in populations where the recognition and diagnosis of cystic fibrosis were believed to be 
deficient. 

In order to learn how to apply modern techniques for cystic fibrosis diagnosis, a training course had been 
organized jointly by WHO and the Association in 1989 and individual training was also offered. Joint activities 
also included training courses on physiotherapy in the treatment of cystic fibrosis. Setting up training 
programmes for technical and health care workers involved in cystic fibrosis control programmes would 
continue to be a joint activity of WHO and the Association. Findings from such activities had been published 
in WHO periodicals and documents and distributed internationally. WHO and the Association planned to 
collaborate further on the preparation and international dissemination of information on cystic fibrosis and 
possible strategies for its control. Such information would be regularly updated and revised in the light of 
research developments and experience. An increasing number of countries were becoming aware of the 
problems of cystic fibrosis; WHO and the Association would prepare educational material on control of the 
disease and some guidelines for the preparation of national control programmes for implementation in 
developed and developing countries. Such joint collaboration would help to increase public awareness of cystic 
fibrosis and to bring the problems associated with it to international attention. 

Dr HU Ching-Li (Assistant Director-General) said that, as delegates had pointed out, developing 
countries were increasingly facing the problem of noncommunicable diseases, which in the past had principally 
affected developed countries, and many thus bore a double burden. All WHO programme staff were according 
priority to assisting developing countries to develop national control programmes in these areas. 
Unfortunately, in view of reduced budget resources, it was difficult to see how further support could be given 
to noncommunicable disease programmes without additional extrabudgetary funds. 

With regard to the diabetes officer post, which had initially been supported by the International Diabetes 
Federation, the Director-General had been unable to establish it as a permanent headquarters post owing to 
budget constraints and had had to support it as a temporary post renewable annually. That was not an ideal 
situation and every effort would have to be made to find a long-term solution within the framework of the 
Ninth General Programme of Work. Diabetes was a disease of concern to both developed and developing 
countries. Because of the limited resources every effort was being made to promote an integrated approach to 
the primary and secondary prevention of all noncommunicable diseases. A number of such programmes were 
already under way. 

He took the opportunity to express the Organization's thanks to the International Diabetes Federation, 
the International Cystic Fibrosis (Mucoviscidosis) Association and many other nongovernmental organizations, 
and to the WHO collaborating centres (including the MONICA centres) for their assistance and collaboration 
in supporting WHO's programmes on noncommunicable diseases. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board), noting that cardiovascular diseases 
and cancer were the leading causes of death in both developed and developing countries, said that the dramatic 
rise in the prevalence of noncommunicable diseases would have to be taken into account in the Organization's 
programmes. Programmes to control such diseases and their associated disabilities would have a positive 
socioeconomic impact and improve quality of life. 

PROGRAMME SUPPORT (Appropriation Section 5) 

Health information support (programme 14) (Document PB/94-95, pages B-263 to B-272) 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that the Executive Board had 
agreed on the fundamental importance of health information support and, paradoxically, on the desirability of 
finding ways to effect savings in its sizeable budget allocation. The programme was essential, in the Board's 
view，because for many countries it provided the only reliable source of medical and technical information. It 
helped to meet countries' needs in the face of an increasing number of health problems and the rapid advance 
of knowledge. It served all WHO technical programmes, whose publications were the means whereby the 
Organization communicated the best and most recently available information and recommendations to 
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countries. The Board stressed the importance of issuing technical documentation in the official languages of 
the Organization in a timely fashion. 

Increased use of electronic publishing could offer, in due course, the possibility of savings in paper and 
postal expenses, while at the same time enhancing the accessibility of appropriate data. However, until new 
technology became more widespread, WHO needed to disseminate information in both printed and electronic 
forms. 

The Board had proposed that costs should be reduced by the elimination of separate language editions of 
the verbatim records of plenary meetings of the World Health Assembly and replacing them by one 
multilingual volume; reducing the frequency of editions of Basic documents,, discontinuing publications of 
lesser usefulness to countries; and reducing the numbers of copies distributed in the light of documented 
demand, more precise targeting of readers and better analysis of use. Recognizing that the programme 
provided support to all other programmes from its own resources, the Board considered that for future reviews 
it would be useful to have a more detailed breakdown of such support. 

Dr CICOGNA (Italy) expressed deep appreciation of and satisfaction with the work carried out by WHO 
in health information. WHO publications and documents were scientifically sound, technically valid and well 
presented. He also thanked all the staff involved in the preparation of documents and records of the Health 
Assembly. 

Mr DEBRUS (Germany) endorsed the main lines of programme 14. He noted that at country level the 
programme would be implemented by the German Institute for Medical Documentation and Information, 
which would be installing the WHOLIS/WHODOC data bank on its computer during the year. He expressed 
reservations, however, about the abolition of six posts in the European Region despite the urgent need for 
reorganization and improvement of information, public health care and biomedicine in a number of countries. 
The reduction in staff would delay the translation of the Tenth Revision of the International Statistical 
Classification of Diseases and Related Health Problems into the languages of individual countries, which meant 
that introduction of the Tenth Revision would be postponed until well beyond the date of 1 January 1993 
recommended in resolution WHA43.24. 

Mr BOYER (United States of America) pointed out that programme 14 had the third largest allocation 
in the proposed programme budget - US$ 55.5 million - and that the increase in the 1994-1995 biennium 
amounted to US$ 7.6 million. The Board had discussed questions concerning the number of documents 
produced, the need for those documents, the need for the various language versions, the number of free copies 
made available, and a possible reduction in costs through sales. He asked how much income was earnedrfrom 
the sale of WHO publications, where that figure could be found in the proposed programme budget document, 
and how much saving would be made by the production of the verbatim records of the Health Assembly in a 
single multilingual document. Programme 14 should be kept under close review because of the large portion of 
the budget allocated to it, and further savings should be sought. 

Dr GEORGE-GUITON (France), while understanding the need for economies and the temptation to 
achieve them by cuts in a large programme whose direct health benefits were not easily demonstrated, pointed 
out that first, the budget for programme 14 had been reduced in real terms by more than 10%，compared with 
an average for all programmes of only 2.5%. 

Secondly, it should be borne in mind that programme 14’ which had already paid heavily to austerity, 
served all the vertical programmes. The Executive Board had requested a breakdown of its allocations in 
relation to the other programmes it served; once that was done it would be easier to see if further economies 
were possible. 

Thirdly, she stressed that her delegation was very attached to the protection of French as a working 
language in all WHO documents. She considered the decision to issue the verbatim records of the plenary 
Health Assembly in a single multilingual document as an experimental one that could subsequently be 
reappraised. Concerning the summary records of debates in the committees and in the Executive Board, her 
delegation would be opposed to any change in their presentation, since those records constituted the memory 
of the Organization. Documentation should continue to be issued in printed form as electronic means were 
not yet available to the average reader in all countries. 

Dr SAVEL'EV (Russian Federation) fully endorsed the statement of the previous speaker. 

Professor ACHOUR (Tunisia) expressed his appreciation and support of the work carried out under 
programme 14. 
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Dr VIOLAKI-PARASKEVA (representative of the Executive Board) observed that the weak point of 
programme 14 was the transmission of information to countries that used languages other than the official 
ones. She suggested that resources should be increased at country level so that technical publications, 
especially, could be translated and made available to other users. Otherwise those publications were not put to 
full use. 

Dr JARDEL (Assistant Director-General) pointed out that programme 14 covered a large number of 
different activities. The largest part of its budget - 30% - was allocated to translation, which served all 
programmes and also the governing bodies. The next largest share was for the production of publications, 
which received 25% and also served all programmes. Then came printing - 15% - and library and 
documentation services, also 15%. As had been requested, a breakdown of expenditure would be included in 
future programme budget documents. All efforts were being made to ensure maximum efficiency; however, if 
resources continued to be reduced other solutions would have to be found to provide services, perhaps by 
requiring each programme to cover its publication expenses. 

In response to the United States delegate's question concerning sale of publications, he observed that 
selling was secondary to ensuring the widest possible distribution, which implied reaching those who needed 
the publications. There should be no change in the objective of the programme, i.e., it should not be directed 
towards making profits on the sale of publications. Income from publications amounted to approximately 
US$ 3.5 million a year，a figure which was, for a large part, included in the amount appearing in the column 
"Other sources" on page B-267 of the proposed programme budget for 1994-1995. Those earnings were used 
mainly to promote WHO publications and contributed to supporting free distribution to Member States, 
institutions, and certain individuals unable to pay for them. 

Referring to the comments made by the delegate of France on summary records, he confirmed that 
changes were being made solely to the presentation of the verbatim records of plenary meetings of the 
Assembly. There was no question of any change whatsoever to the summary records of debates in the 
committees and in the Executive Board, which would continue to appear, as hitherto, in all official languages. 
The Health Assembly, in resolution WHA46.11，had decided that interventions in plenary meetings would 
appear in the language in which they had been delivered. Nevertheless, tape recordings of the interventions 
both in the original language and in the interpretations would be provided upon request. The savings thus 
made would amount to approximately US$ 300 000. 

Mr BOYER (United States of America) noted that a number of publications were distributed free of 
charge to all countries. He asked if wealthy countries might not be able to pay for some of those publications 
and whether they really needed so many copies. He suggested that a survey could be carried out among 
Member countries along those lines. 

Dr JARDEL (Assistant Director-General) explained that in developed countries, a limited number of 
copies of publications were distributed free of charge to ministries of health and certain official addresses, 
including libraries. Many more copies were sold. In developing countries, a much larger number of copies of 
publications were distributed free of charge. He agreed that attention should be given to that aspect, bearing 
in mind that it was the role of the Organization to make available publications for which Member States had 
already paid through their contribution to WHO. 

The meeting rose at 18h50. 



TWELFTH MEETING 

Thursday, 13 May 1993, at 9h00 

Chairman: Dr M. SIDHOM (Tunisia) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the 
Agenda1 (Documents PB/94-95 and A46/312) (continued) 

PROGRAMME POUCY MATTERS: Item 18.2 of the Agenda (Document EB91/1993/REC/1, Part II, 
Chapter II) (continued) 

PROGRAMME SUPPORT (Appropriation Section 5) (continued) 

Support Services (programme 15) (Document PB/94-95, pages B-273 to B-285) 

Programmes 15.1 to 15.4: Personnel; General administration and services; Budget and 
finance; and Equipment and supplies for Member States 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that programme 15 was 
designed to provide effective and flexible administrative support at all organizational levels, and was one of the 
largest elements in the regular budget; the proposed increases in budget allocations for 1994-1995 were higher 
than those of some technical programmes, largely owing to increased salary costs within the United Nations 
system. The Board had requested more information about the targets and outcomes of the programme, and 
some members had considered that there might be scope for budget savings in pursuance of resolution 
EB91.R12. The main consideration was the maintenance of programme delivery and services to Member 
States. 

Ms BELMONT (United States of America) commended WHO staff for the excellent standard of support 
services they provided. However，the proposed increase in the budget for programme 15 was very high, 
standing at some US$ 37 million or 21% above the 1992-1993 figure. It compared with an increase of 13% for 
programme 13, Disease prevention and control, and only 9% for programme 4，Organization of health systems 
based on primary health care. Support service programmes were growing from twice to four times as fast as 
technical programmes at the country and intercountry level，which directly affected health and quality of life. 
She would like more information about the breakdown of costs in programme 15. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) speaking on programme 15.1, 
Personnel, said that his country encouraged the recruitment of women to the WHO Secretariat, but considered 
that women candidates must compete on an equal basis with men. The emphasis should be on preparing the 
way for qualified women to apply in the same numbers as men. The paramount consideration in the 
engagement of any employee must be the candidate's efficiency and integrity, as stipulated in the WHO 
Constitution. His country could not support recruitment targets if they could be met only by a lowering of 
standards. 

Dr GEORGE-GUITON (France) said that, at a time when WHO was seeking to cut its budget, 
programme 15 was surely an area where further savings were possible. She called upon the Director-General 
to rationalize the programme in a way that would cause the least possible damage to the Organization. 

1 Taken in conjunction with item 19，Implementation of resolutions (progress reports by the Director-General). 
2 Document WHA46/1993/REC/1, Annex 11. 
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Mrs KERN (Australia) endorsed the comments of the delegates of the United States of America and 
France on programme 15.1. She assumed that the delegate of the United Kingdom had not intended to imply 
that recruitment of women might lower standards. On the contrary, increased recruitment of women in the 
WHO Secretariat could only increase Member States' respect for the Organization, particularly since it was 
women who were mainly responsible for the provision of health care throughout the world. Improved 
management methods，such as a "mentor" system, might be introduced in the Secretariat to encourage a better 
balance between the sexes within the Organization. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) endorsed the comments of 
the previous speaker and confirmed that he had in no way wished to suggest that recruitment of women might 
result in lower standards. 

Professor OKELLO (Kenya) said that of course employees must be appointed on merit, but that 
principle was not necessarily incompatible with the appointment of more women employees. It was also 
important to ensure equitable geographical distribution. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) noted the positive attitude of 
speakers to the work of WHO staff in support services. Nevertheless, two speakers had suggested that the 
programme might provide scope for budget savings. As to the recruitment of women in WHO, she felt that 
women always gave their best, both in their own countries and in international service. 

Mr AITKEN (Assistant Director-General) said that programme 15 had been subject to considerable 
increases in salary costs, because many aspects of the programme were very labour-intensive and it employed 
large numbers of General Service staff. However, in view of the comments made by the Executive Board at its 
January 1993 session, the Secretariat had identified possible cuts in the proposed budget for programme 15; 
the revised allocation was 9.3% higher than the 1992-1993 figure - less than the percentage increase in the 
budget as a whole. The Committee would consider the figures in detail under agenda item 18.3. On the 
recruitment of women staff, he said that quality was, naturally, the first criterion. 

HEALTH SCIENCE AND TECHNOLOGY - DISEASE PREVENTION AND CONTROL (Appropriation 
Section 4) (continued) 

Disease prevention and control (programme 13) (Document PB/94-95, pages B-187 to B-262) 
(continued) 

Programme 13.8: Tuberculosis (continued from page 154) 

The CHAIRMAN invited the Committee to consider the draft resolution on the tuberculosis programme 
recommended by the Executive Board in resolution EB91.R91. A drafting group had considered the 
amendments proposed at the previous meeting and suggested that the draft resolution be amended as follows: 

(1) The second preambular paragraph should read: "Aware that tuberculosis remains one of the most 
important causes of death despite the existence of highly cost-effective strategies and the availability of 
tools to control the disease;". 

(2) The third preambular paragraph should read: "Recognizing that the already serious situation is 
rapidly worsening in both developing and industrialized countries as the result of not emphasizing 
tuberculosis as a priority programme, economic recession, appalling conditions in many parts of the 
world due to war, civil disorders，famine and other calamities，spread of HIV infection, and increased 
international migration;". 

(3) In the fourth preambular paragraph the words "political will and" should be inserted before 
"resources". 

(4) The fifth preambular paragraph should read: "Concerned over the fact that inadequately 
managed tuberculosis programmes and especially inadequate treatment of tuberculosis may lead to the 
development of dangerous drug-resistant forms of tuberculosis, and that there is still inadequate 
appreciation of the seriousness of the situation,". 
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(5) In operative paragraph 3 the words "and as an integral part of primary health care" should be 
inserted after "national health services". 

(6) The words "with particular emphasis on coordinating supply, storage and distribution, so that drugs 
are used appropriately, preferably being only accessible through national control programmes where they 
exist;" should be inserted at the end of subparagraph 3(4). 

(7) A new subparagraph 3(5) should be added, reading: "promotion of public awareness on the 
prevention of tuberculosis, the recent increase in its incidence and its relation with HIV, through 
appropriate channels including schools and the media;". 

(8) Paragraph 4 should be deleted and the remaining operative paragraphs renumbered accordin^y. 

(9) A new subparagraph 5(2) should be inserted, reading: "to ensure coordinated efforts to fight 
tuberculosis with other relevant programmes, especially the Action Programme on Essential Drugs, the 
Global Programme on AIDS and programmes on primary health care including district health systems, in 
order to use limited resources optimally", the remaining subparagraphs being renumbered accordingly. 

Dr WIUM (Norway) expressed his support for the draft resolution, but said that his delegation had 
wished to emphasize even more strongly the importance of controlling the use of antituberculosis drugs in 
order to avoid the development of drug-resistant strains of the disease. The Norwegian delegation had 
proposed an amendment at the previous meeting which would have permitted the supply, storage, distribution 
and use of antituberculosis drugs only through national control programmes. Such centralized control was 
essential for long-term planning of drug supplies and many speakers at the previous meeting had endorsed that 
view. Nevertheless, in the interests of a consensus, his delegation had accepted the less stringent provisions in 
the draft resolution now before the Committee. Proper programme control at country level was the key to 
successful reduction of tuberculosis. 

Dr MUKHERJEE (India) suggested that, in order to avoid repetition, the phrase "inadequate treatment" 
in the fifth preambular paragraph should be replaced by "incomplete treatment". 

Dr ZAWAIRA (Zimbabwe) said that she could not understand why under subparagraph 3(4) there was a 
move to limit the availability of antituberculosis drugs. In Zimbabwe, tuberculosis was increasing at such a rate 
that the national control programme could not cope, and her Government was trying to widen the base ©f 
those looking after tuberculosis patients. 

Dr HENDERSON (Assistant Director-General) said that the views expressed by the delegates of Norway 
and Zimbabwe reflected the debate in the drafting group. On the one hand，it was important for all 
tuberculosis patients to receive treatment; on the other hand, it was also important to ensure that patients 
received the highest quality of treatment, in order to avoid possible problems of drug resistance in the future. 
The text before the Committee was a compromise, which tried to recognize the fact that some countries did 
not have national tuberculosis control programmes, or might wish to use other legitimate channels of drug 
supply, such as private practitioners and dispensaries or nongovernmental organizations. 

The draft resolution, as amended, was approved.1 

2. THIRD REPORT OF COMMITTEE A (Document A46/52) 

Dr VAREA (Fiji), Rapporteur, read out the draft third report of the Committee. 

The report was adopted.2 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.36. 
2 See page 300. 
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3. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the 
Agenda (Documents PB/94-95 and A46/311) (resumed) 

FINANCIAL POLICY MATTERS: Item 18.3 of the Agenda (Documents EB91/1993/REC/1, Part II, 
Chapter III, and A46/482) 

The CHAIRMAN invited the committee to consider the revised proposed appropriation resolution, 
which took account of the proposals made by the Director-General in document A46/31 and the 
recommendation regarding the appropriation of casual income made by Committee В in its report to 
Committee A (document A46/48), and which read as follows: 

The Forty-sixth World Health Assembly 

RESOLVES to appropriate for the financial period 1994-1995 an amount of US$ 890 386 600 as 
follows: 

A. 

Appropriation Purpose of appropriation Amount 
section US$ 

1. Direction, coordination and management . . 97 847 000 

2. Health system infrastructure 272 219 900 

3. Health science and technology: 
health promotion and care 145 209 400 

4. Health science and technology: 
disease prevention and control 103 957 100 

5. Programme support 202 867 600 

Effective working budget 822 101 000 

6. Transfer to Tax Equalization Fund 65 000 000 

7. Undistributed reserve 3 285 600 

Total 890 386 600 

B. Amounts not exceeding the appropriations voted under paragraph A shall be available for the 
payment of obligations incurred during the financial period 1 January 1994 - 31 December 1995 in 
accordance with the provisions of the Financial Regulations. Notwithstanding the provisions of the 
present paragraph, the Director-General shall limit the obligations to be incurred during the financial 
period 1994-1995 to sections 1-6. 

C. Notwithstanding the provisions of Financial Regulation 4.5, the Director-General is authorized to 
make transfers between those appropriation sections that constitute the effective working budget up to 
an amount not exceeding 10% of the amount appropriated for the section from which the transfer is 
made, this percentage being established in respect of section 1 exclusive of the provision made for the 
Director-GeneraPs and Regional Directors，Development Programme (US$ 11 494 000). The Director-
General is also authorized to apply amounts not exceeding the provision for the Director-General's and 
Regional Directors' Development Programme to those sections of the effective working budget under 
which the programme expenditure will be incurred. All such transfers shall be reported in the financial 
report for the financial period 1994-1995. Any other transfers required shall be made and reported in 
accordance with the provisions of Financial Regulation 4.5. 

1 Document A46/1993/REC/1, Annex 11. 
2 See page 303. 
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D. The appropriations voted under paragraph A shall be financed by assessments on Members after 
deduction of the following: 

US $ 
(i) reimbursement of programme support costs by the 
United Nations Development Programme in the estimated 
amount of 3 600 000 

(ii) casual income (other than interest earned) 388 000 

3 988 000 

thus resulting in assessments on Members of US$ 886 398 600. In establishing the amounts of 
contributions to be paid by individual Members, their assessments shall be reduced further by (a) the 
amount standing to their credit in the Tax Equalization Fund, except that the credits of those Members 
that require staff members of W H O to pay taxes on their W H O emoluments shall be reduced by the 
estimated amounts of such tax reimbursements to be made by the Organization and (b) the amount of 
interest earned and available for appropriation (US$ 12 741 000) credited to them in accordance with the 
incentive scheme adopted by the Health Assembly in resolution WHA41.12. 

E. The maximum net level of the exchange rate facility provided for under Article 4.6 of the Financial 
Regulations is established at US$ 31 000 000 for the biennium 1994-1995. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) said that in reviewing the proposed 
programme budget for 1994-1995，the Executive Board had paid particular attention to the increase in the 
budget level and the resulting increase in assessed contributions on Member States. The latter increase had 
been higher than the increase in the budget level, owing to a lower amount of casual income being available 
for appropriation. 

She drew the attention of the Committee to paragraphs 85 and 86 of the Executive Board's report on its 
review of the proposed programme budget for 1994-1995 (document ЕВ91/1993/REC/1，Part II)，which 
addressed a number of important financial matters. The Director-General had，as requested, responded to the 
concerns of the Board in his report to the Health Assembly (document A46/31). The Director-General's 
proposal was to eliminate the originally proposed currency adjustments, resulting in an effective working 
budget level of US$ 830 241 000，or an increase of 12.96% over the approved programme budget for 1992-
1993. The increase consisted of inflationary and statutory cost increases, representing 15.46%, offset by a 
programme decrease in real terms of 2.50%. The proposed budget for 1994-1995 continued to adhere to the 
policy of zero budget growth in real terms, continuing a trend of real term reduction in the regular budget for 
each biennium since 1984-1985. 

Responding to concerns expressed by the Board，the Director-General had identified further budgetary 
reductions of US$ 8 140 000 under various headings, which most Member States would like to see 
incorporated in the appropriation resolution, thereby resulting in an effective working budget of 
US$ 822 101 000. The Executive Board welcomed the fact that its request that further reduction should be 
sought had produced results. 

Mr AITKEN (Assistant Director-General) explained the breakdown of the proposed programme budget 
contained in document A46/31; it was divided into three parts，each of which represented a reduction. The 
first part consisted of an almost automatic reduction; it was nonetheless an important amount compared with 
the original figure shown in the proposed programme budget (document PB/94-95), covering - in paragraphs 
2 to 6 - exchange rate developments since October 1992. There had since been an improvement in the 
strength of the dollar; the Director-General had accordingly proposed the same exchange rates for 1994-1995 
as for the current biennium, resulting in a saving of about US$ 42 million. The main economies were in 
programme 15，Support services programme, and particularly in the global and interregional programmes, 
amounting to US$ 32 million. 

The second part dealt with the financing of the proposed programme budget for 1994-1995 and the 
recalculation of casual income available, which would be used to reduce the contributions of Member States. 
An amount of approximately US$ 13 million would now be used to further reduce those contributions. 

The third part of document A46/31 referred to developments arising out of Executive Board resolution 
EB91.R12, which requested the Director-General to seek further reductions and economies to reduce the level 
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of the proposed programme budget and to submit a report to the Forty-sixth World Health Assembly. That 
report was contained in paragraphs 10 to 26 of document A46/31. The Director-General had located a further 
sum of approximately US$ 8.1 million; paragraph 12 highlighted how such savings had been calculated. It was 
felt that reductions should be made in programmes 1，2，14 and 15, and that country programmes should not 
be touched. By far the largest reduction proposed was in programme 15，Support services, and particularly at 
headquarters. Details were given in the document about the effects of those cuts. The Director-General was 
concerned about the negative impact on the programme. However, he had concluded that the best way of 
obtaining consensus on the budget was to propose that further reduction of US$ 8.1 million，which had now 
been presented in the revised proposed appropriation resolution before the Committee. At approximately 
US$ 822 million it represented an increase of 11.86% by comparison with the current biennium. He 
commended it to the Health Assembly. 

Mr BOYER (United States of America) said that the United States of America was concerned at the 
high level of the proposed programme budget, and, in particular, the cost increases and resulting increases in 
assessed contributions, and the catch-up provisions which constituted a major share of those cost increases. 
The Programme Committee of the Executive Board had originally approved cost increases of no more than 
12%. The Director-General had then raised the level to 13%. The published proposal showed a figure of 
15.46%, and had led the Board to express concern and to adopt resolution EB91.R12, which urged that further 
economies should be made. However，the proposals in document A46/31 showed no reductions in cost 
increases, suggesting a lack of response to the Board's request. The Director-General had identified only a 
small sum of less than 1% which might be cut，but had recommended that that cut should not be made. The 
United States could only accept a budget which made economies of at least the US$ 8 140 000 mentioned in 
document A46/31. He welcomed the statement by Mr Aitken that the appropriation resolution before the 
Committee now represented the Director-Generars proposal，although it still showed a cost increase of 
14.35%, which seemed to him extremely high. He urged the Director-General to continue serious efforts to 
conserve resources, especially in the light of non-payment of assessments by several Member States. 

Mr MILLER (Canada) welcomed the compromise proposal for the appropriation resolution put forward 
by the Director-General. Despite the difficulties to which attention had been drawn at the ninety-first session 
of the Executive Board, and which still remained，his delegation would join in a consensus on the revised 
proposal before the Committee. 

He wished to reiterate Canada's concerns，which had not been adequately covered. In particular，he felt 
document A46/31 was an inadequate response to resolution EB91.R12. He could see no reaction to the 
comments made by members of the Board regarding potential shifts in budgetary priorities, no economies to 
help offset cost increases，and no improvements in efficiency and productivity in the implementation of 
programmes. He saw no absorption of costs and no increase in productivity, but rather a reduction in 
programmes without, on the basis of the meagre information provided，a corresponding adjustment in staff 
levels. Indeed, there appeared to be a further deterioration in staff-to-programme ratios. 

The proposed programme budget as originally submitted to the Executive Board had included a factor of 
15.46% for inflation, with provisions for both future cost increases and a "catch-up" factor for previous under-
budgeting. The provision for "catch-up" had been deeply hidden in document PB/94-95 and had led to 
widespread misunderstanding at the Health Assembly. Questions had been asked as to whether WHO was 
somehow "double-counting" and whether it was genuinely committed to the principle of zero real growth. The 
answer to both questions appeared to be no. That was, however, an issue where perception was more 
important than reality; the lack of clarity in the budget presentation had led to unhelpful misunderstandings. 

Finally, he felt obliged to express astonishment that two weeks of detailed comment and constructive 
proposals by the Executive Board at its ninety-first session had not resulted in a single programme adjustment 
or realignment of priorities. That situation invited unfavourable comparison with the conduct of the governing 
body of another large United Nations organization with headquarters in Geneva, where suggestions by 
members had found a ready echo in programme adjustment and priority realignments. 

Dr WETZ (Germany) welcomed the Director-Generars proposal to reduce the budget by approximately 
US$ 50 million from the figure proposed originally. That left an increase of about 12%, which seemed quite 
steep when compared to the financial practices in most Member States, where expenses had to be cut, 
personnel numbers reduced and projects changed or abandoned. WHO could not be exempt from such 
developments; additional needs could not be satisfied by additional contributions. Priority areas had to be 
defined and resources reallocated accordingly: the budget of US$ 822 million represented a first step in that 
direction. The German delegation would therefore join the consensus in supporting the revised proposed 
appropriation resolution. 
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Highlighting the recent changes which had taken place in the European Region, he pointed out that 
developments in central and eastern Europe had led to the emergence of numerous newly independent states, 
many of which were developing countries. The distribution of allocations to the Regions from the regular 
budget had been fixed at a time when the European Region had consisted largely of industrialized and 
developed nations and did not reflect the changes that had taken place. Europe as a whole contributed almost 
50% of the regular budget while it received an allocation of only 6%. He suggested that distribution of the 
budget should be amended to take account of the current situation. 

Professor MANCIAUX (France) said that his delegation had taken note of the amended budget 
proposal, which showed global cuts of slightly more than US$ 8 million. While thanking the Director-General 
for his report he nevertheless wished to support the remarks made with such pertinence by the delegate of 
Canada. 

Commenting on the distribution of the reductions made, he said that his delegation would have preferred 
to see them all borne by appropriation sections 1 and 5, leaving appropriation sections 2, 3 and 4 intact. With 
regard to the reduction in appropriation section 5, he emphasized again that it should be made solely in 
programme 15, Support services and not in programme 14, Health information support. Although the 
allocation of budgetary resources had not taken place exactly as he would have wished, he would support the 
revised proposed appropriation resolution. The current distribution of regional allocations had been 
established many years previously and now warranted serious review in order to reflect the current situation in 
the world, and ensure that resources were allocated in favour of those countries most in need，which included 
many of those in the African Region. 

Dr OSAWA (Japan) thanked the Secretariat for submitting a revised proposed appropriation resolution, 
showing a smaller total, although there was still much room for improvement. The Director-General had 
responded to the Executive Board's recommendation and had reduced the original proposal by approximately 
US$ 8 million. The reduction had been mainly made by cutting down the allocations for governing bodies and 
programme support. Such a readiness to respond was much appreciated. It was noteworthy that delegates had 
rarely called for budget reductions when debating technical programmes. 

The Assistant Director-General had informed the Committee of the low level of collection of assessed 
contributions in 1992 and the current outlook was none too cheering. In such circumstances, his delegation 
considered that the programme budget, with the US$ 8 million reduction，represented the minimum acceptable 
and urged the Committee to approve the revised proposed appropriation resolution. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) thanked the Secretariat for 
preparing a revised budget following the discussion by the Executive Board at its ninety-first session. However， 
there was room for further examination of priorities. His delegation welcomed the improvement in the 
exchange rate position，which removed the need for an exchange rate adjustment factor in the budget. It 
looked forward to 1994 and to a reduction in the dollar amount of its assessed contribution, while recognizing 
of course that the change was not welcome to Member States whose currency had depreciated against the 
United States dollar. 

It was also gratifying to note that the greater than expected earnings in the Casual Income Fund would 
be used to reduce Member States' contributions. The fact that the money would be redistributed largely under 
the provisions of the incentive scheme was an added boost to that scheme, reinforcing the message that it was 
beneficial to Member States to pay their contributions as early as possible. 

He was, however，disappointed at the response to resolution EB91.R12 as outlined in the Director-
General's report (document A46/31). It would have been helpful if paragraphs 13 to 26 of the report had 
been clearer about specific savings and their consequences, such as the revised arrangements for the Health 
Assembly mentioned in paragraph 20 or the freezing of 22 posts under programme support mentioned in 
paragraph 25. What, for example, might be the effect of freezing 5，10 or 15 of those posts? Thus it appeared 
that little attention had been given to the Executive Board's very clear resolution or to its specific suggestions 
regarding changes in the budget to reflect changes in priorities. The submission of a revised proposed 
appropriation resolution for the financial period 1994-1995 providing for a further overall 1% saving amounting 
to some US$ 8 million was most welcome. On that basis he would support the revised proposed appropriation 
resolution, but urged that the search for further savings should be continued and that in future the Executive 
Board's proposals for savings should be given proper consideration. In that regard he endorsed the comments 
made by the delegate of Canada. 
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Mrs GREW (New Zealand) supported the revised proposed appropriation resolution but would have 
preferred to see zero real growth. The proposed budget savings of US$ 8 million should be made from 
support and overhead costs and not from services or the outputs of WHO programmes. 

Mrs KERN (Australia) said that she regretted having to support the revised proposed appropriation 
resolution, as no one liked to be associated with reduced budgets for health, particularly after what had been 
heard in the debates of the past few days. Health needs were great and were increasing, and WHO's staff 
were dedicated. Many delegates would have heard of the pressing demands on their time and their pleas for 
assistance, particularly financial assistance. However, she very much doubted whether the budget proposed in 
document PB/94-95, with its 21% increase represented real growth. She doubted whether the inclusion of 
"catch-up" provisions and of decreases based on long-standing vacancies were consistent with United Nations 
intentions as regards zero real growth. The "catch-up" provisions were increasing rapidly and were a matter of 
concern. WHO's work could not be assisted by rolling forward a growing debt, which now stood at some 
US$ 35 million, from one biennium to another. Therefore, while her delegation supported the revised 
proposed appropriation resolution, with its reduction of US$ 8.1 million, to be applied largely at the 
headquarters and regional levels but, fortunately, not at the country level, it sought assurances that the 
Secretariat was taking positive steps to reduce the "catch-up" and would in the longer term reform the budget 
process to ensure that that problem did not continue. Unless it was tackled, the real work of the Organization 
would be seriously jeopardized. Her delegation endorsed the comments made by other speakers, especially the 
delegates of the United States of America and the United Kingdom, as well as their requests that steps should 
be taken to secure better priority setting, better allocation of resources to those priorities, and improved 
efficiency. The steps taken by the Secretariat at the current Health Assembly to work with Member States in 
what was a very difficult exercise were appreciated. 

Dr JÁVOR (Hungary) endorsed the comments of the delegate of Germany. Fundamental economic, 
political and social changes were taking place in Europe, and the number of Member States in WHO's 
European Region had increased substantially. Countries were facing basic economic and health problems, 
especially in the eastern and central parts of the Region. Europe was traditionally a donor region, thereby 
manifesting its global solidarity. At the same time, however, countries in similar circumstances should be 
provided with similar levels of support, irrespective of where they were situated. A number of Member States 
in the European Region badly needed WHO's support in developing their health care services and their 
educational, training and research activities. He requested the Member States of WHO to find more resources 
for them. 

Mr DE MORAES (Brazil) said that he would not oppose the approval by consensus of the revised 
proposed appropriation resolution. However, if a vote was needed he would have to abstain because of the 
difficulties Brazil would have in absorbing the resulting increase in contributions, even though it recognized 
that the proposed increase in the budget level was essentially derived from cost increases. That position was 
consistent with the attitude adopted by Brazil in other multilateral forums and therefore had no connection 
with any discrimination against WHO, whose activities and programmes Brazil fully supported. 

Dr AKHMISSE (Morocco) supported the revised proposed appropriation resolution. However, more 
extrabudgetary funding should be allocated to appropriation sections 3，4 and 5，particularly since the beginning 
of the Ninth General Programme of Work was drawing near. The prevention and control of alcohol and drug 
abuse should also receive additional resources. Everyone was aware that it was owing to health systems 
research that health care was becoming increasingly accessible. More funds should therefore be allocated to it, 
as well as to the prevention and control of cardiovascular diseases, which, after having been largely confined to 
the developed countries, were now affecting the developing countries as a result of obesity, smoking, 
alcoholism and even a sedentary life-style. Special budgetary resources should be set aside for the countries 
concerned. 

Dr VIOLAKI-PARASKEVA (representative of the Executive Board) noted that members of the 
Committee had expressed appreciation of what had been done but had called for a determination of priorities 
and a search for further savings. Several members had advocated an increase in the regular budget for the 
European Region in the light of the changes that had taken place there. Appreciation had been expressed 
regarding the reduction in the overall budget’ and concern had been voiced about the adverse effects changes 
in the dollar exchange rate would have for some countries. 
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Mr AITKEN (Assistant Director-General) said that the Secretariat would continue to keep under 
constant review the cost increase situation. The Ninth General Programme of Work would be starting after 
the end of the 1994-1995 financial period, and the opportunity would be used to take account of comments on 
types of presentation and development. The Director-General's Development Programme was included in the 
budget and would be tapped as appropriate to meet some of the points raised by delegates. 

The revised proposed appropriation resolution was approved by consensus.1 

The CHAIRMAN drew attention to the following draft resolution on budgetary reform proposed by the 
delegations of Australia, Austria, Belgium，Botswana, Canada, Colombia, Czech Republic, Denmark, Finland, 
France，Germany, Italy, Japan, Lithuania, Luxembourg, Malaysia, Namibia, Netherlands, New Zealand, 
Nigeria, Norway, Papua New Guinea, Qatar, Republic of Korea, Singapore, Slovak Republic, Swaziland, 
Sweden, Switzerland, Tonga, Uganda, United Arab Emirates, United Kingdom of Great Britain and Northern 
Ireland, United States of America and Vanuatu: 

The Forty-sixth World Health Assembly, 
Having considered the report of the Executive Board on the proposed programme budget for the 

financial period 1994-1995; 
Recalling the Board's requests to the Director-General in its resolution EB91.R12; 
Reiterating the obligation of all Member States to pay their assessed contributions in full and on 

time; 
Mindful of the Organization's obligation to cooperate in health development in Member States and 

conscious of the rising costs of health care，the analysis and planning of care as well as the provision of 
services; 

Recognizing the need to ensure that WHO carries out its programmes in the most transparent, 
most cost-effective and productive manner，providing the best value for money and redirecting resources 
to reflect priority health needs; 

Reaffirming the fundamental importance of realistic programme targets and measurable outcomes; 
Concerned by the growing proportion of the Organization's budget that goes to pay administrative 

costs, including staff and staff-related costs, and recognizing the desirability of an appropriate ratio 
between these costs and the costs of overall programme delivery; 

Underlining the importance of achieving the highest standards of accountability and transparency 
within the programme and budget of the Organization; 

Concerned by the complexity and lack of clarity in existing budget documents particularly in the 
failure to relate financial allocations and staff costs to specific health priorities, and the difficulty this 
poses for the Executive Board and the World Health Assembly in determining and establishing the 
strategic and financial priorities of the Organization; 

Welcoming the intention expressed by the Director-General to relate the presentation of the 
programme budget to the statements of accounts, which will permit assessment of the amounts spent on 
programmes and their results, 

REQUESTS the Director-General: 
1. to introduce a clearer, simpler, more "user-friendly" proposed programme budget (blue book) 
for the financial period 1996-1997; 
2. to develop an improved budget and accounting process which: 

(1) provides for a clearer, simpler presentation; 
(2) reduces significantly the lead time between the beginning of preparation of the 
programme budget and its adoption; 
(3) determines strategic and financial priorities within agreed global objectives; 
(4) establishes realistic and measurable targets in accordance with each health priority 
established; 
(5) reallocates human and financial resources to reflect the priorities and targets; 
(6) establishes a process of regular evaluation of progress towards the agreed targets; 
(7) includes data on actual cost increases during the last complete financial period and 
compares these with forecasts; 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.34. 
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(8) takes account of the common accounting standards under development for 
organizations of the United Nations system; 

3. to take measures to achieve a more appropriate ratio of staff and staff-related costs to all 
other programme costs; 
4. to submit to the ninety-third session of the Executive Board in January 1994，for its 
consideration within the framework of its study of the report of the Working Group on the WHO 
Response to Global Change，a proposal in conformity with the recommendation of the Joint 
Inspection Unit in its report JIU/REP/89/9 for the establishment of a Budget and Finance 
Committee to assist the Board and through it, the Health Assembly in their deliberations on 
budgetary questions; 
5. to report to the ninety-third session of the Board in January 1994 and to the Forty-seventh 
World Health Assembly on the progress achieved in implementing this resolution. 

Mr MILLER (Canada), introducing the draft resolution on behalf of the 36 sponsors, said that Chile 
wished to add its name to that list. Many delegations had been involved in formulating the resolution. He 
would address the issues of budget documentation, links between the budget and statements of account, 
accounting standards and ratios of staff-to-programme performance. Other speakers would comment on the 
establishment of financial priorities and their relation to measurable outcome. 

The budget represented the means for translating the strategic priorities of WHO into action; budgets 
could also be used to frustrate those priorities. In order to ensure that that did not happen, the information 
available should be of the highest quality. Document PB/94-95 contained a huge quantity of information about 
the programme budget, but it was not easy to follow. WHO was not being singled out for criticism: there was 
a consistent pattern across the United Nations system of voluminous but incomprehensible budgetary 
information. 

The draft resolution was not an attempt to dictate a precise form for presentation of the programme 
budget. In considering changes to the presentation, he hoped that the Director-General would consult 
Member States and that he would use the expertise of people with particular interest in the budgets of 
organizations of the United Nations system. Canada would welcome a carefully designed summary with a 
digestible set of really revealing financial tables; they would like the document to demonstrate the relation 
between budgetary items and the priorities that had been established in general programmes of work and to 
indicate the concrete measures that had been taken to modify those priorities in order to reflect decisions of 
the Executive Board and of the Health Assembly. 

The biennial programme budget of РАНО，of which Canada was a Member State, offered a possible 
example. That budget was developed in consultation with Member States, deliberated on in subcommittee, and 
then presented to the Executive Committee in a loose-leaf format, so that any changes made by that 
Committee could be incorporated before the budget was finally considered by the Directing Council of РАНО, 
which also served as the WHO Regional Committee for the Americas. Careful management of the process 
kept the costs of PAHO's programme direction and administration relatively low. 

In subparagraph 2(2) of the draft resolution, the Director-General was requested to reduce "significantly 
the lead time between the beginning of preparation of the programme budget and its adoption". The 
Programme Committee that was scheduled to meet in July 1993 would set the major outlines for the 1996-1997 
programme budget; such a long "lead time" hampered the ability of WHO to respond to the rapidly evolving 
global situation. He was not calling in question the contribution of regional committees to the preparation of 
the programme budget, as laid down in resolution EB79.R7. He asked the Director-General to determine the 
best means of shortening the process, in the light of the discussions of the Executive Board on the preliminary 
report of the Working Group on the WHO Response to Global Change (document EB91/ 1993/REC/2, pages 
179-203 and 214). 

He hoped for a simpler，more transparent account of cost increases. The inclusion in the programme 
budget of both future cost increases and "catch-up" to counteract previous underbudgeting had created an 
unfortunate impression，which could be avoided in the future by clearer presentation. One possibility was 
outlined in subparagraph 2(7) of the draft resolution，which requested inclusion of a comparison between 
forecasts and actual cost increases incurred during the previous complete financial period. 

He was pleased to learn that the Director-General intended to relate WHO's statements of account more 
closely to the programme budget. That intention was consistent with developments elsewhere in the United 
Nations system. For example, the Auditor-General of Canada，acting as an external auditor of another United 
Nations agency, had welcomed its intention to produce a separate report on programme and budgetary 
performance, with detailed matching of the two. The Auditor-General had commented that such a summary 
was essential, despite the danger that too much detail might obscure the overall view, and that it was to be 
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hoped that information for Member States could be made both more consistent and more concise than in 
previous documents. 

In late 1991’ the United Nations General Assembly, on the recommendation of the Panel of External 
Auditors, had requested the Consultative Committee on Administrative Questions to develop common 
accounting standards for United Nations organizations. Those were the basis for subparagraph 2(8) of the 
draft resolution. At its forty-seventh session, in 1992, the General Assembly had urged the Secretary-General 
and the executive heads of United Nations organizations to accelerate development of such standards and to 
take them into account in preparing their financial statements for the period ending 31 December 1993. Those 
standards, once finalized, would have a great effect on the way in which United Nations organizations reported 
financial information. 

The most contentious element of the draft resolution was the ratio of staff and staff-related costs to 
overall programme delivery (operative paragraph 4). He recognized that WHO differed from other 
organizations of the United Nations system in that it delivered expertise rather than goods or services. The 
variety of programmes and activities and of ideal ratios of staff to programme meant that the overall ratio 
would change with time. The inappropriateness of staff-to-programme ratios was greater in some other 
organizations than at WHO, but the Organization had its share of employees who drew substantial salaries but 
were unable to do productive work owing to lack of programme funds. The problem was particularly acute in 
programmes funded from the regular budget; many of those funded by extrabudgetary funds had consciously 
determined ideal staff-to-programme ratios and monitored them constantly. The member of the Executive 
Board designated by Canada had spoken on the issue at the ninety-first session of the Board in January 1993 
(document EB91/1993/REC/2, page 46)，mentioning a recent trend for staff costs to immobilize an increasing 
percentage of available resources at the expense of implementation. That trend, combined with unpaid 
contributions, had left WHO with staff to conduct global and interregional activities but a lack of regular 
budget funds to implement programmes. Inability to perform the duties for which one had been engaged was 
bad for morale. 

He was disappointed that the 1993-1994 programme budget did not reflect such aspects. Although some 
programme managers had taken action to reserve funds for programme activities, others had full staff 
complements but lacked funds to initiate the training that was essential for WHO to discharge its mandate. In 
the important area of tuberculosis，Member States were being called upon for support, since the programme 
was fully staffed but lacked funds for travel to the countries where its work would be vital. Diminution of 
allocations to programme activities did not represent an effective use of skilled professionals or of Member 
States' contributions. Precisely because WHO dispensed expertise, it was appropriate for Member States to 
monitor its ability to carry out its tasks and to expect the Secretariat to adjust human and financial resources 
in order to ensure optimal use of WHO's most valuable and most expensive resource: its personnel. 

Canada and the other sponsors of the draft resolution looked forward to working with the Director-
General in a spirit of collaboration and cooperation to refashion the budget. 

Dr WETZ (Germany) said it was important that the budgetary procedures of WHO should become more 
transparent. Member States should be involved not only at the end of the process, when they were confronted 
with a completed programme budget，but should receive information on major financial issues before its 
completion and be given time to discuss those issues among themselves, to make their views known to WHO, 
and to formulate recommendations to the Executive Board and the Health Assembly. The work of the budget 
and finance committee proposed in paragraph 4 of the draft resolution should contribute to the preparation of 
a clearer, more readable programme budget, to the definition of strategic priorities, to a reallocation of human 
and financial resources that reflected those priorities, and to greater transparency of the budgetary procedures 
in general. Germany was pleased to be a cosponsor of the draft resolution. 

Professor MANCIAUX (France) said that the draft resolution had been sponsored by many countries at 
different levels of development and was the result of a great deal of coordinated effort over several years. Its 
adoption would produce a drastic change both in the presentation and management of the programme budget 
and in the life of the Organization. It had been agreed that priorities must be set on the basis of reliable 
indicators or at least using the most precise estimates possible. There were，however, different levels of 
priority. With regard to long-term priorities that weighed upon the budget from year to year，the cumulated 
costs of the relevant programmes should be calculated from their start and correlated with the results obtained. 
Indicators should be devised to evaluate results in terms of the health status of populations; they could be 
used as a basis for reorienting activities and reallocating resources within high-priority programmes during 
their implementation. It should be possible to downgrade the priority of programmes that became less 
important, owing to changes in epidemiological conditions or progress achieved. Finally, there were 
programmes that were by their nature less important and on which savings could be made. Programme and 



COMMITTEE A: THIRTEENTH MEETING 173 

budget administration therefore had to be flexible and adaptable, allowing reorganization of activities in time 
and space. 

The transparency of the programme budget that France had been requesting for several years could be 
achieved by a simpler, clearer, easier presentation and by an apportionment of the large programmes into 
detailed sub-programmes, so that each could be judged with respect to the human and financial resources it 
required. He agreed with the delegate of Canada that that degree of detail was essential to permit a close 
examination and cost-effect evaluations. Over the years and with the growth of the programmes - if not the 
budgets - of WHO, the absence or inadequacy of information and the unreadable presentation of budgetary 
items had made the work of the Health Assembly more and more difficult. To a certain extent, that state of 
affairs had robbed the Executive Board and the Health Assembly of their controlling, guiding role. The 
Working Group on the WHO Response to Global Change had noted the situation and sought to adapt WHO 
to meet the challenge presented by current global health problems. If the draft resolution were approved and 
acted upon, both the Executive Board and the Health Assembly would find it easier to assist the Director-
General to administer WHO more efficiently in order to achieve its goals. 

A clearer and more instructive programme budget presentation would allow better follow-up. Member 
States would be better able to see how their obligatory and voluntary contributions were used and appeals for 
additional funds would perhaps find more response. The economic crisis was, however, widespread and public 
debt was almost ubiquitous; the debt burden was particularly onerous in developing countries. There was no 
other choice for Member States but zero or negative growth and decreased public spending. In every State, 
health ministries were badly funded and had to reduce expenditure, make optimal use of the funds at their 
disposal, give greater visibility to the results achieved, and cooperate more closely with other ministries and 
with voluntary associations in multisectoral programmes. Mutatis mutandis, that was also the situation in 
WHO, which could not expect any financial miracle. The Organization had to reduce expenditure, make 
optimal use of the funds at its disposal，be transparent and cooperate with other agencies and with 
nongovernmental organizations. 

Professor Parisot, one of the founders of WHO, had expressed the opinion in 1957，at the nineteenth 
session of the Executive Board, that the setting of priorities was a rational approach but that difficulties arose 
when cuts had to be made in programme activities owing to budgetary reductions decided upon by the Health 
Assembly, for those cuts were liable to be based on inadequate information and therefore potentially 
detrimental to the work of WHO. Those words were applicable today. Member States must remedy the 
weaknesses of WHO, and therefore of world health, as soon as possible. Approval of the draft resolution 
would provide more powerful means of doing so than had been available 36 years previously; WHO could not 
wait that long again before instituting essential reforms. 

Dr MEREDITH (United Kingdom of Great Britain and Northern Ireland) viewed the budgetary reform 
outlined in the draft resolution as part of a package of important reforms that would enable WHO to move 
into the future better equipped to handle the increasingly complex problems faced by Member States. The 
United Kingdom had long been concerned about the presentation of WHO's budget. As the delegate of 
Canada had emphasized, the programme budget had evolved into a document that was understood by few, 
misunderstood by others and a source of wonderment to an increasing number of delegations. That situation 
was unacceptable. As financial transparency was essential, the budget should be presented in a way that could 
be understood by all - not only by those skilled in book-keeping but by everyone who had a genuine, legitimate 
interest in the budgetary affairs of WHO. A transparent, intelligible presentation would result in a better 
informed, more enquiring Health Assembly, which would be capable of engaging in meaningful, constructive 
debate. In recent years, debates on financial items had been repetitive, the same questions drawing the same 
responses. A more "user friendly" programme budget document would improve the situation. 

The proposal to reduce the lead time between preparation of the budget and its adoption was 
particularly welcome, and would result in a budget that more closely reflected the current position and in which 
allocations corresponded better to current needs. 

The draft resolution also reinforced the desire expressed by many Member States that WHO should not 
only set priorities but also regularly evaluate progress, so that adjustments could be made as necessary. The 
draft resolution placed a clear obligation on the Secretariat to fulfil that request. Furthermore, it sought to 
introduce, for the first time，a comparison between forecast and outcome, in order to improve WHO's 
accountability to its Member States. The draft resolution also contained a proposal to set up a budget and 
finance committee to assist the Executive Board and the Health Assembly in resolving the increasingly complex 
but fundamental budgetary issues they encountered. The committee would serve as an independent source of 
advice. Its existence would not imply loss of the Board's sovereignty or independence; the proposed 
committee would act in accordance with the Board's intentions and instructions. He urged Member States to 
support the draft resolution, which was forward-thinking and realistic. 
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Dr NAKAMURA (Japan) said that his delegation had sponsored the draft resolution since it was 
convinced of the need for a clear, transparent budget system in order to secure broader support from all 
Member States. Although preparation of the programme budget was a complex process，in which the regional 
committees were involved and which was limited by United Nations regulations, and although programme 
results were not easily quantified, nonetheless, the Secretariat must prepare an effective plan for improving or 
reforming the budget process in the coming years. He reiterated his delegation's concern regarding the risk of 
increasing bureaucracy in WHO by the establishment of yet another committee. He looked forward to active 
participation of technical programme managers in the process of reform; their ideas should take precedence 
over those of financial experts, so as to obviate any delay in the implementation of technical programmes. 

Dr MISRA (India) welcomed the move towards budgetary reform and endorsed the appeal in the draft 
resolution for a more transparent, intelligible and accountable budget document. At the same time, he 
wondered whether the Director-General and the Secretariat had been adequately involved in developing the 
reform proposals. Adequate consideration had perhaps not been given to all their implications, among which 
he would stress four: (1) a significant reduction in lead time between the beginning of preparation of the 
programme budget and its adoption might create difficulties for certain Member States; (2) the setting of rigid 
priorities might reduce the flexibility States required to allocate their national budgets to areas of specific 
concern; (3) it was not always possible to relate outlays to specific targets, in particular when the WHO 
contribution represented only a small portion of the entire programme; and (4) most importantly, the proposal 
to establish a budget and finance committee appeared to pre-empt examination of the work of the Programme 
Committee as recommended in the report of the Executive Board Working Group on the WHO Response to 
Global Change (document EB92/4,1 paragraph 4.2.2.3). The question of whether the programme budget 
should be considered by the Programme Committee or the Executive Board itself, or by a new budget and 
finance committee, should be left to the Board. Further, some of the matters referred to in the draft 
resolution under consideration were details that would be better taken up in a smaller forum such as the 
Executive Board. Any specific action on that issue by the current Health Assembly would therefore be 
premature. 

Dr ADAMS (Australia) said that his delegation was proud to sponsor the draft resolution and shared the 
views expressed by other sponsors. It was gratifying to see such a large number of them, which indicated the 
willingness of Member States to become more directly involved in budget management. He pointed out that 
such involvement required a long-term commitment. 

Dr AKHMISSE (Morocco) asked for his country's name to be included in the list of sponsors of the 
draft resolution. Referring to the comments made by the delegate of India，he said that in his view the Health 
Assembly was perfectly entitled to discuss the proposed reforms, which were in keeping with the proposed 
reallocation of resources for priority health requirements. It should also reaffirm the vital importance of 
realistic targets and quantifiable results. Moreover, the time had come to develop a clearer and more 
transparent programme budget document accompanied by charts and diagrams which would not only facilitate 
the work of delegates and discussion on budgetary matters, but also set the Organization on the long-awaited 
road to reform. 

Dr DLAMINI (Swaziland) said that her delegation fully supported the draft resolution, of which it was a 
sponsor. Her Government had always taken the position that priorities should be set and the budget 
established accordingly. Yet，Members seemed to be requesting priority attention for all their programmes, 
which meant that resources could not be used effectively. It was important to have realistic and measurable 
indicators for priority health care programmes so that results could be properly evaluated. Careful attention 
should be paid to monitoring and evaluation; otherwise, it would be difficult to determine future directions. 
The draft resolution，as well as the recommendations of the Executive Board Working Group on the WHO 
Response to Global Change，would address some of those concerns. Flexibility in the budgetary process was 
essential to allow for the inclusion of new priorities that might arise unexpectedly. While favouring the 
establishment of the proposed budget and finance committee, she hoped that it would not simply add another 
layer of bureaucracy to the Organization. 

1 Document EB92/1993/REC/1, Annex 1. 
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Dr DALLAL (Lebanon) said that the budgetary allocation to the regional offices should be increased to 
70% of the regular budget funds available to the Organization at the very least, as they were the bodies that 
carried out the work in the field and implemented the Organization's programmes. 

Dr AL-JABER (Qatar) said that in its resolution EM/RC39/R.4，the Regional Committee for the 
Eastern Mediterranean had recommended that the regional members of the Executive Board as well as 
representatives to the Health Assembly should undertake initiatives in those forums to increase substantially 
the regional share of total budget resources. He therefore proposed adding a paragraph to the draft resolution 
under consideration to the effect that the share of regular budget funds for regional offices should be increased 
to 70%, so that those offices could set their priorities in a more effective manner. 

Mr JORGE (Brazil) said that his country fully supported the draft resolution and wished to become a 
sponsor. 

Mr WIDODO (Indonesia) supported the proposed budgetary reform. However, it was important not to 
act just for the sake of reform itself; in the final analysis the integrity of the Organization itself was at stake. 
His delegation therefore agreed with the views expressed by the delegate of India. 

Dr AL-RABIE AH (Saudi Arabia) said that his country wished to join the list of sponsors of the draft 
resolution, and to stress the importance of reallocating human and financial resources to reflect the priorities 
and targets，as called for in subparagraph 2(5). Another noteworthy activity was the review process to help 
countries establish priorities. Many countries had ambitious goals and tried to implement a large number of 
programmes, thereby diluting the effectiveness of the resources allocated; targets ought to be more realistic. 

WHO was moving towards decentralization and increased participation at the regional level. He 
therefore agreed that the budget allocation for the regions should be increased to 70%. 

Professor ACHOUR (Tunisia)，while agreeing on the need for budgetary reform, expressed some 
reservations with regard to the draft resolution before the Committee. Not only would its implementation 
place too many constraints on WHO's structure and operations, but also the specific priorities, programme 
targets and regular evaluation called for might well overburden the Organization's administration. 
Nonetheless, his delegation was in favour of establishing a committee to improve on current procedures and to 
improve budget presentation, separating the technical programmes with their major priorities from the 
administrative sections. 

Dr NYMADAWA (Mongolia) said that while he supported the draft resolution in principle, the proposal 
in paragraph 4 to set up an additional committee seemed to contradict the concern expressed in the seventh 
preambular paragraph regarding administrative costs. Such matters required further consideration by the 
Executive Board and paragraph 4 should therefore be deleted. 

Dr MILAN (Philippines) said that her delegation supported the proposed budgetary reforms. However, 
it was important to bear in mind that budget preparation was a lengthy and complex process. For many years 
she had participated in the preparation of her country's health care programme and budget. Priorities were set 
in accordance with global objectives and resources were allocated accordingly. The proposals were transmitted 
to the Regional Office for review. Suggestions for revision were then discussed jointly. The budget was 
subsequently finalized by the Government and transmitted to the Regional Office for integration with those of 
other Member States, which she assumed had undergone a similar process. The Regional Office then 
prepared a regional programme budget document for submission to the Regional Committee, which was 
subsequently transmitted to headquarters for integration with other regional budgets in preparing the overall 
programme budget. She was therefore confident that her country's priorities were reflected in the programme 
budget. The final document was thus the product of months of work at country, regional and global levels, and 
the details of country programmes were available at the regional level. 

Mrs BERMUDEZ (Argentina) said that her country wished to join the list of sponsors of the draft 
resolution. 

Dr ТАРА (Tonga) said that his country was a sponsor of the draft resolution and endorsed the text as it 
stood, including paragraph 4. The comments made at the current meeting should be taken into account by the 
Executive Board and the Director-General，who should incorporate them in his report to the ninety-third 
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session of the Executive Board on progress achieved in implementing the resolution, as proposed in its 
paragraph 5. 

Dr QUAUNINE (Bangladesh) said that implementing subparagraph 2(5) of the draft resolution, which 
called for a reallocation of human and financial resources to reflect the priorities and targets, could divert 
WHO funds from the countries most in need. He therefore proposed that a paragraph be added to the effect 
that the programmes in the least developed countries should not be affected by the provisions of the draft 
resolution. 

The meeting rose at 12h35. 



THIRTEENTH MEETING 

Thursday, 13 May 1993，at 14h30 

Chairman: Dr M. SIDHOM (Tunisia) 

1. PROPOSED PROGRAMME BUDGET FOR THE FINANCIAL PERIOD 1994-1995: Item 18 of the 
Agenda (Documents PB/94-95 and A46/311) (continued) 

FINANCIAL POUCY MATTERS: Item 18.3 of the Agenda (Document EB91/1993/REC/1, Part II, 
Chapter III) (continued) 

The CHAIRMAN invited the Committee to continue its consideration of the draft resolution on 
budgetary reform, which had been introduced at the previous meeting. 

Dr KO KO (Regional Director for South-East Asia) said that, althou^i it was not for him to enter into 
the substance of the draft resolution, the experience of his Region in meeting the Organization's targets and in 
programme delivery might shed some light on some of the issues under discussion. 

The Director-General transmitted his instructions immediately after the Health Assembly to the Regional 
Directors, and the Regional Office conveyed the Health Assembly's decisions and resolutions concerning 
targets, objectives and allocation of resources to the countries in the Region. The Regional Directors in turn 
reported to the regional committees. Within the overall targets and objectives, the Regional Office had to take 
account of individual countries’ circumstances, needs and priorities. The policy emphasis on primary health 
care and the case of India might be used to illustrate that point. Although primary health care was a global 
WHO priority that was as applicable in India as elsewhere, India received relatively little financial input from 
WHO for primary health care since its extensive primary health care network was already well funded by a 
host of United Nations bodies and donor agencies; the Indian Government felt that WHO's catalytic assistance 
was most needed in such areas as programme formulation, training, information, and monitoring and 
evaluation. 

On the subject of the lead time between preparation of the programme budget and implementation, he 
referred the Committee to the useful explanatory statement made at the previous meeting by the delegate of 
the Philippines. To summarize the procedure followed at the country and regional levels, for the 1994-1995 
programme budget, submissions by countries had been worked out jointly between 1991 and 1993 after 
extensive consultations in the region, following the instructions given by the Director-General in August 1991. 
As soon as the programme budget was approved by the current Health Assembly, the WHO team from the 
Regional Office and the WHO Representatives would engage in joint preparation with each country of an 
annual plan of action, bearing in mind the broad outlines of the approved programme budget and the decisions 
and guidance of the Health Assembly and the Executive Board, but also keeping in mind countries' individual 
situations and priorities. That process would last from October to December 1993 so that by January 1994 the 
countries would be able to proceed to the operational phase of the 1994 programme. The lead time for 
detailed programme planning in his Region was accordingly only three months, though broad programme 
outlines were being developed three years ahead. 

Mr AITKEN (Assistant Director-General) said that with regard to the balance between staff and other 
funding, he agreed with delegate of Canada that it was important to ensure that the staff had adequate funds 
to carry out their work. The ratio between staff and other costs in WHO had markedly declined over the 
years, from about 63% under the regular budget and 50% from all funds in 1980 to 54% under the regular 
budget (a fall of about 9%) and 37% under extrabudgetary funds (a fall of about 13%) in 1990-1991. 

1 Document A46/1993/REC/1, Annex 11. 
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The question of priorities referred to in subparagraph 2(3) of the draft resolution, was one on which 
consensus was very difficult to achieve. As the Regional Director for South-East Asia had said, individual 
countries had different priorities. For the resolution to work successfully, Member States would themselves 
have to make every effort to reach consensus on how funds should be allocated. As to the matter of lead time, 
perhaps one approach might be to be less hasty in reaching conclusions on some overall averages such as cost-
increase figures; some fine-tuning decisions could well be taken, and agreed by the Executive Board, at a later 
stage. 

A number of speakers had suggested that 70% of the budget should be allocated at what might be 
termed "regional level", on the lines of resolution WHA29.48, adopted in 1976，recommending a figure of 60% 
for technical cooperation, which had been generally interpreted as meaning at regional and country level. In 
the programme budget for 1994-1995 the allocation ratio was 66% at regional and country level and 34% at 
global and interregional level. Resolution WHA29.48 had been adopted only after long and considered debate 
and had also been given a long lead time to implementation, preparation for which had entailed considerable 
review and discussion both at headquarters and in the regions. In any current appraisal of possible change, 
consideration would also have to be given to the aspects mentioned by a number of delegates at the previous 
meeting, such as the issue of interregional balance. The ratio of the budget allocated to the regions and at 
country level was currently under wide-ranging review in a number of forums at WHO and could be adjusted 
as discussion went forward on the process of reform. 

Mr LAMBA (India) said that he did not think that all the points raised by India at the previous meeting 
had been answered by the Secretariat. 

On the question of the propriety of the procedures to be followed, he considered that major issues 
should be thoroughly examined by the Executive Board, which should submit proposals to the Health Assembly 
for consideration and possible adoption. In the present case, however, it was clear that under the terms of the 
draft resolution, the Health Assembly would be, in effect, directing the Executive Board to establish a budget 
and finance committee to assist it and the Health Assembly in the discharge of their functions. The issues in 
question were extremely important and required very thorough examination: perhaps that was not feasible in a 
large body such as the Health Assembly but would be done more constructively by the Executive Board. 

The budget and the financial instruments were all designed to achieve the purposes for which WHO 
existed; past events should be realistically assessed in order to judge to what extent the existing mechanisms 
had allowed WHO to achieve its ends and provide leadership in the area of its competence. He therefore 
urged that reform should not be undertaken too hastily. 

Mr AITKEN (Assistant Director-General) assured the delegate of India that he shared the concerns he 
had expressed, and that the process of budget development should not hinder the way in which countries 
developed their health programmes. 

Referring to paragraph 5 of the draft resolution, he said that the reports which the Director-General was 
requested to submit to the Executive Board and the Health Assembly would contain a detailed analysis of each 
of the points that had been raised, giving a full explanation of the current situation and the practical modalities 
of implementation. The Executive Board would thus have an opportunity to take into account the views of the 
Secretariat and provide its own input on each of the points contained in the resolution. 

The draft resolution was approved.1 

2. FOURTH REPORT OF COMMITTEE A (Document A46/54) 

Dr VAREA (Fiji), Rapporteur, read out the draft fourth report of the Committee. 

The report was adopted.2 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.35. 
2 See page 300. 
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3. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 15hl5. 





COMMITTEE В 

FIRST MEETING 

Tuesday, 4 May 1993，at 14h30 

Chairman: Mr В. M.TAITT (Barbados) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR (Rule 36): Item 21 of the Agenda (Document 
A46/38) 

The CHAIRMAN expressed gratitude for his election and welcomed all present, in particular the 
delegates of new Member States. He drew attention to the third report of the Committee on Nominations 
(document A46/38)1 in which Dr N. Iyambo (Namibia) and Mr Mya Than (Myanmar) were nominated for the 
offices of Vice-Chairmen of Committee В and Dr M. Hamdan (United Arab Emirates) for that of Rapporteur. 

Decision: Committee В elected Dr N. Iyambo (Namibia) and Mr Mya Than (Myanmar) as Vice-
Chairmen and Dr M. Hamdan (United Arab Emirates) as Rapporteur.2 

2. ORGANIZATION OF WORK 

The CHAIRMAN, referring to the role of the representatives of the Executive Board, who would 
participate in the work of the Committee in accordance with Rules 44 and 45 of the Rules of Procedure of the 
Health Assembly, emphasized that they would be conveying the views of the Board, not those of their 
respective governments, and only on items dealt with by it. They would notably explain the reasons behind any 
recommendation made by the Board for the Health Assembly's consideration, and provide any clarifications 
that might be called for in the course of the Committee's deliberations. 

Rules 34 to 91 of the Rules of Procedure of the World Health Assembly would govern the Committee's 
work. 

3. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 22 of the Agenda 

Interim financial report on the accounts of WHO for 1992 and comments thereon of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the Health 
Assembly: Item 22.1 of the Agenda (Resolution EB91.R21; Documents A46/16 and Add.1, A46/33 
and Corr.t and A46/34) 

The CHAIRMAN drew attention to the fact that item 22.1 covered both the interim financial report for 
the year 1992 and the report of the External Auditor to the World Health Assembly concerning allegations of 
possible financial irregularities during 1992. In accordance with the General Committee's recommendation, he 
invited the Committee to consider the latter report first. 

1 See page 298. 
2 Decision WHA46(4). 
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Mr MILLER (representative of the External Auditor) said that following reports by the Organization's 
internal auditor of possible financial irregularities in the granting of contracts in the latter part of 1992, the 
Chairman of the Executive Board had called for a special report by the External Auditor to the Health 
Assembly on the matter. The External Auditor had consequently carried out a special audit and his report was 
contained in documents A46/33 and A46/33 Corr.l. 

Part 1 of the report set out the specific terms of reference of the audit，which covered technical service 
contracts, computer systems control and access and travel expenditure. Part 2 gave details of the audit 
approach adopted, which had been essentially selective in nature. Regarding contracts, the examination had 
covered: non-statistical samples of contracts, both with Member States represented on the Executive Board 
and with other Member States; contracts before and after 1 June 1992，in the light of concern expressed by 
the internal auditor and the Chairman of the Executive Board; contracts with individual members of the 
Executive Board, their alternates or advisers. The audit had looked at more than 100 contracts, in order to 
reach conclusions on the circumstances of contract letting, compliance with rules and regulations, and value for 
money. Concerning computer systems control and access, the security and integrity of financial data held by 
WHO on contracts had been examined, as well as the circumstances of the restrictions on access to certain 
records imposed by the Director of Budget and Finance. Expenditure patterns on travel in general and travel 
by the Director-General had also been examined. Parts 3 to 5 of the Report set out detailed findings on all 
three issues. 

As required by the Financial Regulations, the External Auditor had sought comments and explanations 
regarding the proposed report from the Director-General, who had agreed to the factual statements contained 
therein. 

From the sample examined, it had been found that six contracts (five of them with individuals or 
institutions in Member States represented on the Executive Board) showed shortcomings sufficiently serious to 
call in question the value for money obtained. Those cases had all been proposed to WHO by the contracting 
parties. Five had been funded from contributions by one Member State to WHO's Voluntary Fund for Health 
Promotion; five cases were the responsibility of the same WHO allotment holder. A number of shortcomings 
in contract letting had been detected: inadequate scrutiny of need; lack of consideration given to alternative 
contractors; failure to establish contractors' bona fides; inappropriate forms and terms of contract; lack of 
critical review of levels of remuneration; and absence of requirements for accounting and reporting. The 
External Auditor recommended more rigorous requirements for critical scrutiny of contract proposals, 
especially those emanating from outside the Secretariat, to ensure consistency with WHO's needs and aims. 
He also recommended that WHO critically review and record the justification for expenditure in support of 
activities by an outside organization; and that it review budgets and require full income and expenditure 
statements for joint conferences, so as to assess the value of the Organization's contribution. Attention was 
drawn to the substantial and increased level of contracting with Executive Board members, alternates or 
advisers in the latter part of 1992. 

WHO traditionally followed the practice of approving temporary adviser projects proposed by the 
participants, without detailed scrutiny and without requiring reports of results as long as the applicant was of 
good standing. The External Auditor, who recommended that tight controls be established to rectify the 
weaknesses identified, had noted that the legal advice given in 1984 not to employ Executive Board members 
and to be cautious over their use as temporary advisers had not been followed, despite the acknowledged risk 
of conflict of interests. Welcoming the intention to reflect that advice in the Organization's regulations, he 
recommended that the policy be extended to include Executive Board alternates and advisers as well as 
members. In view of the importance and sensitivity of the matter, it was further recommended that contracts 
with Executive Board members be approved at Assistant Director-General level; that Board members be 
asked to register a declaration of relevant financial interests; and that payments to individual Board members 
be noted in WHO's published accounts. 

Having noted confusion and management failings in contract letting procedures and practice, resulting in 
a lack of proper controls as well as shortcomings in contract records, the External Auditor recommended the 
review and simplification of contract types and improved evaluation of contractors, with increased involvement 
of the Division of Personnel in the selection and evaluation of consultants. 

Following a greatly increased incidence of contracts for media services in the latter part of 1992, it was 
recommended that a policy and strategy on media matters be established to underpin future contracting in that 
area, and that all such contracts be subject to Contract Committee review arrangements, with tendering 
wherever appropriate. 

Until now, all research contracts, whatever their size, had escaped the Contract Committee scrutiny to 
which other large contracts were subject. While welcoming WHO's plan to improve control by setting up 
ad hoc committees to review research projects, the External Auditor's report expressed concern that 
programme managers had wide authority in the disbursement of their budgets without sufficient accountability 
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to senior management; the External Auditor therefore recommended that programme managers be made 
directly accountable for their operations to their Assistant Directors-General. It was also recommended that 
stronger arrangements be made for review and approval of contracts, for example by lowering the level at 
which contracts were referred to the Contract Committee for review. 

Regarding computer systems control and access, the External Auditor had found and had removed 
restrictions on audit access to certain computer records and inquiry facilities. He was satisfied from detailed 
checks and reconstructed data that the accounting records were reliable for auditing purposes. Expressing his 
continuing concern that applications programmers and the data base administrator had unnecessarily wide and 
unsupervised access to live data，the External Auditor recommended that WHO establish and document a 
proper security policy for its computer operations. 

From the examination of travel expenditure，the External Auditor was satisfied that staff travel patterns 
did not vary significantly from year to year. The Director-GeneraFs travel costs, however, had consistently and 
over several years risen significantly in excess of the approved programme budget. It was recommended that 
more realistic and justified budgeting be applied, to ensure travel commensurate with WHO's needs and 
priorities. Regarding Executive Board travel, the audit had revealed that resolution WHA30.10 on the class of 
travel to be reimbursed had not been observed in all cases, and more specifically that, using contributions to its 
Voluntary Fund for Health Promotion, WHO had reimbursed special, more generous than normal, travel 
arrangements for some Executive Board members travelling to the International Conference on Nutrition in 
Rome in December 1992. It was therefore recommended that resolution WHA30.10 be adhered to. 

In summary, the External Auditor's report showed that there had been a lack of accountability of WHO's 
programme managers to top management, and an absence of policy or clear direction for dealing with 
important and sensitive issues of contractual relations with Executive Board members. That, together with 
laxity in contract letting and control, had created a situation permitting a number of contracts to be let (notably 
in the latter part of 1992 and using contributions from one particular Member State to funds administered by 
particular allotment holders), where proper procedures were not followed and where value for money was in 
doubt. The External Auditor strongly recommended that WHO address those important issues and the other 
detailed recommendations in the Report, to avoid recurrence of such problems. In that respect, he welcomed 
the recommendations made by the Assistant Director-General responsible for administration and finance in his 
report on that subject. 

The External Auditor would continue to monitor closely WHO's contracting and the Secretariat's 
response to his recommendations. His report in 1994 on the 1992-1993 accounts would include his 
observations on developments and on the adequacy of action taken to rectify the weaknesses identified. 

Mr KAWAI (Japan), welcoming the Director-GeneraPs response to the request by the Chairman of the 
Executive Board for an external audit of the finances of the Organization and commending the intensive 
investigation that had been carried out, said that the report made it clear that despite some shortcomings with 
regard to a few contracts no fraud or serious violation of the relevant financial regulations had been found to 
have taken place; that the internal auditor's allegations relating to four contracts, denial of computer access 
and manipulation of documents for cover-up purposes had been found to be unsubstantiated; and that the 
concern expressed by a Geneva-based mission relating to travel by the Director-General and reallocation of 
resources to countries represented on the Executive Board had been unfounded. 

His delegation was concerned about the manner in which the external audit had been conducted and the 
purpose for which it had been intended. First, it was seriously disturbed by an investigation that clearly 
focused on the use of financial contributions from one particular country and made general, but seemingly 
negative，comments without citing specific violations of existing regulations. That lack of specificity could lead 
to a misunderstanding of the report. A clear statement as to whether rules had or had not been violated 
should have been given. If the use made of voluntary contributions was the issue, then the voluntary 
contributions of all Member States should be investigated. Cooperation between multilateral agencies and 
bilateral donors was becoming increasingly important for the effective delivery of assistance to developing 
countries; Japan's cooperation with multilateral agencies, including WHO，had been appreciated by many 
developing countries 

Further, his delegation found attempts to use an administrative process as a political tool unacceptable. 
Despite the fact that no fraud or significant violation of the rules had been found by the External Auditor， 
some Member States persisted in their efforts to link the contents of his report to the appointment of the 
Director-General. Since there was no factual evidence to substantiate that link，such efforts were improper 
and unjust. Dr Nakajima had been nominated for a further term as Director-General by legitimate and 
constitutional process. He had been supported by a great number of Member States, especially developing 
countries. That was, Japan believed, the result of his hard work to improve and solve the health problems of 
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the world, especially the developing world，and it would continue to welcome and support Dr Nakajima's 
efforts. 

Undue attempts to overturn majority decisions were inadmissible, and could create a precedent allowing 
some vocal parties to attain their objectives by means other than democratic ones. Furthermore, it was not 
fair repeatedly to feed rumours and attempt to instil doubts about a legitimate process merely because of 
dissatisfaction with the results. Some delegates might claim that the doubts had been raised by the media. 
However, media reports did not appear by magic; they were often the fruit of information, true or false, from 
other sources. Transparency was critical for the conduct of WHO's business, but facts must prevail over 
unsubstantiated allegations circulating in other forums. Discipline and a refusal to compromise the 
Organization's constitutional principles were called for. 

The recommendations made by the External Auditor in response to stated shortcomings in the Financial 
Regulations, which had served for many years spanning several different administrations, offered the 
Secretariat an opportunity to review the Organization's regulations and to enhance both accountability and 
transparency. Japan welcomed the Director-General's commitment to improve and strengthen relevant 
procedures, taking those recommendations into account, hoping that improvements would indeed be made 
where appropriate and that they would be successfully implemented as soon as possible. 

The CHAIRMAN reminded the Committee that it was considering the report of the External Auditor. 
Statements should therefore be confined to that topic and not touch on the appointment of the 
Director-General, which was the business of the plenary Health Assembly. 

Professor GIRARD (Chairman of the Executive Board), rising to a point of order, observed that it was 
customary practice in Committees A and В for a subject for discussion to be introduced by a representative of 
the Executive Board. In view of his responsibilities as Chairman of the Board and with respect to the present 
topic, he felt he had a duty to provide some background to the subject. 

The CHAIRMAN said that, as he had noted with respect to the organization of work, representatives of 
the Executive Board would explain any point requiring clarification. Since the introduction by the 
representative of the External Auditor had been clear and straightforward, clarification was not immediately 
necessary. It would therefore be preferable to keep to the current list of speakers in their order of 
notification. 

Mr BROADNAX (United States of America) said that the Clinton Administration was unequivocally 
renewing the United States' long-standing and historical commitment to the United Nations system. The 
United States had never been so heavily involved in the support of international organizations as it was at 
present. It was a matter of pride that in less than a decade its contributions to the United Nations system had 
increased more than tenfold. Maintaining Congress support for such contributions was, however, dependent on 
the Administration's ability to ensure that they were well and properly utilized. The United Nations system 
had become of increasing importance to all, and especially the developing world's people. If it was to fulfil all 
that was expected of it, however, it must meet the highest standards of accountability. Public institutions had 
to retain public trust; that was an even more critical requirement for international institutions, which had to 
compete for funds with domestic priorities. 

All health and political leaders knew that the ability to obtain resources was conditional on effective 
management. It was the need for accountability and transparency that had led to the concern his delegation 
had expressed with regard to the report under consideration. Serious questions were involved; the 
opportunity to raise those questions and place on record the responses of the Director-General and his 
Secretariat was therefore welcomed. The United States Government, and undoubtedly the governments of 
many other nations, could not justify requesting its legislature and people to provide funds for WHO without 
the assurance that steps were being taken to correct any actual or apparent misconduct. The allegations that 
had been made about WHO funds were serious, no matter what sums were involved. Those monies had been 
allocated to WHO from Member States' collective treasuries for specific purposes. Evidence of any misuse or 
misallocation of funds called all expenditure into question. As the stockholders of the Organization, it was 
incumbent upon delegations at the Health Assembly to clear the air and to ensure that Member States' 
contributions were being used in the proper manner. Their governments and public expected accountability 
and deserved to have it. 

In their initial comments, some delegations had disclaimed any link between the External Auditor's 
report and the appointment of the Director-General. The United States, however, believed that there was at 
the very least the appearance of a link, which called the credibility of WHO managerial practices into question. 
The main concern in the report was that contracts had been signed with, and funds provided to，various 
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members of the WHO Executive Board immediately before its ninety-first session in January 1993, at which it 
was to nominate the next Director-General. WHO's funds, namely Member States' collective funds, might thus 
have been provided to members of the Board in order to influence their vote. As he understood it, those 
allegations had led to the decision for an external audit to review contracts and other disbursements of funds 
between WHO and Board members during all of 1992. Notable among the External Auditor's findings was the 
fact that of a total Board membership of 31, 22 Board members, or their alternates or advisers, had been 
recipients of 62 WHO contracts. In comparison with the last six months of 1991, the contracts awarded to 
Board members at the end of 1992，just before the nomination, had doubled in number and trebled in value. 

One contract with one Board member had accounted for US$ 150 000 of WHO money, to be 
supplemented from other sources to reach a combined project budget of US$ 555 300. WHO records, 
however，showed no evidence that collateral funding was available for a project to describe the historical 
lessons learned in the health department of one Member Government. The External Auditor had questioned 
the need for that project and whether it and four others were good value for WHO's money. Another contract 
had provided travel and expenses for six members of the Executive Board to attend a one-day seminar in 
December 1992, four weeks before the nomination. Again, two officials of the country of one Board member 
had been given business class travel to undertake a 17-day study tour of health programmes just before the 
nomination. As indicated by the report, the original plan had been to visit health programmes in Asia, but 
ultimately two European cities had been visited; no evidence had been found by the audit that any health 
institutions had been seen there. Those examples suggested a disturbing pattern rather than isolated instances. 
Although WHO had many health priorities, monies had been allocated for travel and contractual benefits to 
members of the Executive Board expected to vote in early January. Such use of funds was unwise and in his 
Government's view unjustifiable. Although some delegations had claimed that those contractual relationships 
had been entered into innocently and without the knowledge of the senior staff of the Organization, they had 
in fact been approved by the Director-GeneraPs closest staff. Because the External Auditor found contractual 
irregularities in only five of the contracts, Member States were being asked to assume that there was nothing 
wrong with the other 57 contracts involving Board members. Such a conclusion, however, ignored the main 
point. The point was not whether the contracts were technically within the rules, but whether WHO should 
have been letting contracts at all that involved benefits to members of the WHO Executive Board just before 
an important vote. 

The External Auditor strongly advised against a policy of WHO contracts with members of the Board, 
their alternates and advisers，citing legal advice to WHO staff in 1984 counselling against employment by 
WHO of Board members, their alternates and advisers. Surely it should be further specified that no WHO 
payments should be made in respect of any member of the Executive Board at any time for any purpose except 
to support attendance at official meetings of the Board. That concern was expressed not in criticism of the 
Organization or the Director-General but because the Member States of WHO had a special interest in 
protecting the Organization's integrity and reputation. Behaviour by any staff member that tended to put the 
Organization at risk could not be condoned. He asked how it was planned to deal with the implications of the 
report, and when; who signed the contracts; whether it was usual for such a person or persons to approve 
contracts; whether any disciplinary action had been taken with regard to those activities; why management 
had closed the records to the internal auditor for two months; what the internal auditor had found; and what 
rules WHO would change. He further requested a report to the ninety-third session of the Executive Board in 
January 1994 and to the Forty-seventh World Health Assembly on the corrective action taken. That would go 
a long way to help each Member State to develop its national support for the organizations of the United 
Nations system. What was needed was an efficient and well managed Organization that was fully transparent 
and accountable to its Member States; one that would once again justify its erstwhile reputation as the jewel 
in the crown of the United Nations system. He looked forward to that day. 

Professor GIRARD, speaking in his capacity as Chairman of the Executive Board, regretted that he had 
had to raise a point of order earlier. He had thought that the statement he was about to make had its place at 
the outset of the discussion，or at least before any intervention that went beyond the issue of transparency that 
was his principal concern. His wish to speak first had been dictated by the sequence of events, the work of the 
Executive Board, and his duties in January 1993, when，on the basis of specific information transmitted to him 
officially by the Legal Counsel and later confirmed in writing, he had felt obliged to take action and request 
that every effort be made to bring the truth to light, and that an internal audit be carried out so that all 
information on the subject might be made available to the President of the Assembly. He was happy that that 
process had culminated in the External Auditor's report but regretted that the internal auditor's findings were 
not available as material for discussion. 

The first point he retained was that 22 out of 31 members of the Executive Board had benefited from a 
contract during the past year. Since no regulation prohibited that practice, the question was not one of 
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legality, but rather one of propriety - itself no small matter. There was a moral dimension to the relation 
between two parties to a contract. It was noteworthy that eight Board members had not received a contract; 
some, to his knowledge, had refused one. From a moral standpoint, therefore, which in no way impugned the 
honour of the Organization, he felt there was a need to scrutinize the responsibilities of different parties and, 
as the External Auditor had suggested, to take action on findings made as long ago as 1984 by bringing 
regulations and morals into line with each other. 

Secondly, he noted what the External Auditor had called irregularities in relation to the financial 
regulations. Comments had already been made, as he understood it, on a lack of accountability at the highest 
level. The Organization was honour bound to draw conclusions from perceived weaknesses, both in the 
regulations, which were perhaps not perfect, and in the individuals involved. 

His third remark concerned restrictions on access to information. Undoubtedly, the information had 
been obtained eventually but he was astonished at a practice which clouded the waters still further and seemed 
to reinforce the views of those who had their suspicions. 

The three groups of findings seemed sufficiently precise to justify the request for the report and the 
insistence that every implication must be considered. The worst thing that could happen would be the 
establishment of transparency - or at least some measure thereof - and failure to act in consequence. 

In saying that and while remaining strictly within his prerogative as Chairman of the Executive Board, he 
was convinced that he had done his duty. It only remained for him to urge the Organization to persevere in 
the courageous course it had adopted by throwing open the matter for debate. 

Dr SHAMLAYE (Seychelles), after voicing satisfaction at the timely distribution of the External 
Auditor's report to Executive Board members, said that initially he had been surprised at the heavy emphasis 
laid on the investigation of contracts with members of the Executive Board but that, having heard a previous 
speaker, he now understood that a certain suspicion had arisen and votes might have been in some way 
influenced in January. Nevertheless, to him that still did not explain why the 18 people who had voted for one 
candidate should be considered as having been more vulnerable to influence or less honourable than the 13 
who had favoured another. 

Noting that a corrigendum had been issued, he wondered whether the report might not contain other 
incorrect statements or misinterpretations. Indeed, on the basis of information in his possession concerning 
the contracts allegedly concluded with the Board member from Seychelles, he had the impression that further 
corrections were called for. In that connection，he asked whether the Secretariat had made available to the 
External Auditor all the relevant documents and circumstantial information, which he outlined in some detail, 
adding that the same question might be asked with regard to other contracts listed in the table. 

Ms NORDB0 (Norway), speaking on behalf of the Nordic countries (Denmark, Finland, Iceland, Sweden 
and Norway), noted that the External Auditor's report described a very undesirable and worrying situation. It 
was unfortunate that there was a need in WHO for a report of that kind, which indicated a lack of confidence 
on the part of Member States in the management and leadership of the Organization, whose task it was to 
provide guidance to the Secretariat, ensure reliability, and inspire confidence in Member States so that WHO 
could fulfil its function as the directing authority in international health. 

There were a number of interesting findings in the report: what had struck her first was the remarkable 
increase in the number of contracts awarded to Executive Board members during the last six months of 1992 as 
compared with the same period in 1991; in fact，the number of contracts had doubled and their value had 
trebled during that decisive period. It was also substantially higher than during the first six months of 1992. 

Appendix E of the report showed that both WHO headquarters and the regional offices had entered into 
contracts with a large number of Executive Board members，alternates and advisers, a most unfortunate 
practice since it inevitably raised questions as to the integrity of the Executive Board members as well as that 
of the WHO leadership. 一 

Member States had had ample time to study the report and she presumed that the Secretariat had 
likewise studied the recommendations contained in it. In a WHO press release dated 2 April 1993，the 
Director-General had committed himself to action to reestablish confidence in the Organization and to making 
the necessary changes in personnel to ensure that such regrettable incidents did not occur again. She asked 
what kind of action the Director-General intended to take to follow up the External Auditor's 
recommendations, and considered that an answer to that question was needed before the Health Assembly 
pursued its agenda. 

In commenting on the External Auditor's report, the Nordic countries were moved by a desire to 
strengthen the credibility of WHO. 

First, the governing function for which Member countries were responsible should not be tarnished by 
actions compromising that function; Member countries should rectify that situation. 
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Secondly, the report showed faulty judgment on the part of the leadership of the Organization; a code of 
conduct, as had been suggested, could help in that regard. Indeed，the Nordic countries considered that such a 
code was absolutely essential. 

Another point that she felt had to be mentioned was the Director-General's extensive travel schedule. 
While pursuing that schedule, the Director-General must have been aware that he was exceeding the approved 
expenditure by 25%. Moreover, extensive travel easily led to neglect of the decision-making and other 
important tasks that would ensure that WHO made progress in achieving its goal of health for all. 

While she appreciated the British tradition of understatement, it was clear from the report that there had 
been breaches of the Financial Regulations. The Chairman of the Executive Board had wanted to investigate 
the allegation that financial irregularities had taken place and, in her view，that had been confirmed by the 
report. In its very subtle manner, the report gave an insight into an institutional culture that seemed to lack 
understanding of good management and how to make the best use of the scarce funds available. 

For several years, the Nordic countries had advocated improvements in management in WHO, and the 
External Auditor's report confirmed their concern. 

Mr MILLER (Canada) said that his delegation had read with considerable interest the report of the 
External Auditor and all owed thanks to him for the care and thoroughness with which he had discharged his 
mandate. He also thanked the Chief, Office of Audit and Administrative Management, for his involvement in 
the study and emphasized that the Canadian Government had expressed its complete confidence in his work. 
It also stressed the importance of the independence of his office and of its full access to information which in 
his judgement was necessary. 

Governments, treasuries and taxpayers provided the funds with which contributions to WHO were paid 
and they demanded the highest standards of accountability and transparency in international organizations. At 
that point, the distinction between appearances and realities was bound to become blurred, and it was 
therefore important not only to have reassurance that no irregularities had taken place but also to ensure that 
that was perceived by all and that the necessary control structures were in place and were respected so that 
irregularities would not occur. 

Regrettably, the External Auditor's report made it clear that such structures were not in place at the time 
that the contracts which he had reviewed were awarded; that had led to serious deficiencies, which the 
External Auditor had spelled out in detail in his report. 

It had come, moreover, as a considerable surprise to the Canadian delegation that the advice offered by 
the Legal Counsel in 1984 had not been acted on. It had been stated then that from an ethical point of view it 
would not be advisable to recruit members of the Executive Board as short-term consultants or short-term 
professionals, as in that capacity they would become staff members, which would be incompatible with their 
status and could generate a conflict of interests. 

The Canadian Government considered that that legal advice embodied self-evident principles which it 
was essential to incorporate as rapidly as possible into the regulatory structure of the Organization. He 
therefore recommended that the Committee should adopt a decision requesting the Director-General to 
submit to the Executive Board at its ninety-third session in January 1994 proposals for mandatory disclosure of 
all contracts involving members of the Board or their alternates and advisers, or even, and that would be his 
preference, amendments to the Financial Regulations to prohibit outright such practices. 

Although they were outside the mandate of the External Auditor's review，he considered that any such 
proposals should also make recommendations on the introduction of a waiting period between the expiry of the 
term of office of a member of the Executive Board and that person's engagement as a staff member of the 
Organization. 

Mr MKHONZA (Swaziland) said that the table on page 32 of the External Auditor's report entitled 
"Contracts for services with members, alternates or advisers of the Executive Board, July to December 1992" 
gave the impression that his country had entered into contractual agreements with WHO, which was not in fact 
the case. He would appreciate some clarification from the External Auditor on that point. 

Mr BONNEVILLE (France) paid a tribute to the Chairman of the Executive Board, who had had the 
courage to take the initiative in asking for a report by the External Auditor on the serious irregularities to 
which his attention had been drawn during the previous session of the Executive Board. 

He regretted that the procedural point of order raised at the beginning of the meeting might have given 
the impression that the correct procedure had not been followed, but hoped that that was only an impression. 

With regard to the External Auditor's report, he emphasized that it highlighted certain important points: 
the number of contracts awarded by the Organization to members of the Executive Board had nearly doubled 
in the second six months of 1992 as compared with the equivalent period in 1991，and over the same period 
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their value had tripled, while the Director-General's expenditure on travel had greatly exceeded the amount 
approved in the programme budget. Furthermore, the Legal Counsel's advice in 1984 that, from an ethical 
point of view, it was inadvisable to recruit members of the Executive Board or their alternates or advisers as 
short-term consultants or short-term professionals as in that capacity they would become staff members, had 
been ignored. That was the substance of the question which the meeting would have to debate today, namely 
whether the Financial Regulations and the appropriate procedures had been infringed in spirit if not in letter. 

In an Organization such as WHO, such practices were unacceptable as they cast doubts on the quality 
and integrity of its leaders. Furthermore, he considered that a number of questions had not been answered 
satisfactorily. Which staff member of the Organization had signed the contracts in question in the report? 
Was it possible that such contracts could have been concluded without being reviewed by senior staff? What 
had happened to the computer system between 28 December 1992 and 9 February 1993? How could it be 
explained that such incidents were repeated and that the facts which now had to be faced had coincided with 
faults in the computer system, and how could it be proved that the data had not been manipulated? 

Why had the External Auditor restricted himself to the second semester of 1992? While he appreciated 
that that was in accordance with the terms of reference, it was now clear that it would have been preferable to 
carry out the same type of investigation for the first half of 1992 and the first quarter of 1993, since other 
irregularities might have occurred during those periods. 

He asked further why the advice given by the Legal Counsel in 1984 on the question of recruiting 
members of the Executive Board by the Organization had not been heeded. 

The recommendations of the External Auditor should be implemented in full. The report highlighted an 
important fact, on which several delegations had already commented, namely that nothing in the Constitution 
of WHO or in the Financial Regulations covered irregularities of the kind that had been revealed; that was a 
serious shortcoming in the legal machinery intended to ensure that the work of WHO was carried out in 
accordance with the rules. 

The External Auditor's investigation should be extended to cover the periods he had indicated, and 
regulations should be adopted which would impose penalties in the case of financial irregularities. Member 
States should be assured that the advice given by the Legal Counsel in 1984 not to award contracts to members 
of the Executive Board would be effectively applied. 

It was not a matter of blaming a particular individual; the whole future of the Organization, its place in 
the United Nations system, and its good name were at stake. That was why his delegation found it a matter 
for serious concern that certain practices should have been permitted. 

Mr OSMANY (Bangladesh) said that it would appear that some were trying to politicize what was 
essentially a technical report. He would like to know what person or body, under WHO regulations, wa§ 
authorized to request an external audit, and also what person or body was authorized to extend the External 
Auditor's mandate. 

Dr ТАРА (Tonga) said that his delegation fully accepted the External Auditor's report, and in particular 
the conclusions and recommendations set out in paragraphs 6.1 to 6.16. 

Count von WESTFALEN (Germany) noted from the report that，of 43 contracts let in the latter part of 
1992 with individuals or institutions in Member States having a person serving on the Executive Board, five 
offered questionable value for money, and one should not have been let at all. In one case, a contract had 
apparently breached proper procedures, and in another - a contract with an intergovernmental organization -
the External Auditor had expressed serious concern. 

Deficiencies identified included inadequate scrutiny of need, insufficient consideration of alternatives, 
inappropriate forms of contract, lack of any critical review of levels of remuneration, and no requirement to 
provide a completion report. What effect would contracts giving only questionable value for money have on 
managers responsible for the budgets of programmes under their control? Did the recommendation in 
paragraph 6.11 of the report, that all programme managers be made directly accountable for their operations, 
imply that hitherto managers had not in fact been accountable, and if so, why not? 

He was concerned at the extent to which Executive Board members or their alternates acted as 
consultants or temporary advisers, because of the risk of conflicts of interest. How was it intended to amend 
the Staff Rules in order to prevent such practices in future, and was it intended to implement the 
recommendation in paragraph 6.7 of the report? 

He fully supported the conclusions and recommendations on control, access to computer systems, and 
travel set out in Part 6 of the report, and would be glad if, in a year's time, the Organization could submit a 
written report on what measures had been taken to implement them. 
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Dr FRITZ (Austria) also endorsed all the conclusions and recommendations in Part 6 of the report, and 
agreed that it was essential that a written report should be compiled on what had been done to implement 
them. There was a danger that such irregularities might damage WHO's reputation as an independent 
organization. 

Dr NABARRO (United Kingdom of Great Britain and Northern Ireland) said that his Government was 
deeply concerned at the findings of the External Auditor's report. The misuse of the Organization's funds and 
the laxity in its procedures had seriously damaged WHO's reputation, and could not be allowed to continue. 

The report, though clear and comprehensive, left certain questions unanswered. Why had the External 
Auditor not been able to obtain all the information he required at the time he required it? Had there been 
other instances of irregularities that had not been covered in the report? Certain staff members whose 
performance had given cause for concern had been identified: were they the only ones responsible for the 
irregularities? Were their superiors not aware of their shortcomings, and had they now been moved to other 
jobs? Why had the legal advice given in 1984 that members of the Executive Board should not be employed by 
WHO, and that caution should be exercised over their use as advisers, not been followed? 

His Government, as a significant provider of supplementary resources, particularly for the Organization's 
work in developing countries, was committed to a strong WHO. It therefore requested the Organization to 
improve its accountability，and to ensure that all funds received were used with probity, effectively, and in such 
a way as to provide good value for money. All WHO's activities should be carefully appraised, have clear 
objectives, and be regularly monitored and evaluated. His delegation endorsed all the report's 
recommendations, and urged that they be implemented without delay. 

The Organization was now in some sense on trial, and the world's eyes were upon it. It should take 
advantage of that experience, and should emerge strengthened, with a renewed determination to continue its 
vital mission. 

Miss BAUTISTA (Philippines) said that she felt compelled to speak as a matter of honour. Her country 
welcomed transparency and endorsed any measures that might improve the efficiency of the Organization. 
However, it resented the insinuation by some delegations that action taken by her Government had been 
linked to a contract of which it had only recently been made aware. Recent newspaper and television reports 
had tended to malign an independent decision taken by a sovereign State on an issue of considerable 
importance to the Organization: those reports had insinuated that her Government's support for 
Dr Nakajima's re-election to the post of Director-General had been linked to the decision to finance a 
research project proposed by a private non-profit-making foundation in the Philippines. 

Her Government deplored those insinuations; it shared the growing view that they were part of a vicious 
and malicious campaign to smear the electoral process that had begun in January 1993. Her Government's 
decision to support Dr Nakajima had been taken long before the foundation had submitted its proposal. A 
letter dated July 1992 provided proof of that fact. 

A member of the WHO Executive Board, who was also an officer of the private foundation and a 
proponent of the project in question, had issued his own statement on that matter, which she could make 
available on request. In that statement, the Executive Board member asserted that it did not fall within the 
competence of the External Auditor to determine whether or not the project was worth funding; that 
responsibility belonged rather to WHO technical officials. 

Her delegation hoped that its clarification would dispel any lingering doubts that delegates might still 
have concerning that unnecessarily sensationalized but understandably emotional issue. 

The CHAIRMAN, speaking in his personal capacity, said that some delegates might question the 
previous speaker's use of certain language. In his view, the speaker had intended her words to refer to the 
media; in particular, he did not believe that she had used words like "vicious" and "malicious" in reference to 
the actions of any particular delegation. 

Mr AL-BADI (United Arab Emirates) said that a lengthy debate on the External Auditor's report was 
probably appropriate, since the report could have a negative effect on the Organization and on all the 
countries which it served, in particular the developing countries. 

The report indicated that there had been an increase in the number of contracts awarded to members of 
the Executive Board or to Member States having a person serving on the Board. It did not, however，make 
clear the reason for the disparity between the number of such contracts and those awarded to other Member 
States. The report further stated that there had been irregularities in five of the 43 contracts examined, but 
did not give any indication as to the causes of those irregularities. Those shortcomings were a cause for 
concern, especially at a time when WHO was greatly in need of support and resources. 
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The External Auditor's report also raised questions with regard to the practices of the Director-General, 
in particular the trips taken by him and by Executive Board members. Were such a large number of trips 
necessary? 

One of the five cases of concern to the External Auditor involved the engagement of an Executive Board 
member as an adviser for discussions relating to sports medicine. Did delegates to the Health Assembly agree 
that sports medicine was an important priority? 

The External Auditor had called for stricter control of WHO activities and programmes. He hoped that 
the Health Assembly would endorse that recommendation. A more efficient Organization stood a better 
chance of receiving greater support from the international community. 

How much had it cost to prepare the External Auditor's report? The money might have been more 
effectively used to fund programmes of direct benefit to developing countries. 

The questions he was raising had nothing to do with the fact that he had been President of the 
Forty-fifth World Health Assembly. It was incumbent on all delegates to the Health Assembly to reflect on the 
External Auditor's report. 

Mr LAMBA (India) said that the External Auditor had prepared a comprehensive report which had 
rightly highlighted certain shortcomings that had to be addressed by the Organization. At the same time, the 
report had not uncovered any serious financial violations or fraud. With that in mind, the Health Assembly 
should view the affair in its proper perspective and refrain from exaggerating its importance. 

The report had suggested various remedial measures designed to improve the Organization's 
effectiveness. He was glad that the Director-General was already taking action to implement such measures 
and that there had been no attempt to ignore the report's recommendations. 

Constructive debate was possible only if a balanced view was taken; delegates should take due 
cognizance of the shortcomings cited and should endorse the steps already being taken to implement the 
report's recommendations. 

Dr OKOJIE (Nigeria) said that, having heard a great deal about the External Auditor's report, he had 
read it with great interest. Nigeria had always had a very positive image of WHO, considering it to be the 
most efficient organization in the United Nations system. WHO had from its inception focused its energy and 
resources on helping the most needy and had greatly assisted his own country in its struggle against ignorance, 
superstition and disease. 

As noted by the External Auditor in paragraph 6.16 of his report, two particular factors had contributed 
to the shortcomings in contract letting. Firstly, WHO programme managers were given wide authority in 
operational matters, without adequate accountability to top management. Secondly, the Organization had not 
established a policy for dealing with the sensitive issue of the awarding of contracts to Executive Board 
members. The External Auditor had therefore strongly recommended that WHO should address those 
important questions as well as the detailed recommendations made in the report, so as to help to ensure that 
such problems did not recur. His Government fully endorsed that proposal. 

Ms WOLTERS (Netherlands) said that her delegation was concerned about the conclusions of the 
External Auditor's report. While there was no evidence of fraud, a number of financial irregularities had 
undoubtedly occurred during the period under investigation. 

Of particular concern were questions relating to the awarding of contracts，the control of and access to 
computer systems, and the reimbursement of travel costs. The Organization should take immediate action to 
improve its management in those areas and to avoid any further irregularities. 

Her Government considered it important that steps be taken to implement as rapidly as possible the 
recommendations of the External Auditor and urged the Director-General to inform the Executive Board at its 
next session of measures taken and progress made in that respect. 

Dr YADAV (Nepal) said that it was regrettable that circumstances should have been such as to require 
the External Auditor's investigation. 

Although comprehensive，the report did not identify any substantial cases of fraud or misappropriation of 
funds. It was unfortunate that much of the report had been made public before it had been distributed to all 
Member States, which were as responsible as WHO's leaders for any shortcomings; they should have been 
able to discuss the matter fully beforehand，since the public debate had done a great deal of harm to the 
Organization's image. Note should therefore be taken of the circumstances under which the report had been 
made public. 

The report made reference to the legal advice given in 1984 not to employ Executive Board members. 
His Government did not agree with the views expressed by other delegations in that regard. While 
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industrialized countries usually had no difficulty in finding skilled personnel for particular posts, that was not at 
all the case for the developing countries. Prohibiting Executive Board members from undertaking certain 
activities on behalf of their countries could have serious consequences for those countries. He saw no 
impropriety in awarding contracts to responsible authorities who, by virtue of their expertise, were also 
members of the Executive Board. Furthermore taking measures which might cast doubt on the integrity of 
Executive Board members might be considered by governments as an affront. 

The question of whether contracts provided value for money was an important one. However, it should 
be examined not simply in terms of the previous year but by looking at the Organization's entire history. 

Attention should certainly be paid to the suggestions made by the External Auditor. In addition，it would 
be appropriate to develop a system of regular reporting to the Executive Board and the Health Assembly to 
ensure that such lapses did not occur in future. 

Mr RUKEBESHA (Rwanda) welcomed the rapidity with which the Director-General, in response to the 
Executive Board's request, had arranged for the preparation, publication and timely distribution of the External 
Auditor's report. He noted with satisfaction that the Secretariat, the Executive Board and the External 
Auditor had made a collective contribution to the report. In his view, working together to improve the 
Organization's efficiency was in itself a mark of success. 

While it had highlighted certain shortcomings and made several recommendations, the report was on the 
whole positive. The Director-General was already taking steps to resolve the problems that had been noted. 
In that connection, he endorsed the remarks made by the delegate of the Seychelles. It was incumbent on 
members of the Executive Board to develop a better understanding of global health issues and of WHO and to 
make use of that knowledge afterwards; it was for that purpose that Board members participated in certain 
technical missions. There was thus no reason why WHO should not use the expertise of its Board members, 
but such services should not be provided under individual contracts. 

The publication of the External Auditor's report represented a historic event in the life of the 
Organization. The Director-General and the Secretariat should be congratulated on such transparency, which 
could only strengthen the dignity and credibility of WHO. There was no reason to dramatize the contents of 
the report. It had demonstrated the existence of certain shortcomings, but no fraud had been uncovered and 
no management rule broken. 

The report should not become a source of conflict between Member States, but should serve to improve 
the Organization's performance. There was no relation between the report and the nomination of the 
Director-General and any attempt to establish one was without legal foundation. 

The meeting rose at 17h40. 



SECOND MEETING 

Wednesday, 5 May 1993，at 9h00 

Chairman: Mr В. M. TAITT (Barbados) 

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 22 of the Agenda (continued) 

Interim financial report on the accounts of WHO for 1992 and comments thereon of the Committee of 
the Executive Board to Consider Certain Financial Matters prior to the Health Assembly: Item 22.1 of 
the Agenda (Resolution EB91.R21; Documents A46/16 and Add.1, and A46/33 and Corr.1) (continued) 

Mr NASSERI (Islamic Republic of Iran) regretted that the Islamic Republic of Iran had not been 
involved in the auditing process or kept informed thereof, since he could not comment on the report of the 
External Auditor (document A46/33) until he was fully informed. 

He asked the Assistant Director-General responsible for administration and finance to inform him who 
had requested, initiated and authorized the external audit on allegations of possible financial irregularities 
during 1992. Had a Member State initiated or requested it? Had the Director-General initiated and/or 
authorized it? Had the Chairman of the Executive Board initiated，requested and authorized it and if so, had 
he done so to execute a decision of the Executive Board or in his personal capacity? 

On the same point, he asked the Legal Counsel whether the Director-General could initiate, request and 
authorize an external audit, particularly in the case of questions of possible financial irregularities raised by just 
one mission. He also asked the Legal Counsel whether the Executive Board could request, initiate or 
authorize an external audit. According to Article 28(z), the Executive Board could only take measures without 
the prior approval of the Health Assembly in emergency situations requiring immediate action, such as those 
involving great health hazards or health relief to victims of calamities. That did not apply to the matter in 
question. 

Referring to the letter dated 12 February 1993 from the External Auditor, reproduced in his report̂  he 
asked the Assistant Director-General to inform him who had defined the terms of reference and the scope of 
the external audit on possible financial irregularities during 1992. Was it the representative of a mission, the 
Director-General, or the Executive Board? He further asked the Legal Counsel whether any of the foregoing 
had legal authority to decide the scope of such an audit. 

In the third paragraph of his letter of 12 February 1993，the External Auditor stated that the "United 
States Mission" had separately raised associated questions about the Organization's travel expenditure in a 
letter of 15 December 1992 to the Assistant Director-General, with copy to the External Auditor, and that his 
review would therefore also cover the extent of travel incurred and whether budgetary and financial controls 
had been properly applied. Had travel expenditure been added to the scope of his audit merely because one 
Member State had raised the question? He asked the Legal Counsel whether questions raised by a single 
mission could be the basis for extending the scope of an audit. If not, how did the Legal Counsel interpret the 
letter or the External Auditor explain its content? Alternatively，he asked the Legal Counsel to confirm that 
all Member States of WHO would have the same right to raise questions with the External Auditor. 

He asked the Director-General to state the total number and value of contracts concluded each year by 
WHO and to confirm that the contracts to which document A46/33 referred amounted to less than 
US$ 250 000 and numbered 43 in all. He further wished to know the percentage of contracts examined, by 
number and value, as a proportion of the total number of contracts concluded annually by the Organization. 
On the basis of that information, he would request the External Auditor to state whether such a selective 
examination could provide the basis for a comprehensive conclusion on possible financial irregularities. He 
also asked the External Auditor why the scope of the audit commenced at 1 June 1992 rather than the 
beginning of the year. 

The last paragraph of the External Auditor's letter of 12 February 1993 referred to an agreement by the 
Assistant Director-General to meet the additional costs of the audit, costs that would have to be borne by all 
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Member States. He asked the Legal Counsel whether the Director-General or the Assistant Director-General 
had the authority to decide on such additional costs, bearing in mind that the original mandate had not come 
from the Health Assembly. Furthermore, would the External Auditor state the amount of the additional costs 
and whether they had already been paid? He also asked the Director-General to estimate the cost of the 
current debate on the issue. It would be worth knowing whether the additional costs of the audit, the time for 
debate and the expenses of delegations exceeded the amount of US$ 250 000 which was the subject of the 
audit. 

He emphasized that he raised the foregoing questions as matters of principle which involved the setting 
of precedents. He wished to know if a request for information by a single Member State would always be 
followed by an audit process and subsequent report, a procedure which had financial and other implications for 
all Member States of the Organization. 

The report of the External Auditor was based on a very selective sample and it was difficult to draw firm 
conclusions from it. He asked the External Auditor to state explicitly whether he had detected a systematic 
breach of the Financial Regulations or fraud. If either had occurred, there were serious steps to be taken. If 
it were not certain that either had occurred, the Organization should merely follow the recommendations made 
in the report, and concentrate on its substantive activities. 

Dr WANG Yifei (China) said that there was a need for objective analysis of the problems of the 
Organization, which should be addressed in a spirit of cooperation. In that regard, the information and 
analysis in the report of the External Auditor were not sufficient. Nevertheless, the recommendations 
contained in the report should be followed in order to improve the financial management of the Organization 
and ensure compliance with the Financial Rules and Regulations. He commended the Director-General's 
efforts to review and improve the administration of the Organization. The problems addressed in the report 
should be analysed objectively in order to establish the truth. Conclusions should be based on the rules and 
regulations of the Organization. It was not appropriate to examine only a sample: all contracts should be 
analysed one by one to ascertain whether or not each was justified, and whether or not they contained 
irregularities or violations of approval procedures. 

He agreed that it was necessary to look to the future, seeking improvements by formulating strict and 
appropriate rules and regulations. He hoped the Director-General would continue his efforts to improve 
management control and thus avoid irregularities in the future. 

Dr SAVEL'EV (Russian Federation) commended the External Auditor and his staff on the care taken in 
preparing the document before the Committee and the WHO personnel concerned for their cooperation in its 
preparation. In his examination of the current financial management arrangements of the Organization, the 
External Auditor had not found any significant overspending in respect of Member States whose nationals 
were serving on the Executive Board. As indicated in paragraph 3.4 of the report, the majority of contracts 
were in conformity in all significant aspects with the procedures of the Organization. He welcomed the 
practical measures taken by the Secretariat to prevent the recurrence of irregularities in the future, as 
described in paragraph 3.39. Suggestions that the award of contracts to members of the Executive Board might 
have influenced the voting in January could not be taken seriously, and in that respect he supported the 
delegate of Nepal. 

He noted that the External Auditor and his staff were satisfied concerning the control of computers and 
access to them, as reflected in paragraph 4.4; no suspicious circumstances had been noted; nor had any 
significant irregularities been discovered in relation to the travel of headquarters staff, the Director-General 
and members of the Executive Board. 

He supported the findings and conclusions of the External Auditor. Deficiencies in financial and 
administrative arrangements highlighted in the External Auditor's report were a result of weaknesses in certain 
of WHO's administrative arrangements. He noted paragraph 6.16 of the conclusions of the report of the 
External Auditor, and particularly welcomed the recommendation in paragraph 6.11，which would ensure that 
such irregularities did not recur. 

Dr STAMPS (Zimbabwe), noting that document A46/33 Corr.l indicated that Appendix E to the 
External Auditor's report was defective, said he agreed, but not for the reasons stated in the corrigendum. 
Paragraph 3.3 of the report explicitly referred to individuals or institutions in Member States having a person 
serving on the Executive Board, not to members, alternates or advisers, as the corrigendum put it. Moreover, 
the External Auditor's use of the word "contracts" for financial arrangements such as travel and attendance at 
meetings was confusing. If the argument in the corrigendum was taken to its logical conclusion, the Philippines 
contract, about which the greatest concern had been raised, should also be counted as having been incorrectly 
included. 
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Because, as paragraph 3.1 of the report indicated, only 65 "contracts" out of 28 000 awarded in 1992 had 
been examined, and because of the uneven distribution of those contracts, his delegation found no substance in 
the suggestions that there was evidence of malversation, mismanagement or lack of value for money. 
Zimbabwe was concerned, however, that some of the information in the report had been made public before 
the membership of WHO had had the opportunity to consider it. 

The discussion of the report should now be curtailed so as to give the External Auditor an opportunity to 
explain his recommendations, which also gave cause for concern. Before any bureaucratic constraints were 
imposed on the Organization in response to a single defective contract, the question of whether they would 
adversely affect WHO's functioning should be considered. 

Dr VASSALLO (Malta) thanked the External Auditor for his comprehensive and probing report, and 
expressed appreciation to the Chairman of the Executive Board for taking action to investigate the allegations 
submitted to him by the Legal Counsel. The Director-General deserved thanks for having cooperated with the 
External Auditor in his investigations, as did the Chief, the Office of Audit and Administrative Management. 

Malta concurred with the recommendations of the External Auditor and would like to see a report on 
their implementation submitted to the next Health Assembly. It further suggested that the Office of Audit and 
Administrative Management be strengthened and given full access at all times to any official records held by 
the staff of the Organization. 

The report of the External Auditor had raised a number of issues that might need to be explored further. 
The Executive Board might be asked to carry out an additional review, taking into consideration the comments 
made by all Member States, with a view to proposing further checks that might be considered necessary to 
enhance the transparency of the Organization. 

Dr KAMANGA (Zambia) said that Zambia was concerned, not only about the findings of the external 
audit, but also about whether the audit's conception and the analysis of the resulting data enabled valid 
conclusions and recommendations to be drawn. Even assuming the findings were valid, however, the report at 
most highlighted weaknesses and lapses in programme management. No fraud or corrupt practices had been 
uncovered. The report made constructive recommendations for streamlining the procedures for according 
contracts. Such recommendations were welcome, as they would improve the Organization's effectiveness and 
efficiency. 

Concerning legal advice given to the WHO administration in 1984 (paragraph 3.35 of the External 
Auditor's report), what had to be determined now was whether the Legal Counsel or any Member State had 
drawn such advice to the attention of the Executive Board in 1992 - nearly a decade later. Perhaps the 
Committee's Chairman could shed light on that point. 

It would also be useful to learn more about the rules and procedures within WHO for instituting external 
audits, and whether they had been followed in the present instance. How had the External Auditor been 
chosen, and by whom? The answers to those questions and others raised by the delegates of Bangladesh and 
the Islamic Republic of Iran would clarify the situation which had given rise to the external audit and enable 
the Committee to judge whether the audit provided an adequate basis for the conclusions and 
recommendations in the report. 

Dr SEPÚL VEDA AMOR (Mexico) said that the report of the External Auditor was useful on the whole, 
and its recommendations should be taken into account by the Director-General as rapidly as possible. Clear 
accounting from the Organization was due to all Member States. A deficiency in the report was that, out of a 
concern to uncover irregularities, it failed to distinguish between important issues and trivial matters. For 
example, the External Auditor should document the alleged impropriety involved in the upgrading of an airline 
ticket used by the Mexican Health Secretary to attend the January 1993 session of the Executive Board - and, 
should he be unable to do so, should make the necessary corrections and clarifications. The case was trivial in 
itself, but the political consequences were not. 

Appendix E to the report referred to a WHO contract for some US$ 5000 allegedly with a Mexican 
member of the Executive Board or one of his alternates or advisers: the External Auditor should make 
available a copy of that contract in order to clarify the allegation since neither he himself nor the Mexican 
Minister of Health had received any such document, but the Mexican Ministry of Health had 
130 000 employees. 

Mexico held that any anomalous or unauthorized use of funds should be punished, but the integrity of 
members of the Executive Board should not automatically be called into question. It had been implied during 
the discussion that all members who had voted for the Director-General's re-election had done so because 
external pressure had been brought to bear on them. It had even been suggested that developing countries 
were more amenable to corruption. He called on all present to avoid such dangerous generalizations. The 
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Executive Board was made up of members from all the regions of the world, with differing levels of 
development. Mexico had long been established as a sovereign State with its own independent foreign policy. 
Its total autonomy in the voting and the fact that it was influenced by no power, eastern or western, should not 
be questioned. 

In conclusion, he hoped that the necessary corrective measures would rapidly be introduced in order to 
restore to WHO the prestige it had always known and enable it to devote itself to its primary mission, which 
was to watch over the world's health. 

Mr BARBUDA (Brazil) congratulated the experts who had prepared the report and the members of the 
Executive Board who had agreed to request its preparation. The report diagnosed weaknesses that must be 
taken care of in the interests of strengthening WHO. His delegation supported the initiation of debate giving 
all Member States an opportunity to voice their concern in a democratic way. The discussions had so far been 
fruitful and important for the Organization. 

Brazil supported the implementation of the recommendations contained in the report, as promised by the 
Director-General. Increased transparency must be the main goal in making adjustments within WHO. In that 
context, his country supported some of the proposals made by previous speakers, including disclosure of 
contracts, follow-up of the implementation of the External Auditor's recommendations and restrictions on 
expenses connected with members of the Board. There was now a unique opportunity, not only to come to an 
agreement on adjustments needed to increase transparency within WHO, but also to ensure that no allegations 
of shortcomings were raised in the future. 

Mr J0RGENSEN (Denmark), recalling the statement on behalf of the Nordic countries by the delegate 
of Norway, said that he himself had a number of supplementary matters to raise. 

He would first like clarification from the Legal Counsel concerning the Chairman's ruling at the previous 
meeting about discussion of the Director-General，s appointment. Was it not true that the Director-General 
was elected by the Health Assembly, not by the Executive Board, and that under Rule 111 of the Assembly's 
Rules of Procedure, it could reject the Board's nomination for the position of Director-General? 

Second, he would like the External Auditor to confirm that his assignment had been to investigate 
possible violations of the Organization's financial rules and make a clear statement as to whether he had 
uncovered any. The report referred to "shortcomings", but if any irregularities had occurred they were 
violations. 

Third, a WHO press release in January 1993, relating to the organization of the audit, indicated that it 
was to be carried out both externally and internally, and that the Director-General had pledged that the 
findings would be fully disclosed. ТЪе report on the internal audit did not appear to be available, however, and 
he requested clarification on that point from the Director-General. 

Finally, he urged that his questions, and those of other delegations, be answered before the close of the 
current meeting. 

In response to a question from the CHAIRMAN, he explained that his query about the Chairman's 
ruling had been prompted not by disagreement with the ruling itself but by the fact that it had followed a 
delegate's statement that had dealt at great length with a possible link between the External Auditor's report 
and the forthcoming election of the Director-General. That statement had intimated that it would not be 
proper, or even democratic, for the Health Assembly to overturn the nomination made by the Executive Board. 

Dr NTABA (Malawi) said that the management shortcomings revealed in the External Auditor's report 
were minor but must be noted and corrected nevertheless. The Director-General had already indicated that 
that would be done. He thanked the External Auditor for bringing to light the shortcomings in financial 
management and commended the Director-General for saying he would take corrective action. But the issue 
was apparently a larger one than that of the report of the External Auditor alone. All signs pointed to an 
underlying and more potentially damaging issue - that of the re-election of the Director-General. 

Campaigning was inevitable in an election year. Yet in the midst of the campaign, as paragraph 1.2 of 
the report indicated，a Member State had written to WHO, with copies to the internal and external auditors, 
urgently requesting information about travel by the Director-General and accompanying staff since 1 June 
1992, contracts let since 1 June 1992 for personal services with individuals of any of the 31 countries 
represented on the Executive Board, and resource allocations to those countries. That was a most unusual 
request, and could even be considered unethical. It was against WHO policy to give out such financial 
information to Member States: the questions raised by the Islamic Republic of Iran were thus most pertinent. 
The External Auditor's findings that no financial rules had been violated were welcome news. Travel by 
headquarters staff and by the Director-General had been in order and no material reallocation of funds had 
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been found in the countries concerned, though procedural lapses and administrative shortcomings had been 
detected. The auditors had had full access to the information they required. 

He wondered why such insignificant findings, relating to a very small proportion of all the contracts 
awarded, were being blown up out of all proportion. After the Executive Board had nominated the Director-
General for re-election, the losing candidate should have accepted defeat gracefully. Appendix A of the 
External Auditor's report showed that the Chairman of the Board had been informed by the Legal Counsel of 
possible irregularities in the granting of contracts by WHO in the months prior to the election. Somehow, that 
information had been leaked to the press. 

The communication from the Legal Counsel to the Chairman of the Board had, as he understood it, 
departed from the usual channel of communication and as such might be considered an irregular proceeding. 
The communication's timing, moreover - so soon after the nomination - would seem to point to a desire to 
discredit both the Director-General and the members of the Executive Board. The good intentions of the 
Chairman of the Board were not open to question, nor was his wish to protect WHO's good image. But the 
whole scenario assumed the features of a political witch-hunt, something that must be vigorously resisted in 
WHO, for if unchecked it would destroy the Organization's good reputation. 

The letter from the Member State and the internal auditor's report should have been annexed to the 
report of the External Auditor, to give delegates the full picture. But the main point was that the serious 
issues raised by the two documents had not been confirmed by the External Auditor's report. While three 
countries had been removed from the list of questionable contracts, other countries, including those from the 
African Region, had not. He hoped the External Auditor had a good explanation for that. 

Malawi was also greatly concerned that the air fares and per diem paid to African delegates attending 
WHO meetings and the International Conference on Nutrition featured in the report as questionable contracts. 
Because of their expertise, members of the Executive Board should be fully involved in WHO's work. Yet it 
was hard to see how members from developing countries could participate without air fare, per diem and other 
forms of support. 

The events of the current Health Assembly could not be numbered amongst the finest moments of the 
Organization. Discussions on auditor's reports or on the election of a Director-General had never been so 
polarized or destabilizing. The report before the Assembly provided no cause for questioning the integrity of 
the Director-General or the credibility of members of the Executive Board. He hoped the tendency to tear 
WHO apart would not be allowed to continue. 

Dr SATTAR YOOSUF (Maldives) asked what criteria had been used to define a contract for the 
purposes of Appendix E to the External Auditor's report, in which his country figured. He did not see how 
expenses incurred for travel to an essential technical conference could be considered a contract. Were thére 
any WHO decisions governing the issue? Allegations of financial irregularities were an unjustified slur on his 
country's honour and integrity. 

Some developed countries had objected to the involvement of members of the Executive Board in paid 
technical work for WHO. Perhaps those countries did not realize that senior health experts from small 
developing countries, who were likely to be employed by WHO for technical work，were also likely to be 
nominated for the Board, because there was simply no-one else qualified to serve. The Board itself had 
expressed the wish that members should become more involved in WHO's work. 

There should certainly be some sort of review mechanism to prevent misconduct, but he did not favour 
an outright ban. 

Mr VAN DAELE (Belgium) said that many of the criticisms and questions during the current debate 
had arisen from the desire of Member States to ensure that the system for monitoring and controlling the 
activities of WHO was entirely above suspicion. The stated lack of transparency in the Organization's activities 
had been increased by the 48-day block on access to computer records, mentioned in paragraphs 2.7 and 4.5 of 
the report. What legal justification could there be for such a step, and who had authorized it? 

Mr OSMANY (Bangladesh) suggested that the Committee should first decide whether the report of the 
External Auditor had any legal basis. He understood, for example，that the scope of the External Auditor's 
inquiry had been extended after it had begun. If the Committee accepted that the External Auditor's report 
was legally valid, it could then go on to discuss the issues arising from it. 

The CHAIRMAN said that the External Auditor's report had been admitted as an official document of 
the Committee; its legal validity was not in doubt. 
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Mr SALA Vaimili II (Samoa) said that it was strange that the questions in the External Auditor's report 
should have arisen at such a delicate moment in WHO's history. The External Auditor had found no evidence 
of deliberate fraud，and had received complete cooperation from the Director-General and the Secretariat in 
his inquiries. The question was surely a matter for the Executive Board, rather than for a committee of the 
Health Assembly, which ought to devote its time to the Organization's real task of improving the health of the 
world's people. 

Dr GIBRIL (Sierra Leone) said that his country had also been mentioned in to the External Auditor's 
report under Appendix E, entitled "Contracts for services with members, alternates or advisers of the Executive 
Board, July to December 1992". His country had allegedly been granted one "contract" from WHO 
headquarters and two "contracts" from the Regional Office for Africa, to a total value of US$ 23 336. 
However, in none of those cases was there any connection with a member of the Executive Board, an alternate 
or an adviser. The first case concerned a project to assess the health situation in Sierra Leone in view of the 
current civil war there, while the other two cases involved travel expenses for important WHO meetings. If 
WHO was going to consider a claim for travel expenses as a "contract", it would hardly encourage Member 
States to attend its conferences. The corrigendum to the External Auditor's report (document A46/33 Corr.l) 
had withdrawn similar allegations in respect of a number of Member States, but many others on the list were 
equally blameless. 

Appendix G to the report referred to a study tour to South-East Asia, undertaken by himself^ as 
Secretary of State for Health and Social Services, and another senior official from Sierra Leone. The study 
tour was a follow-up to a seminar on the establishment of the country's first overall health policy. The 
External Auditor's report implied that the expenditure of WHO funds during the tour had not been fully 
accounted for，but in fact he had submitted a full report of the tour to WHO headquarters. Surely it was not 
necessary to list every detail in claims for travel and subsistence expenses? He felt that the criteria used in the 
External Auditor's report had been applied more strictly to some countries than to others. 

Dr SHAMLAYE (Seychelles) said that the members of the Executive Board were designated by their 
governments precisely because of their knowledge of the Organization and their high level of expertise in 
health matters. They should be allowed to participate in WHO's technical work, since that would make the 
members more committed to and knowledgeable about WHO, and less vulnerable to pressure from their own 
governments, while also benefiting the Organization. The report of the Working Group on the WHO 
Response to Global Change that would be considered by the ninety-second session of the Executive Board 
actually called for greater involvement of Board members in WHO's work. In any case, mechanisms existed to 
prevent financial misconduct. 

Mr TUN OHN (Myanmar) said that, in his opinion, any shortcomings in the financial management and 
contracting practices of WHO owed more to human error than to fraudulent intent; there had been no 
evidence of actual fraud. He did not feel that the investigation of the alleged financial irregularities should 
have any influence on the appointment of the Director-General. 

Mr MAYAGILA (United Republic of Tanzania) said that the cases described in the External Auditor's 
report had mostly arisen because of a lack of guidance about the granting of WHO consultancy contracts to 
Executive Board members. A number of steps were clearly necessary. First, there should be a clear policy 
about the award of such contracts. Secondly, senior officers should be more accountable for their decisions 
concerning the award of contracts. Thirdly, official travel should be related to planned activities and serve a 
stated purpose. Fourthly, all individuals, except those who were actually members of the Board, should be 
considered for WHO contracts on an equal basis. The Director-General and his senior managers should be 
given time to implement the External Auditor's recommendations, and should report back to Member States 
on their progress. Finally, he agreed that the questions raised in the External Auditor's report should not be 
allowed to influence the appointment of the Director-General. 

Dr MUZIRA (Uganda) said that the External Auditor's report had highlighted certain weaknesses in 
WHO's financial management, particularly in the award of contracts to Executive Board members and the 
regulations preventing full payment of contractors before the contract was completed. Programme managers 
did not have enough control over the funds allocated to their programmes. It was also essential to ensure that 
all financial records were available when an internal audit was carried out. If WHO was to achieve its goals, it 
would have to improve financial management and administration and achieve greater transparency in all its 
financial transactions. It was gratifying to note，however, that no evidence of actual fraud had been discovered. 
The External Auditor's report should be used to strengthen WHO's financial management, not to discredit the 
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Director-General or members of the Executive Board. It was important that Board members should continue 
to carry out consultancy work for WHO. 

Mr ANGATIA (Kenya) said that the current debate was in itself a kind of audit of WHO's practices. 
He agreed with the External Auditor's conclusion that programme managers should be more accountable to 
their superiors, and that WHO should establish a policy on the granting of contracts to members of the 
Executive Board. He also supported the action already taken by WHO as indicated in paragraph 3.39 of the 
report. 

Dr DABDOUB (Bolivia) thanked the External Auditor for his highly professional and clear report and 
the Director-General for sending it to Member States and taking action on the External Auditor's 
recommendations so promptly. He requested the Director-General to act with the same promptness in 
submitting a report to the Executive Board at its next session. 

WHO had gone through a more complex procedure than usual for the appointment of its Director-
General. Bolivia was one of the countries that had designated a member of the Board and its conduct in the 
matter under consideration had been clear and firm: it considered that those responsible for any irregularity 
must be disciplined, but that it was also necessary to discipline those who made assertions that often called into 
question the dignity of individuals or the sovereignty of States. The vote in the Board had not been influenced 
by anyone. Bolivia, although it had a national serving on the Board，had not been mentioned in the External 
Auditor's report, but it was right that those countries whose nationals had received some form of contract 
should have clarified their situation. 

Nevertheless, the matter before the Committee was not confined to an auditor's report. There were 
other aspects that affected the Organization's credibility and future. It was not enough to consider only the 
amounts of the contracts concerned, since they constituted a very small proportion of WHO's overall budget. 
It was essentially an ethical issue, in respect of which Member States had different attitudes. But what was 
ethical? Was it ethical to question the conduct of certain Board members, particularly from developing 
countries, by giving the impression that they were more susceptible to corruption，to outside pressure or to 
covert techniques of defamation as exemplified by the envelope that he had found in his hotel pigeon-hole 
containing press cuttings in which allegations were made against the Director-General? Was it not less ethical 
to make, in a very underhand way, the level of the resources to be allocated to WHO depend on who would be 
elected as the next Director-General? Was it not less ethical to state, without mentioning any names, that 
some Board members had received between US$ 20 000 and US$ 25 000 for their vote? Would it not be 
dangerous if the Health Assembly, as a result of the comments made，were to reject the nomination made 
democratically by the Executive Board and thus damage the reputation of Board members? Bolivia, as a 
developing country, viewed with concern anything which could adversely affect WHO's future, since what was 
being called into question was not only the election of the Director-General but the sovereignty of States and 
the very existence of the Organization. It would, however, be a mistake not to take advantage of the 
opportunity to establish new administrative control measures to correct the faults which had been revealed. 
Bolivia fully supported the Executive Board, and its conduct, and called upon the world health community to 
continue to work, under the leadership of WHO, in the campaign to achieve greater social equity in health 
matters，for which all were responsible and not only those who contributed resources to the Organization. 

Dr KRAUS (Namibia) supported the recommendations made by the External Auditor and the appeals 
made by several delegates for more effective financial administration and a better control of funds by senior 
officials in WHO. All Member States of WHO must accept collective responsibility for the crisis; the 
Organization had received legal advice in 1984 not to employ members of the Executive Board and to exercise 
caution over their use as temporary advisers，but no further action had been taken and the advice had not 
been generally applied. It was indeed unfortunate that nine years had passed since that advice had been 
received，during which it would appear that neither self-regulatory administrative mechanisms in the 
Organization nor Member States had been aware that the practices concerned had been perpetuated. 

His delegation hoped that an appropriate resolution on the subject would be adopted and that the 
required procedures would be implemented to ensure that there would be no recurrence of such irregularities 
in the future. It also hoped that the WHO Secretariat would adopt a positive attitude to the recommendations 
of the External Auditor, the subsequent deliberations of the Committee and the possible adoption of a 
resolution by the Health Assembly, since the purpose of the entire exercise was ultimately to improve the 
Organization's administration and image. Namibia, as a developing country, was one of the many beneficiaries 
of WHO and hoped that the problem could be resolved as speedily, effectively and painlessly as possible, so 
that the Organization could focus its undivided attention on health for all. 
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Mr GARCÍA COSTA (Uruguay) said that the report before the Committee could be objectively 
described as ad hoc, since the circumstances in which it had been produced clearly indicated that it had been 
requested with the preconceived purpose of interfering with the decision taken by the Executive Board 
regarding the election of the Director-General. It also mixed up completely unimportant issues with others 
that might possibly be important. In any case, its subject matter was quite insignificant in comparison with the 
Organization's overall activities and expenditures. 

With regard to the member of the Board designated by Uruguay, it called into question what was 
incorrectly termed a "contract", supposedly awarded in exchange for the adoption of a certain position in the 
vote in the Board. In fact, there had not been any contract, but rather a form of funding. The member of the 
Board from Uruguay was the vice-president of the national committee that was preparing the World Congress 
on Sports Medicine to be held in Uruguay in 1994. Consequently, there was absolutely nothing wrong in his 
seeking to obtain further information of value to his country. The report was therefore of little relevance. The 
Committee and the Health Assembly should take note of it and continue their work on matters that were 
certainly much more important for WHO. 

Mr KAWAI (Japan) expressed his appreciation of the openness displayed by so many delegations 
regarding the findings of the External Auditor's report. His delegation was satisfied with the way in which the 
situation had been understood by the large majority of Member States and，in conjunction with other like-
minded delegations, it intended to submit a draft resolution on the subject based on the discussion in the 
Committee. 

Mr BOYER (United States of America) said that his delegation, like that of Japan, appreciated the 
openness with which the issue had been discussed. It was clear that many members of the Committee had 
been previously unaware of it，and the discussion had provided a useful opportunity for all delegations to 
express their concern. It was in nobody's interest to hide the facts. It was necessary to know what had 
happened and to make sure that WHO had taken steps to correct any procedures and any internal control 
mechanisms that had led to problems which had to be avoided in future. 

Some of the statements made in the discussion appeared to reflect a misunderstanding that required 
correction. There was no vendetta or witch hunt by one country or a group of countries against any person or 
any other country. What had been heard were very serious and legitimate expressions of concern regarding 
the reputation and future of WHO, an agency which until recently had been known as the jewel in the crown 
of the United Nations system. The Health Assembly's current task was to set a course for WHO in the next 
decade and to shape a plan that would help everyone to meet the challenges of the twenty-first century. The 
next five years would be crucial for the Organization's ability to confront those challenges, and during that vital 
period WHO's management would need to ensure that the Organization was restructured and administered in 
ways that could put into place a firm foundation for the future. Every Member State, and especially the 
developing countries that had so much to gain from WHO, had an interest in keeping the Organization strong, 
credible and viable. The United States of America, as a major contributor, shared that interest very deeply 
and would continue to work for the betterment of WHO, pressing for reforms in support of that goal. TTie 
appearance of mismanagement or misuse of funds was an important issue, and care must be taken to ensure 
that there was a greatly reduced potential for the misinterpretation of actions by either the Secretariat or the 
Executive Board. His delegation therefore looked forward to hearing the Secretariat's replies to the questions 
raised before the Health Assembly proceeded with the election. 

Mr BONNEVILLE (France) said that the Committee was not a court of law and there was no question 
of it implicating or accusing any particular person. Many delegations had raised questions on the origin of the 
auditing procedure, and that proved that the debate had not been in vain. In his delegation's opinion, it ought 
to have been longer, so that all the questions raised could be fully answered. There was some ambiguity as to 
the responsibility for the financial irregularities that had been reported, not because they had not occurred, but 
because WHO's Financial Regulations and Constitution did not deal with such cases. 

Given the deadlines imposed, the External Auditor's report could not but be incomplete and some 
degree of vagueness was unavoidable. It should be borne in mind that access to the information systems had 
been disrupted or made impossible for several weeks while he had been conducting his inquiry. The French 
delegation therefore considered that a more thorough inquiry should be made, covering a longer period and 
answering a number of questions of vital importance. It also wished to know what disciplinary measures had 
been taken following the receipt of the report, what follow-up action had been taken in respect of it, and what 
conclusions had been reached by the Chief of the Office of Audit and Administrative Management. It was to 
be hoped that the latter would be in a position to comment on his work and that his report would be made 
available to delegates. In addition, the Financial Regulations should be amended so as to prohibit underhand 
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practices and to provide for disciplinary action when they occurred. The arrangements for awarding contracts 
to members of the Executive Board, whose workload during their term of office precluded them from being 
able to serve as WHO consultants, should be clarified. 

Thus, far from being reassuring, both the report and the debate on it were disturbing and showed that an 
unhealthy attitude prevailed in circumstances in which clarity, and the highest moral standards were required. 
The Committee was faced by ambiguity, intrigue and the avoidance of responsibilities - a situation that was 
ethically damaging to WHO. His delegation was determined that it should not become a precedent in the 
United Nations system. 

Dr ANTELO PÉREZ (Cuba) said that the topic under consideration was extremely important because 
the honesty with vAiich WHO's funds were used was crucial to the Organization's performance. However, the 
External Auditor had found no evidence of fraud or misappropriation of funds, and no obstacles had been put 
in the way of his investigations. Consequently, the Committee should restrict itself to the report before it and 
ignore the distorted information on the situation that had appeared in the press. 

It was noteworthy that, of the 28 000 contracts awarded in 1992’ only 83 had been investigated, 
accounting for only 0.15% of the total amount spent on contracts. He was not suggesting that all 28 000 
contracts should be investigated, but it would be interesting to know the percentages of contracts awarded to 
nationals of different countries in order to ascertain whether or not there was a trend in favour of countries 
with nationals serving on the Executive Board. It would also be interesting to know how the External Auditor's 
report differed from previous ones and what serious problems had been encountered in the current audit but 
not in earlier ones. 

The CHAIRMAN suggested that a number of delegations that had requested the floor after the closure 
of the speaker's list should be authorized to speak, given the importance of the debate. 

It was so agreed. 

Mr OKELY (Australia) said that, where money matters were concerned, strict rules and probity were of 
the essence. It had clearly emerged from the discussion that the External Auditor had conducted the audit in 
an appropriate and professional manner; that，although he had found no compelling evidence of major fraud, 
there were some gaps in the Financial Regulations that might provide an opportunity for financial misconduct; 
and that the Member States must ensure, in cooperation with the Director-General, that those gaps were filled. 
Member States must consider the suggestions for reform and operational improvement and select the best 
among them. Through the Executive Board and the Health Assembly, they must again assume responsibility 
for the future of WHO and determine its direction and objectives, performance standards and ways of testing 
outcomes. While the Director-General was committed to the reform process, it was for Member States to 
provide guidance and the wherewithal for change. It was in the interests of all Member States that changes 
should lead to a more effective use of resources. It had taken the External Auditor's report to place the 
Health Assembly squarely before the challenge of assuming collective responsibility. 

Dr BEN KHELIFA (Tunisia) said that the document before the Committee provided a welcome 
opportunity for self-criticism and an open discussion of financial problems, since transparency was required at 
all levels in the work of WHO, whose reputation must remain untarnished. It was clear from the discussion 
that there were gaps in WHO's financial and other regulations, and that steps must be taken to fill them. It 
was also important to adhere strictly to the conclusions of the External Auditor's report itself and to adopt a 
positive attitude in the interests of WHO's work on behalf of those who were most in need. 

Dr LAWSON (Benin) said that WHO was undoubtedly sick. Its acknowledged deficiencies called for 
concerted action. She suggested that an interregional interdisciplinary committee of specialists should be set 
up to consider all aspects of the disease to ensure that WHO recovered fully before it was too late. 

Turning to the forthcoming election, she asked two questions: what would happen, first, if the Director-
General was re-elected and, secondly, if he was not re-elected? In the first instance, was there any truth in the 
rumour that the largest donors would cease to pay their contributions and transfer certain programmes to 
other organizations? In the second instance, what would become of those that had voted in favour of re-
election? An old African proverb said that when two elephants fought it was the grass underfoot that suffered. 
She appealed to all to choose the path of dialogue and to take the necessary measures to ensure that the 
Organization operated smoothly. The poor developing countries needed international solidarity; they needed 
WHO, but not an organization that had been stripped of its functions. She urged all Member States to work 
together for a new, healthier Organization. 
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Mrs PALACIOS (Nicaragua) said that the audit, carried out at the request of one Member State, had 
covered only contracts awarded after 1 June 1992，the Director-General's travel, and the allocation of funds to 
countries that had designated persons to serve on the Executive Board. Of the 43 contracts examined, only 
four or five had been found to be flawed in some way while there were more or less serious deficiencies in one 
or two others. The External Auditor had concluded that such shortcomings were due both to the broad powers 
of programme managers and to the lack of policies governing contractual relations with Executive Board 
members. 

Reports of the kind under consideration were necessary to ensure the transparency of WHO's activities, 
but should be produced more systematically and more regularly. The External Auditor's highly constructive 
recommendations had already begun to be implemented by the Secretariat; steps should be taken to ensure 
that their implementation was completed. Since most of the contracts were in conformity with the 
Organization's procedures, there were no grounds for linking the findings of the report with the outcome of the 
election of the Director-General. 

Dr PAREDES GUERRA (Peru) was surprised not only by the lack of any basis for the current debate 
but also at the valuable time it was taking up. He was not condoning irregularities or questioning the 
importance of the discussion or the need for transparency in financial management, but the reporting 
obligations of both the External Auditor and the Office of Audit and Administrative Management provided the 
necessary transparency. Moreover, the former had not found any serious fault. There seemed to be a 
suggestion that any committees set up would only be regarded as satisfactory if they produced the desired 
answers. The Director-General of an organization like WHO must be able to take decisions not necessarily 
provided for in the rules; he had been elected precisely because of his ability to take decisions. 

If the Chairman of the Executive Board was entitled to first-class travel, then why was not the Director-
General as well? Moreover, the sums involved were minimal as compared with the overall budget of the 
Organization, for which the Director-General had full responsibility. Furthermore, the fact that the contracts 
and travel costs were for the benefit of the developing countries could hardly be questioned because 
appropriate criteria were certainly applied by the officials responsible for authorizing the relevant expenditure. 

The situation provided food for thought about the image of the Organization and the reputation of those 
whose honour was being questioned in the absence of any conclusive evidence, and who had only the 
Organization's interests at heart. Consideration must also be given to the precedent that would be set by 
disregarding the recommendations of the Executive Board regarding the re-election of the Director-General. 

Consideration should be given to changing the rules concerning the term of office of the Director-
General, who should be eligible for re-election only once so that the potential for political or personal 
manipulation that went with long terms of office could be avoided. 

Dr NYMADAWA (Mongolia) said that, since the report's focus was on areas not covered by the 
Financial Regulations, the External Auditor's observations might serve as a basis for the Organization's current 
efforts to review and strengthen those Regulations so as to improve contracting practices. 

The External Auditor had reported some shortcomings, but his report itself was not free from 
shortcomings, as could be seen from document A46/33 Corr.l. The contracts involving Mongolia included the 
reimbursement of expenditure by the Executive Board member or alternate designated by Mongolia for travel 
to a regional committee meeting, which was normal procedure for all Member countries. The separate 
treatment of Member States that had designated members of the Executive Board could be termed 
discriminatory. 

He agreed with other speakers that there were no grounds for connecting the findings of the report with 
the election of the Director-General. 

Mr WEGE-NZOMWITA (Organization of African Unity), speaking at the invitation of the 
CHAIRMAN, and referring to the issue raised in paragraphs 3.27, 3.28 and 3.29 of the report of the External 
Auditor, said that his Organization had complied with the agreed procedures set out in its contracts with the 
many organizations from which it received technical and financial assistance. As in the past, OAU had 
provided WHO with a full statement of accounts and a full report of the meeting held with WHO assistance, 
and the money left over had been refunded to WHO. The working documents and conclusions of the meeting 
had been transmitted to WHO. The activities were also fully reported to the annual OAU/United Nations 
meeting in 1992 in which WHO had participated. Such cooperation with the United Nations and the 
specialized agencies was deemed necessary not only in order to strengthen cooperation but also to solve the 
serious problems of a continent more in need of assistance than any other. The Expert Review Meeting 
referred to in the report had enabled OAU to establish the Regional Nutrition Strategy already endorsed by 
the Sub-Committee on Nutrition and to be reviewed and endorsed by the OAU Council of Ministers in June 
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1993 and by the OAU Summit later that month. He trusted that those explanations would shed light on the 
paragraphs in question. 

Professor GIRARD (Chairman of the Executive Board) said that his feelings at the conclusion of the 
discussion were mixed. It was entirely to the Organization's honour that it had been possible to hold such a 
debate. Following the initiative that he had been compelled to take in January 1993, all delegations had been 
fully informed, had been able to express their views and been willing to work together in what had been 
neither a court of law nor a political tribunal; no accusations had been levelled at any delegates, delegation, 
Board member or country. He regretted that there had been a need for such a debate; every effort must be 
made to ensure that the irregularities concerned could never happen again. The time for the examination of 
consciences was past; the Organization should be adult enough to ensure, without precluding recourse to 
expert assistance where needed, that grounds for suspicion never arose in future, for distrust was more 
dangerous than known facts. That had been the reason for the advice given by the Legal Counsel in 1984. 

Without entering into the substance of the discussion of what connection, if any, there had been between 
such recourse to expert assistance and the nomination of the Director-General, he reminded delegates that 
what was at stake was the future of the Organization and the future health of the world. He therefore 
appealed to delegates, most of whom were physicians, to act responsibly. 

Mr MILLER (representative of the External Auditor), responding to the serious concern expressed by 
the delegate of Japan about a targeted audit and the fact that the report had considered the use by WHO of 
contributions from only one country, referred the Committee to paragraph 2.2 of the report, which in its final 
sentence stated that contracts had not been selected by source of funds or allotment holder, something that 
was unknown at the time of selection. The coincidence of sources of funds and allotment holders had been a 
finding of the audit, not a factor that determined what was examined. 

In reply to the delegate of Seychelles, and with particular regard to a US$ 21 000 contract mentioned in 
the report, he said that the audit team had received from the Secretariat all the facts and information 
requested. The External Auditor worked and drew conclusions independently of the Secretariat, its practices 
or conduct. In the view of the External Auditor，the contract in question read as a contract made out to an 
individual, its various clauses being addressed to the individual signatory. The name of the Ministry of Health 
concerned appeared only as part of the address in the letter heading and was not mentioned in the body of the 
contract. For those reasons it had been considered proper to include it in Appendix E. The inclusion of two 
other contracts, to the value of US$ 11 956, in that list had also been queried, and similar points had been 
taken up by other delegates. The contracts in question had concerned temporary adviser appointments and 
had been included as contracts in the sample audited in accordance with WHO's own list of contract types 
shown in the table in Appendix D which had been agreed on with WHO. Further clarification was provided by 
footnote (c) to Table 2 of the report, also agreed on with WHO. 

In reply to the delegate of Swaziland, who had queried his country's appearance in Appendix E since, as 
a country, it had concluded no contracts with WHO, he pointed out that the contracts listed in Appendix E did 
not refer to contractual relationships between WHO and countries or governments but to contracts with 
Executive Board members, their alternates or advisers for the period from July to December 1992, as indicated 
in the table heading. The three contracts listed against Swaziland were temporary adviser contracts. 

In response to the delegate of France, who had asked what assurance there was that no manipulation of 
records had taken place, he drew attention to paragraph 4.4 which stated that the External Auditor's staff had 
been satisfied that there had been no suspicious circumstances surrounding any changes to the records they 
had found. Paragraph 6.13 provided further confirmation. The audit team had been able to reconstruct 
back-up data and carry out comparisons as further assurance. As to the period covered by the audit, contracts 
in the first as well as the second half of 1992 had been scrutinized as would be clear from a perusal of Table 1. 
Paragraphs 2.1 and 2.2 of the report explained the rationale. Contracts up to and including January 1993，the 
time of the announcement by the Chairman of the Executive Board, had been examined. The audit 
undertaken for the remainder of 1993 would follow up and examine those issues. 

The delegate of the United Kingdom of Great Britain and Northern Ireland had asked why all the 
information required had not been made available to the External Auditor at the time it had been required. 
Paragraph 4.5 of the report described the circumstances of the limitations on access. All the information 
required had been provided; access restrictions had been removed on request and the audit had not 
subsequently been impeded. The External Auditor was unable to comment on matters outside his knowledge, 
such as whether other incidents or irregularities had occurred and whether the WHO staff members mentioned 
in the report were the only ones responsible for irregularities. All the relevant and significant findings of the 
audit appeared in the report. However, the report was not of the same nature as the audit opinion 
accompanying the biennial financial report and accounts and could provide assurances only on the contracts examined. 
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He agreed with the delegate of the Philippines that it was for WHO management to decide whether a 
project was worth funding and assured her that the External Auditor had not attempted to do so. The 
External Auditor was, however, competent to express an opinion as to whether a contract or its output 
represented value for money. That aspect was, indeed, explicitly recognized in WHO's Financial Regulations, 
where under the Additional Terms of Reference Governing the External Audit, the External Auditor was 
enjoined to bring to the notice of the Health Assembly wasteful or improper expenditure of the Organization's 
money or other assets, notwithstanding that the accounting for the transactions might be correct. 

In reply to the delegate of the United Arab Emirates, he emphasized that the audit had looked at 
contracts related to all Member States and not just those related to Member States eligible to designate a 
person to serve on the Executive Board, as paragraphs 2.1 and 2.2 of the report confirmed. As shown in 
paragraphs 3.26 to 3.30 of the report, the External Auditor had relatively few observations to make on 
contracts with Member States not represented on the Board. There were a number of observations about 
contracts with Board members or their alternates or advisers. Furthermore, special concerns about those 
contracts had arisen out of the question of conflict of interests, which were discussed in paragraphs 3.35 and 
3.36. 

In reply to the delegate of the Islamic Republic of Iran, he said that the request for the external audit 
and the concern relating to it were fully covered in the report. The decision to carry out the audit had been 
taken by the External Auditor, who had felt it proper so to respond to that concern and request. The scope of 
the audit had been decided by the External Auditor himself. The issue as to whether selective examination of 
a percentage of work was an adequate basis for a comprehensive conclusion on financial irregularities would 
have to be decided by delegates themselves when they considered the implications of the External Auditor's 
conclusions set out in part 6 of the report. It was true in a narrow sense that the selection of contracts 
described in paragraph 2.2 of the report had not been undertaken on a statistical basis and thus the results of 
the sampling could not be extrapolated in the way that was often done with audit work. 

The fees for the audit had not yet been paid although WHO had agreed to bear the costs; the final 
details would be worked out with the Secretariat in due course. However, while the report was under 
discussion the audit process could not be said to be fully complete. A tentative estimate of the cost, submitted 
without prejudice since negotiations were still pending with the Organization, was in the region of 
80 000 pounds sterling. As to whether there had been any systematic breach in financial rules the External 
Auditor considered there to have been a series of breaches in financial rules and procedures laid down in the 
WHO Manual, which were underpinned by the Financial Regulations of the Organization. He referred 
delegates to the conclusions set out in paragraph 6.16. 

Replying to the delegates of Zimbabwe and the Maldives, he confirmed that arrangements for travel and 
meetings had been included in the audit since they were recognized as contracts by WHO. Further, he pointed 
out that the contract for US$ 150 000 in connection with the Philippines did not appear in Appendix E but in a 
separate appendix of its own (Appendix F) since it was not a contract with a Board member, alternate or 
adviser, but with an institution in a Member State. He could not comment on any suppositions made by others 
with respect to the External Auditor's report but only on the content of that report. With respect to the timing 
of disclosure and the circumstances of the publication of the report，he said that the External Auditor had 
prepared the report and submitted it, as was proper, to the President of the Health Assembly with copies to 
the Chairman of the Executive Board，who had called for the audit, and to the Director-General. That had 
been the extent of the External Auditor's direct responsibilities in the matter. Questions as to the publication 
and dispatch of the report should be directed to the Secretariat. 

The delegate of Zambia had asked whether the audit data were sufficient to support the conclusions and 
recommendations of the report. The basis for the audit's conclusions and recommendations was clearly set out 
in the report. It was for delegates to draw their own conclusions as to the significance they attached to those 
conclusions and recommendations and the merit they accorded the report. 

Documentation on the irregularity of a change of class for an air ticket requested by the delegate of 
Mexico was available and could be provided with the agreement of the Secretariat. The travel in question had 
been to the ninety-first session of the Board in January 1993. The report noted that in five cases, including 
that concerning Mexico, WHO had not adhered to the Health Assembly resolution stipulating that only 
economy class travel should be reimbursed，and had recorded the Organization's explanation thereto. The 
contract for US$ 5000 listed under Mexico in Appendix E was for a temporary adviser contract in the name of 
a Dr Sepúlveda and concerned travel between Mexico and Jakarta. The contract was not part of the sample 
audited in detail and therefore no particulars appeared in the report. No impropriety was implied in relation 
to that contract; it was merely one of the contracts listed for the period concerned. He assured the delegate 
of Mexico that the report in no way called into question the honour or the ethical conduct of any Board 
member or delegate. 
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In reply to the delegate of Denmark, who had called for a clear-cut response as to whether there had 
been any violation of the Organization's financial rules, he noted that care had to be taken in use of the term 
"financial rules", which could be taken to mean the Financial Rules or Financial Regulations or to the broader 
area of all the Organization's financial rules and procedures, including those set out in the WHO Manual. In 
that latter sense, there had been breaches. 

Appendix E listed all contracts in the period concerned that had been concluded with members of the 
Executive Board, their alternates or advisers. He assured the delegate of Malawi that there was no suggestion 
that those contracts were questionable. 

In reply to the delegate of Sierra Leone regarding the title of Appendix E，he said that the Appendix was 
only one aspect of the audit and that it would be wrong to regard its title as in conflict with the title of the 
report as a whole. 

On the question of contracts with Sierra Leone, the delegate had said that none had been concluded with 
the Board member, his alternate or his adviser, yet reference had been made in the report to contracts with 
headquarters and the Regional Office. He felt that there may have been some misunderstanding - possibly 
the delegate was referring to a particular contract not shown in Appendix E with a person who was not an 
Executive Board member; that contract was referred to in Appendix G. The contracts referred to in 
Appendix E related to a study tour, also referred to in Appendix G, and two further Regional Office contracts 
of the temporary adviser type concerning programmes and meetings. If any further clarification was needed, 
he would be happy to discuss the precise details with the delegate of Sierra Leone outside the meeting. 

Reference had been made to the corrigendum issued to the report and to the fact that although some 
errors had been corrected, similar concessions had not been made for other countries. He confirmed that the 
relevant information had been made available: on 3 May he had received a letter from the Regional Director 
for Africa referring to a number of contracts with the African countries listed in Appendix E and suggesting 
that they ought not to be included. However, he had already explained that those countries were properly 
included in the Appendix; participants at meetings and conferences fell within the scope of the report since 
their contracts were of the type listed in Appendix D, and were acknowledged in Table 2. Furthermore, he 
confirmed that the Secretariat had been consulted and had agreed to the content of the contract listings. 
Those causing concern were temporary adviser contracts. 

The delegate of Uruguay had suggested that the purpose behind the External Audit report was to 
influence the process of appointment of the Director-General and that it was an ad hoc report. He agreed 
with the use of the term ad hoc - it was a special report on a special topic, specially requested - but denied 
unequivocally the purpose alleged by that delegate and stressed that that was no part of the Auditor's work or 
thinking. The gestation of the report was clearly set out in Part 1. He felt that the same answer should also 
address the concern expressed by the delegate of Japan about the purpose underlying the review. 

The delegate of Cuba had asked for a comparative analysis of contracts indicating whether or not 
countries with nationals serving on the Executive Board had been favoured. He was not sure what further 
clarification could be given; the Secretariat might be able to provide more information on other contracts and 
the number, extent and balance of contracts generally, apart from those examined by the External Auditor. It 
might be helpful for the delegate of Cuba to study paragraph 3.2 of the report, particularly the reference to 
"amounts obligated at country level". 

Dr ANTELO PÉREZ (Cuba) said that further clarification of the point just made was indeed required. 
A comparison was needed between contracts concluded in connection with the 31 countries with nationals 
serving on the Board and those awarded in relation to the entire membership of the Organization. He would 
like to see a table showing all 28 000 contracts concluded and identifying the countries concerned so that the 
proportion let in connection with the 31 countries became clear. It was important to clarify that issue since an 
audit had been requested which would cost some 80 000 pounds sterling, a sum similar to that allocated for the 
latter contracts. 

Mr MILLER (representative of the External Auditor) said that Mr Aitken, Assistant Director-General, 
would comment on that point once he had concluded his own remarks. 

The delegate of Mongolia had said that the External Auditor's report was not free of shortcomings and 
had referred to the corrigendum and Appendix E. Further, the delegate had pointed out that the contracts 
shown for Mongolia were for Regional Committee travel expenses and normal business of the Organization. 
He felt that he had already explained the reason for inclusion of those contracts in his earlier replies. 

In response to a question from the delegate of Denmark, he confirmed that the External Auditor was 
fully aware of the findings in the internal audit report and that there had been liaison with the Chief，Office of 
Audit and Administrative Management during the external review. 
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Mr TOPPING (Office of the Legal Counsel) said that two groups of questions had been addressed to the 
Legal Counsel concerning the External Auditor's report. The first concerned the advice given by the Legal 
Counsel in 1984 that Executive Board members should not be employed as short-term consultants or as short-
term professionals because that created a staff employment relationship with a potential conflict of interests 
since they would be staff and Board members at the same time. The Legal Counsel had also advised caution 
over the use of Executive Board members as "technical experts". He understood that in response to that 
advice the WHO Division of Personnel had endeavoured, to the extent possible，to avoid the conclusion of 
such contracts with Executive Board members. 

The advice did not mean, however, that Executive Board members should be excluded from all WHO 
work: they had a responsibility，in their capacity as Board members, for example, for monitoring and 
evaluating WHO programmes at global, regional and country level, with reasonable reimbursement of elements 
such as travel costs and subsistence allowance, as mentioned by several delegations. There was, however, a 
"grey" area, where the person or the institution was engaged as an independent contractor, which was not 
covered by the existing rules and provisions, including those set out in the WHO Manual. 

In response to that situation, the Director-General was proposing the establishment of a system of rules 
and of information-gathering and disclosure to ensure the proper use of Executive Board members in WHO's 
work. The Chairman of the Executive Board had discussed with the Legal Counsel a means of disclosure and 
a code of conduct within the Board. All of those issues were under study by the administration and by the 
Executive Board Working Group on the WHO Response to Global Change. 

In reply to the second group of questions, concerning whether the External Auditor's investigation was 
properly initiated, and in particular whether the Executive Board or anyone else had the authority to call for 
such a review, he explained that, under Rule 12.5 of the Financial Regulations, the World Health Assembly 
could request the External Auditor to perform a specific examination. The Executive Board did not normally 
instruct the External Auditor to carry out an audit but, as the executive organ of the Health Assembly, it was 
reasonable for it to call attention to a particular situation; the Director-General, or indeed, a Member State, 
might also take such action. 

However, it was clear under section 12.4 of the Financial Regulations that the External Auditor was 
independent; furthermore, section 1 of the Appendix to the Financial Regulations, entitled "Additional terms 
of reference governing the External Audit of the World Health Organization", empowered the External 
Auditor to perform such audit of the accounts of WHO as he might deem necessary. Therefore when the 
Director-General and the Chairman of the Executive Board both drew attention to a particular situation in 
January 1993, it was entirely within the competence of the External Auditor to decide whether to carry out the 
investigation. 

On the question of whether it was proper for WHO to consider reimbursing the expenses, he explained 
that the External Auditor was appointed by the World Health Assembly and was part of the functioning of 
WHO even though he was independent. It was consistent with that status that the External Auditor's normal 
costs were covered by WHO and included in the budget; it also followed that it was reasonable for WHO to 
pay for any other specific investigation the External Auditor might reasonably consider necessary to carry out 
his function properly. Otherwise, the Organization might lay itself open to the allegation that it was impeding 
his work. 

Dr SEPÚLVEDA AMOR (Mexico), speaking on a point of order, asked whether delegations would have 
the opportunity to respond to the comments of the representative of the External Auditor, some of which had 
aroused further concern. 

The CHAIRMAN said that there were two points; first, the Committee would have to decide whether to 
hold further discussions and, secondly, the Assistant Director-General,s reply might clarify the matter. 

Mr AITKEN (Assistant Director-General) stressed the seriousness with which he took the report. The 
Chairman of the Executive Board had been right in saying that transparency and seriousness were the 
watchwords; both those considerations were vital to the future work of WHO. The slightest financial 
irregularity - one dollar in one contract - was unacceptable and he gave an assurance that the Secretariat would 
implement to the full the recommendations of the External Auditor. He had himself prepared and distributed 
supplementary and complementary recommendations. The Secretariat was currently working on all those 
aspects of the situation to ensure that it did not recur and to avoid the need for the Health Assembly to spend 
its time on such matters. 

The recommendations related to the subjects which delegates had mentioned. The number and type of 
contracts would be simplified to attempt to overcome the difficulty of distinguishing those involving 
remuneration. Justifications for contracts would be given before they were entered into and reports would be 
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given on completion, no matter how small their value. There would be review committees on all contracts 
above a certain value, probably about US$ 70 000. It would be up to the Executive Board to decide, in 
association with the Director-General, how to treat its members in terms of contracts. Provisional changes in 
the WHO Manual to exclude them from short-term professional consultancy contracts had already been 
drafted. 

The issue of using Board members as temporary advisers had divided the meeting and he expected that 
there would be an opportunity to air that matter in more detail during discussion of the draft resolutions which 
had been tabled. 

Every single allotment for non-regular budget funds was being reviewed, as well as the level of 
responsibility for approval of their discretionary use. The External Auditor had said that more direct-line 
responsibility should be taken at Assistant Director-General level, and that would be done, without departing 
from the decentralized process which had been highly valued in WHO. The right balance had to be found 
between the decentralized nature of operations and the accountability that had been lacking once those 
operations had been put in place. 

On the question of disciplinary issues, he thought there was a clear understanding that the judicial 
process was different from the financial and auditing process. It was necessary to have sufficient evidence 
before proceeding with a judicial process against an individual. He had discussed the matter with the Division 
of Personnel and the Legal Counsel and established that there was no such evidence at present, but the 
question would be kept under review. He emphasized that in the United Nations system, if a disciplinary 
process was instituted and failed, staff members were not only reinstated but were entitled to full compensation 
for any damage caused to them. 

However, there was a difference in the level of evidence required for an administrative judgement, 
perhaps leading to someone being transferred or moved, and a disciplinary measure which could involve 
someone actually being sanctioned. The administration would take whatever personnel action was necessary to 
overcome any shortcomings that had been identified in the External Auditor's report. 

On the matter of timing, some delegates had been critical that the report had been issued before they 
had seen it. In fact it had been issued to the press on the day the Director-General had received it. It had 
been felt that the public interest was such that delay in issuing it until after it had been debated would have 
caused more public comment and distress to the Organization than issuing it immediately, and he stood by that 
decision as being correct in the circumstances. He apologized if delegates felt that they should have had the 
opportunity to discuss it first but considered that a clear decision had been required. 

Referring to the question raised by the delegate of Cuba regarding distribution of contracts, he said that 
no breakdown by country existed at present but one could be prepared and made available if necessary. 

On the matter of computer procedures, he was glad that the representative of the External Auditor had 
confirmed that the review had identified no fraud or even shortcomings in the way that the computer-operated 
accounts worked, and no tampering with the computer records, although he had criticized the access 
procedures of data-processing staff. Access was currently being reviewed. It was difficult as extra staff were 
required to comply with the External Auditor's recommendations. 

In regard to the restriction on access, which had been removed to facilitate the external audit and, 
indeed, the internal audit, the report explained that it had been imposed by the officer concerned owing to his 
concern about leakage of information. 

As he had said, even the smallest shortcoming was unacceptable. In conclusion, he asked the Member 
States to realize that when in the future the Secretariat refused borderline requests more often than it had in 
the past, it would be doing so in order to comply with the wishes of the Member States by applying the 
Financial Regulations and Rules to the fullest extent. 

The DIRECTOR-GENERAL, noting the Chairman of the Executive Board's regret that there had been 
a need to hold such a debate，said that he, on the contrary, was happy that it was taking place in order to show 
that transparency and accountability had been maintained in the Organization. He was most grateful to all 
delegates for their constructive recommendations for the reform process which he had undertaken and which 
he had already mentioned in detail in his presentation in plenary session under item 10 of the agenda. 

In that context, he was grateful for the very constructive recommendations of the External Auditor which 
he had already pledged to implement. 

Five years earlier, before confirmation of his appointment as Director-General by the Health Assembly, 
many delegates, including some who had shown great concern recently about financial irregularities, had 
suggested that he should ensure continuity with change. In most cases, he had been able to ensure continuity, 
but times had changed, as had the world political and economic situation, and now most delegates had 
emphasized that a reform process in WHO should be undertaken. 
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When he had been informed of alleged irregularities, he had immediately asked Mr Aitken, Assistant 
Director-General, to undertake a full investigation of possible violations of the Organization's rules in relation 
to the handling of certain contracts and to inform the External Auditor so that he might carry out a separate 
review. 

The outcome of the review had given support to the reform process which he had already begun and 
which he would continue if his reappointment was confirmed. 

Professor GIRARD (Chairman of the Executive Board), speaking on a point of order, said he was afraid 
the interpretation had changed the meaning of his earlier remark. He had said that he regretted that the 
debate had had to take place, but once it had become necessary he, like the Director-General, was glad that 
enough time had been made available for a thorough discussion. On that second point he believed they were 
in agreement. 

The CHAIRMAN assured Professor Girard that his position was quite clear and thanked all delegates 
who had participated in the debate for their unfailing courtesy and cooperation, which had assisted in bringing 
the item to a conclusion. 

The meeting rose at 13h45. 
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Thursday, 6 May 1993 at 14h30 

Chairman: Mr В. M. TAITT (Barbados) 

REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 22 of the Agenda (continued) 

Interim financial report on the accounts of WHO for 1992 and comments thereon of the Committee of 
the Executive Board to Consider Certain Financial Matters prior to the Health Assembly (Article 18(f); 
Financial Regulations 11.3 and 12.9): Item 22.1 of the Agenda (Resolution EB91.R21; Documents 
A46/16 and A46/16 Add.1，A46/33 and Corr.1, and A46/34) (continued) 

Dr STAMPS (Zimbabwe), speaking on a point of order, asked whether it was possible to have a copy of 
the contract with the External Auditor so that it could be studied before further discussion on the point. 

Mr AITKEN (Assistant Director-General) said that there was no contract for the special audit but that 

Dr STAMPS (Zimbabwe) said that any information which would help to clarify the situation would be 
welcome. 

The CHAIRMAN urged that all draft resolutions be handed in as early as possible in order to avoid a 
recurrence of the problems caused by the late introduction of draft resolutions in previous years, and reminded 
the meeting that all resolutions must be sponsored by a government. 

On the subject of the interim financial report on the accounts of WHO for 1992，he referred to 
Article 18(f) of the WHO Constitution, according to which one of the functions of the Health Assembly was 
"to supervise the financial policies of the Organization and to review and approve the budget". In that 
connection, delegates might also wish to refer to the Financial Regulations, Articles XI and ХП, and to 
resolution EB91.R21, in which the Executive Board established the Committee of the Executive Board to 
Consider Certain Financial Matters prior to the Forty-sixth World Health Assembly and laid down its terms of 
reference. In accordance with established practice, that Committee had examined the interim financial report 
and its comments could be found in document A46/34. 

He drew attention to documents A46/16 and A46/16 Add. 1 containing the interim financial report. 

Mr AITKEN (Assistant Director-General) said that the interim financial report of WHO for the year 
1992 covered the first year of the biennium and that a final financial report would be submitted to the Health 
Assembly in 1994. 

In introducing the interim financial report, he drew the attention of the Committee specifically to a 
number of matters which were also mentioned in the report of the Committee of the Executive Board. 

First, there was the low rate of collection of assessed contributions during 1992, just under 78%, caused 
mainly by the delay in payment by one of the largest contributors, as compared with the pattern in previous 
years. 

The next issue was the use of the exchange rate facility. In 1992 the United States dollar had weakened 
against a number of currencies which WHO used; there had been a net use of almost US$ 7.6 million during 
1992. It was estimated that a further net amount of US$ 4.3 million of the exchange rate facility would be 
required during 1993, despite some strengthening of the dollar, resulting in a total estimated net use of 
US$ 11.9 million for 1992-1993; that was still well within the approved maximum level of US$ 31 million for 
the biennium. 

The third matter was the available casual income, which was important as it could reduce budget 
contributions for the coming biennium. At the end of 1992, just over US$ 13.2 million was available, and it 
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was proposed to transfer US$ 145 000 to the Real Estate Fund for projects which would be seen under a 
forthcoming agenda item, leaving some US$ 13 129 000 to be appropriated to help finance the programme 
budget for 1994-1995. 

On regular budget implementation during 1992，it would be noted that some 74% of the effective 
working budget of US$ 734.9 million approved for 1992-1993 had already been obligated. The Working Group 
established by the Executive Board had gone into that matter in some detail. It was normal practice for a 
much higher percentage to be obligated during the first year of the biennium, as compared with the second, to 
cover, in particular, staff salary obligations for the whole of the financial period, since those were contractual 
obligations which had to be paid. 

The pattern of obligations for the current biennium was not very different from that in previous periods. 
Under extrabudgetary sources of funds, expenditure under the Voluntary Fund for Health Promotion had 

increased significantly during 1992’ by about 15% compared with 1991 levels, and reached US$ 124.3 million. 
The main increases in 1992 related to emergency relief operations and activities under the Special Account for 
miscellaneous designated contributions. Under other major extrabudgetary funds, e^)enditures in 1992 
remained generally at levels consistent with those of each of the previous two years. 

Dr PAZ-ZAMORA (representative of the Executive Board), introducing the first report of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the World Health Assembly 
(document A46/34), said that the report covered the Committee's review of the interim financial report for the 
year 1992. In the course of its review, the Committee had paid particular attention to the following matters: 
the rate of collection of assessed contributions; the need for timely payment of contributions; the operation of 
the exchange rate facility; the status of implementation of the 1992-1993 regular budget; and the amount of 
casual income available at 31 December 1992，together with the Director-General's proposal concerning the 
use of casual income to help finance the 1994-1995 regular budget, which the Committee had endorsed. 

The Committee recommended that the Health Assembly adopt the resolution contained in paragraph 10 
of its report. 

Mr BOYER (United States of America) said that his delegation shared the Director-General's concern 
that many Member States had failed to pay their assessed contributions for the past year. All countries 
needed to recognize that WHO could not operate on hope or goodwill alone. Payments had to be made or the 
Organization would have to call a halt to programmes that had been endorsed by its Members. 

His country was also concerned about the Organization's practice of operating largely on borrowed funds. 
As indicated on page 19 of the interim financial report (document A46/16), US$ 28.9 million had remained 
outstanding at the end of December 1992. That amount had been covered by a withdrawal in full of the 
balance in the Working Capital Fund (US$ 11 million) and by US$ 17.9 million borrowed against other funds, 
about which more details should be provided. Against which funds had WHO borrowed in drawing down more 
than US$ 56 million in the previous biennium? To which funds was the US$ 17.9 million currently owed? 
Had such operations had an effect on the purposes for which those funds had originally been earmarked? 

Of the 1992-1993 budget, 74% had been obligated by the end of 1992. In view of the additional 10% 
reduction in the budget that had been necessary, only 16% remained to spend in the second half of the 
biennium. How would the Organization be affected? 

While extrabudgetary contributions from governments had increased from 1987 to 1991, they appeared to 
have levelled off in 1992. During that same year, voluntary contributions by one of the major contributors to 
the Organization had decreased by 43%. Contributions to the Global Programme on AIDS had dropped by 
5.3% between 1991 and 1992, and contributions to the Voluntary Fund for Health Promotion had also declined 
by 17.6%. Could the Secretariat comment on the reasons for, and implications of that levelling-off process? 

Mr MILLER (Canada) endorsed the appeal made by the Committee of the Executive Board for timely 
and full payment of assessed contributions. 

His delegation was concerned at the figures presented on pages 10 and 11 of the interim financial report. 
Only US$ 197 million was available for obligation in 1993. If the 1992 contribution rate remained the same for 
1993, the Organization would be faced with a revenue shortfall over the biennium of US$ 157 million, leaving 
an available balance of some US$ 40 million or approximately 5.7% of the planned biennial resources. The 
Organization was in danger of entering a period of enforced idleness during the second half of the biennium 
since it would no longer have enough funds to operate. What contingency measures had been planned to meet 
such a situation? 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) endorsed the comments of the 
previous speakers. He was particularly concerned at the large number of Member States having made no 
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contributions for 1992; the high level of internal borrowing of funds, which called for more realistic tailoring of 
programme expenditure to the level of revenue; and the fact that 74% of the 1992-1993 appropriation had 
already been obligated, a point on which he requested clarification, notably with regard to the effect on 
programme delivery. 

Mr AITKEN (Assistant Director-General), replying to questions raised, referred to the "Liabilities" table 
of Statement Ш in document A46/16, in connection with borrowing of funds. The figure of US$ 17.9 million 
set against the heading "Amount secured to cover balance of regular budget income deficit - 1990-1991" 
represented part of the sum of US$ 111.5 million set out in the previous line under "Other WHO funds". The 
borrowing was a general figure from the total and did not refer to any one specific fund. Most of the funds in 
question were of an administrative and technical nature (e.g. the Terminal Payments Account, consisting of 
money set aside from the payroll to meet staff leaving costs, and the Special Account for Servicing Costs, which 
corresponded to the 13% charge on extrabudgetary funding, always used prospectively). Although the level of 
such borrowing should be kept down, its effect on the day-to-day operation of any of the funds was not 
dramatic. He stressed the need to strike a balance between delivery of programmes approved by the Health 
Assembly and the amount borrowed to supplement programme funding. Given the particular problem of one 
Member State, it had been obvious that financial difficulties would arise in 1992. A 10% cut had therefore 
been made in all programmes as from 1 January 1992, and it was being maintained as there were no signs of 
any return to the usual figure in the present biennium. That additional shortfall of 10% or so was being met 
by the internal borrowing, and would possibly also be covered by some income from payment of arrears. Close 
attention was being given to the balance between borrowing and programme cuts, and details would be given in 
the final report to be submitted at the next Health Assembly. 

Regarding voluntary contributions, he observed that WHO was suffering from the general trend 
throughout the United Nations system towards a reduction in multilateral financing, as a result of recession in 
major donor countries. 

Providing clarification on the amount of funds obligated, he said that 51% had actually been spent in the 
first part of the biennium, leaving 49% to be spent in the second half, of which the largest element was 
US$ 163 million representing staff salaries, which had been obligated and added to the account, giving the 
higher figure shown in the report. Thus, although 74% of funds had been obligated, the programme for 1993 
was still expected to be implemented, minus the 10% cut already mentioned. In the interests of clarity, a 
footnote might be included in the report in future, differentiating between obligated funding and amounts 
actually available. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the Forty-sixth World 
Health Assembly, contained in paragraph 10 of document A46/34. 

The draft resolution was approved.1 

The meeting rose at 17h05. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.34. 



FOURTH MEETING 

Friday, 7 May 1993, at 14h45 

Chairman: Mr В. M. TAITT (Barbados) 

1. FIRST REPORT OF COMMITTEE В (Document A46/45) 

Dr HAMDAN (United Arab Emirates), Rapporteur, read out the draft first report of Committee B. 

The report was adopted.1 

2. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 22 of the Agenda 
(continued) 

Status of collection of assessed contributions and status of advances to the Working Capital 
Fund: Item 22.2 of the Agenda (Resolution EB91.R11; Document A46/15) 

Dr PAZ-ZAMORA (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 1992 had been reviewed during the ninety-first 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 
1992, the rate of collection of 1992 contributions in respect of the effective working budget had amounted to 
77.60%, resulting in a shortfall of US$ 79.5 million; that only 87 out of the 180 Members contributing to the 
effective working budget had paid their 1992 contributions in full; that 66 Members had made no payment 
whatsoever towards the 1992 contributions; and that, as a result of the incentive scheme for the timely 
payment of assessed contributions instituted by resolution WHA41.12, Members paying their assessed 
contributions early in the year in which they were due would see an appreciable reduction in their 
contributions payable for the subsequent programme budget, whereas Members paying later would have their 
subsequent contributions reduced only marginally, or not at all. 

The Board had also noted that, despite budget cuts and delays in programme implementation, the 
Director-General had been obliged to borrow a substantial amount of funds from internal sources due to the 
inability of the Working Capital Fund to meet the extraordinary shortfall in contributions. The authorized 
level of the Working Capital Fund in WHO represented only 3% of the effective working budget in 1992. That 
ratio was lower than that of the United Nations, and by far the lowest among the specialized agencies; it was 
well below the United Nations Joint Inspection Unit's recommended rate of 8.3%. The Board had accordingly 
requested the Director-General to review the implications of an increase in the level of the Working Capital 
Fund, and to report on the matter to its January 1994 session. The Board had agreed with the Director-
General that the only positive way of ensuring sound financing for the Organization was for Member States to 
pay their assessed contributions promptly, and had urged all Member States to do so in order to avoid 
endangering both the Organization's programme of work and its financial stability. 

The report of the Director-General to the ninety-first session of the Board had described the status of 
Member States' financial indebtedness to the Organization as at 31 December 1992. Document A46/15 now 
gave the contribution status as at 30 April 1993. 

1 See page 301. 
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Mr AITKEN (Assistant Director-General) said that paragraph 2 of document A46/15 showed that the 
rate of collection of contributions up to 30 April 1993 had been just under 42%, which was slightly down on the 
previous year's rate of 46%. A total of 116 Member States out of 187 in all had still paid nothing. 

Prospects for further contribution receipts before the end of the year were, to say the least, uncertain. 
Indeed, some Members had actually requested waivers of contributions for two or three years to tide them 
over what they described as difficult transition periods. However, those Members had been told that there was 
no provision in WHO's Constitution or Financial Regulations for such waivers. Members should therefore 
make an effort to pay their 1993 contributions, in order to avoid any further disruption of WHO's work 
programme. 

Regarding arrears for previous years, the total owing to the Organization on 1 January 1993 had stood at 
US$ 122 million, the largest figure in its history. Only a small proportion of those arrears had been settled in 
the period from 1 January to 30 April 1993, and the amount owing currently stood at US$ 106 million. 

However, he was pleased to say that, since the document had been prepared, payment in part or in full 
of 1993 contributions had been received from Algeria, Benin, Bolivia, Botswana, Cook Islands, Cyprus, Lao 
People's Democratic Republic, Lesotho, Mauritania, Norway, Saint Vincent and the Grenadines, Samoa, Saudi 
Arabia, and Singapore. In addition, arrears of contributions totalling over US$ 500 000 had been received 
from Bolivia, Central African Republic, Guatemala, Mauritania, Nicaragua, Qatar, and Suriname. 

He drew the Committee's attention to the draft resolution recommended by the Executive Board in 
resolution EB91.R11. 

Mr BOYER (United States of America) said that he was somewhat confused about the Working Capital 
Fund and internal borrowing. As he recalled, the Assistant Director-General had told the Committee the 
previous day that the Organization had put 10% of programme budget activities on hold because it anticipated 
that 10% of the budget for the current year would not be paid. However, the Assistant Director-General had 
also stated that use of the Working Capital Fund and internal borrowing against trust funds were intended to 
ensure the continuation of programmes that would otherwise have had to be halted because of the shortfall in 
contributions. He wondered how it was possible to put 10% of programme budget activities on hold and at the 
same time borrow money to implement the programme in full. If the Organization was to continue borrowing 
10% of the budget each year, in 10 years it would need to borrow the budget's entire amount. He would 
appreciate clarification on that point. 

Ms KARWAL (Netherlands) said that her delegation was concerned that, in 1992，the Working Capital 
Fund had fallen to a level of 3% of the effective working budget, a level that was the lowest among the 
specialized agencies and much lower than the rate of 8.3% which had been recommended by the Joint í 
Inspection Unit. 

Operative paragraph 5 of Executive Board resolution EB91.R11 now under consideration requested the 
Director-General to "review the implications of an increase in the level of the Working Capital Fund". Such 
implications should be considered very carefully since, in her delegation's view, arrears in payment should not 
automatically lead to an increase in the level of the Working Capital Fund as a means of compensating for the 
resulting shortfalls. 

The low rate of collection of contributions was the main reason why the Organization now found itself in 
such financial difficulties. Improved payment of contributions was therefore the only real way out. 

Mr BONNEVILLE (France) said that it was extremely important that Member States should meet their 
obligations in full and on time - as they were required to do under the Constitution - if the Organization was 
to function properly and implement its programmes normally. His delegation had strong reservations as to the 
desirability of increasing the level of the Working Capital Fund: such an increase should only be resorted to as 
an occasional expedient. 

Mr LAMBA (India) said that despite its grave financial difficulties and the ambitious macroeconomic 
adjustment programmes it was undertaking, India had never once defaulted in the payment of its contributions. 
Failure by other Member States to fulfil their financial obligations was bound to have an impact on countries 
such as his own. For the biennium 1992-1993 a cut of 10% in WHO's country activities had already hit India 
very hard，and had meant that, at the end of the first year of the biennium, the money allocated to it had 
almost run out. A cut of 10% in January or February of expected input into the national budget for the health 
sector meant that the country's entire health programme was put in jeopardy. 

He suggested that just as incentives had been introduced to encourage Member States to meet their 
financial obligations on time, so disincentives should be found to penalize those who failed to pay. 
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Mr AITKEN (Assistant Director-General), in reply to the point raised by the United States delegate, 
said that a 10% programme reduction in effect brought programmes down to 90%. However, the figures 
showed that in fact less than 90% of the contributions due were being received, and in fact the percentage 
received by the end of the previous year had been lower than 80%. It had therefore been necessary to borrow 
from the Working Capital Fund and from other internal sources to make up the difference between 80% and 
90%. Unfortunately, that situation would continue until contributions returned to the levels that they had 
reached in the past. 

He agreed with the representatives of the Netherlands and France that the Working Capital Fund should 
not be increased simply because contributions had fallen further behind. The purpose of the Fund was to tide 
the Organization over for a limited period of time at the beginning or the end of the year, when routine delays 
in payments might normally be ejected. What the Joint Inspection Unit had recommended was that United 
Nations organizations should have 8.3% of their budget, or one month's ejçenditure, in the form of a Working 
Capital Fund. Accordingly, what would probably be suggested to the Executive Board was that the Fund 
should be increased to the recommended figure. Such an increase would mean additional contributions from 
Member States, and he was not sure that such a proposal would find favour with the Board. However, it was 
right that WHO should be brought into line with the rest of the United Nations system, and the Secretariat 
would be failing in its duty if it did not at least bring the matter before the governing bodies for consideration. 

He shared the concern of the delegate of India over the impact of a 10% reduction in programmes. As 
to the suggestion for a disincentive, a proposal that interest be charged on arrears of contributions had been 
under discussion for some years, and had indeed been put forward again in a recent Ford Foundation study on 
possible measures for financial reform within the United Nations. It should be for United Nations 
headquarters in New York, rather than for WHO, to take a decision on that rather thorny issue, since it 
affected the whole of the United Nations system. The question was likely to come up for discussion at the 
forthcoming session of the General Assembly. 

The resolution recommended by the Executive Board in resolution ЕВ91Л11 was approved.1 

Members in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution (if any): Item 22.3 of the Agenda (Documents 
EB91/1993/REC/1, decision EB91 (9) and A46/17) 

Dr PAZ-ZAMORA (representative of the Executive Board), introducing the second report of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the Forty-sixth World 
Health Assembly contained in document A46/17, said that the Committee had met on 3 May 1993 to consider 
the report by the Director-General, contained in document EB91/CFI/2, on Members in arrears in the 
payment of their contributions in an amount which equalled or exceeded the amounts due for the preceding 
two full years. 

The 21 Member States concerned had been divided into three groups. The first group consisted of five 
Members which, in accordance with resolution WHA44.12, had lost their voting privileges as from the opening 
of the Forty-fifth World Health Assembly. The voting privileges of those five Members would remain 
suspended since the arrears of their contributions still exceeded the contributions due for the years 1991 and 
1992. 

The second group consisted of 10 Members which were to lose their voting privileges as from the 
opening of the Forty-sixth World Health Assembly. As a result of its recent payment, Guyana no longer 
belonged to that group. Pursuant to resolution WHA45.8, the voting privileges of the remaining nine Members 
had been suspended, as from the opening of the present World Health Assembly. 

The third group consisted of six Members which could lose their voting privileges as from the 
Forty-seventh World Health Assembly. As a result of its recent payment, Suriname�name had been removed 
from that list. The Committee of the Executive Board had agreed that, in the interests of fairness, the 
suspension provisions should be applied systematically. It had concluded that none of the Members concerned 
warranted any measure other than the suspension of its voting rights as from the Forty-seventh Health 
Assembly. 

He drew the Committee's attention to the draft resolution contained in paragraph 10 of the report of the 
Committee of the Executive Board. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.9. 
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Mr AITKEN (Assistant Director-General), reviewing developments that had taken place following the 
meeting of the Committee of the Executive Board, said that the Secretariat had been informed that Comoros 
and Niger were making arrangements to pay part of their outstanding contributions. That information would, 
however, have no bearing on the text of the proposed draft resolution. 

Guatemala and Mauritania had reduced their unpaid prior years，arrears to a level below the total 
amount due for 1991 and 1992 and had thus had their voting rights restored. The draft resolution would have 
to be amended accordingly by inserting after the third preambular paragraph the following new preambular 
paragraph: 

Having been informed that as a result of payments received after the opening of the Forty-sixth 
World Health Assembly, the arrears of contributions of Guatemala and Mauritania have been reduced to 
levels below the amounts which would justify invoking Article 7 of the Constitution and, as such, the 
voting rights of these Members have been automatically restored. 

He suggested three further amendments to the text of the proposed draft resolution. In the second 
preambular paragraph, the words "next and subsequent" should be replaced by "present or future". In the third 
preambular paragraph, the words "next and subsequent" should be replaced by "present or future". In the 
second line of paragraph 6(2) the words "at the next and subsequent Health Assemblies" should be deleted and 
in that same paragraph, the words "at the Forty-seventh and subsequent Health Assemblies" should be inserted 
after the words "shall continue" in the first line. 

Dr AL-KASS (Iraq) said that, pursuant to resolution WHA45.8, Iraq had lost its voting privileges as from 
the Forty-sixth World Health Assembly. His country had taken a number of steps to meet its financial 
obligations to the Organization. Despite its difficult financial circumstances, Iraq had paid several instalments 
on the amount due, the most recent of which had been effected through the Bank of International Settlements. 
In March 1993, his Government had requested the United Nations Sanctions Committee to authorize the 
release of Iraq's funds for the purpose of meeting its financial obligations to the Organization. Iraq had 
recently been informed that, at the request of the United States of America, France and the United Kingdom 
of Great Britain and Northern Ireland, the Sanctions Committee had postponed consideration of the matter 
pending further clarification. 

Iraq had done everything possible to pay its outstanding contributions. Unfortunately, the United 
Nations Sanctions Committee had prevented his country from meeting its obligations to WHO. His 
Government was therefore requesting that its voting rights not be suspended and that it be given more time to 
obtain the necessary funds to meet its commitments. 

The CHAIRMAN invited the Committee to vote by show of hands on the draft resolution as amended. 
He noted in particular that, under operative paragraph 6(1) of the draft resolution, the voting privileges of five 
Member States would be suspended as from the opening of the Forty-seventh World Health Assembly if by 
that date they were still in arrears in the payment of their contributions to an extent which would justify 
invoking Article 7 of the Constitution. 

He reminded the Committee that, in accordance with Rule 72 of the Rules of Procedure of the World 
Health Assembly, a two-thirds majority of the Members present and voting was required for the adoption of 
the draft resolution. 

The draft resolution，as amended，was approved by 49 votes to 0，with 12 abstentions.1 

Mrs HU Sixian (China) said that her delegation had abstained in the vote because it considered that, 
although timely payment of contributions was an obligation, the suspension of voting rights should be 
considered on a case-by-case basis, taking into account factors such as wars, natural disasters, etc. which 
prevented many countries, and often the developing ones, from paying their contributions in time. 

Report on casual income: Item 22.4 of the Agenda (Document A46/18) 

Mr AITKEN (Assistant Director-General), introducing the report on casual income, said that the 
estimated unobligated balance of casual income available as at 31 December 1992 had been approximately 
US$ 9.4 million. After closure of the accounts, however, the final amount stood at US$ 13.3 million，as a result 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.34. 
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of the strengthening of the US dollar which had permitted a reduction of the anticipated use of the exchange 
rate facility. After taking into account the recommendation of the Executive Board in resolution EB91.R14 
that US$ 145 000 of casual income be appropriated to the Real Estate Fund, the Director-General had 
recommended that the available balance of casual income of US$ 13 129 000 be applied to help reduce 
Members' assessed contributions to the regular programme budget for 1994-1995. Of that sum, 
US$ 12.7 million would be used under the financial incentive scheme in accordance with resolution WHA41.12. 
The balance would be returned to Member States on the basis of their assessed contributions. 

Mr BOYER (United States of America), referring to the table on the last page of the report, pointed out 
that the amount of casual income had declined steadily since 1988 from US$ 43 million to US$ 9 million. 
After the appropriation resolution was adopted, no funds would be left in the casual income account. Low 
interest rates, the need to repay past borrowings and to re-establish the Working Capital Fund meant that very 
little money was going into the casual income account. If the exchange rate declined in the course of the 
biennium it would be impossible to draw on the US$ 31 million exchange rate facility to offset exchange losses. 
In addition, further borrowing seemed not merely inadvisable but impossible, as there had already been 
borrowing from trust fund accounts. Despite that downward financial spiral, WHO continued to insist on 
budgets that were beyond many Member States' capacity to pay, and to ignore the Executive Board's 
recommendations that the budget should be reduced and greater efficiency achieved. Special consideration 
should therefore be given to the budget adopted at the present Health Assembly. 

Ms KARWAL (Netherlands) requested clarification as to how the financial incentive scheme would be 
financed in future - a point which was particularly relevant in view of the current trend of decreasing available 
casual income. 

Mr LAMBA (India) asked why WHO's mechanism for obtaining Member States' contributions did not 
appear to be effective. 

Mr AITKEN (Assistant Director-General), replying to questions raised, said that, while WHO could 
always endeavour to increase efficiency in utilizing the contributions it received, it could not implement the 
programme effectively if contributions were not paid at all, as was the case of some Member States which were 
currently in difficult circumstances - a situation which would presumably resolve itself in the future. No matter 
what the level of the budget was, therefore, if contributions were not paid, the Organization would be in 
difficulty. The only solution to such financial difficulties would ultimately be programme cuts during 
implementation, as WHO could not borrow beyond its present level. 

Regarding the financial incentive scheme, if WHO did not receive revenue through payment of 
contributions, it could not earn casual income, and hence could not return funds under the financial incentive 
scheme. 

There had been sustained efforts throughout the biennium to secure payment of contributions, but 
Member States remained sovereign and it would be difficult to treat them on a business footing. 

The Committee decided to recommend that the sum of US$ 13 129 000 of available cash or income 
should be used to help finance the regular budget for 1994-1995. 

The CHAIRMAN said that that recommendation would be included in the Committee's report to 
Committee A and also in the appropriation resolution for 1994-1995, to be considered by Committee A at the 
end of its review of the proposed programme budget for the next biennium. 

(For continuation of review of the financial position, see summary record of the fifth meeting, section 2.) 

3. REPORT ON THE IMPLEMENTATION OF THE RECOMMENDATIONS OF THE EXTERNAL 
AUDITOR: Item 23 of the Agenda (Resolution WHA45.6; Document A46/19) 

Dr PAZ-ZAMORA (representative of the Executive Board) introduced the report on the 
implementation of the recommendations of the External Auditor, which had been prepared in response to 
resolution WHA45.6. He drew attention to paragraphs 2 to 6 of document A46/19, Annex, which related to 
the recommendations of the External Auditor concerning financial matters; and to paragraphs 7 to 16 relating 
to the External Auditor's recommendations following his examination of management matters pertaining to the 
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Global Programme on AIDS. Meritorious (and long-service) salary increases would be considered separately 
under agenda item 29.3. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland), while welcoming the action taken 
to implement the recommendations of the External Auditor, said that a number of matters had not yet been 
fully resolved, notably that of the special health fund for Africa. He sought the assurance that a further report 
would be made on that and other outstanding issues to the Executive Board at its ninety-third session. 

Mr BOYER (United States of America) said that the Health Assembly had acted wisely in requesting 
reports on recommendations of the External Auditor. He looked forward to a similar account of the follow-up 
to the recent special report by the External Auditor. 

He requested clarification concerning the measures to regularize the legal and operational status of the 
special health fund for Africa and asked when those issues were expected to be resolved. 

Mr ATTKEN (Assistant Director-General) confirmed that further reports would be made to the next 
Executive Board and Health Assembly on the follow-up to the External Auditor's reports. The legal status of 
the special health fund for Africa was still under consideration, despite lengthy exchanges between the parties 
concerned. The fund had received some monies which were being held in escrow so that the capital could not 
be touched. The interest was intended to be used to benefit health activities in Africa. 

4. METHOD OF WORK OF THE HEALTH ASSEMBLY: Item 25 of the Agenda (Document A46/20)1 

Dr PAZ-ZAMORA (representative of the Executive Board), introducing the Board's report on the item 
(document A46/20), reviewed its recommendations for reducing the duration of the Health Assembly so that 
financial savings could be realized by holding the short session of the Board within the second week of the 
Health Assembly in even-numbered years; for making the debates in plenary more meaningful; for ensuring 
more stringent screening of proposed resolutions to the Health Assembly; for effecting savings by publishing 
the verbatim records of debates in plenary as a single multilingual document; and for the appropriate briefing 
of delegates to the Health Assembly. He drew the Committee's attention to the draft resolution contained in 
paragraph 6 of the report. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) asked why a reduction in thé 
duration of the Health Assembly would only result in savings if the short session of the Board were held within 
the two-week period following the opening of the Assembly. The Board session would affect only a few of 
those attending the Health Assembly and its administrative costs would surely remain fairly constant regardless 
of when it was held. 

He fully endorsed the proposal for publication of the verbatim records of debates in plenary as a single 
multilingual document with the text of each speech in the official language in which it was delivered. The 
practice of recording meetings of the Regional Committee for Europe on tape had led to considerable savings 
there and might weU be a pointer for achieving future economies in the Health Assembly. 

He urged the Director-General to keep the methods of work of the Health Assembly under review and 
propose further changes as and when warranted. 

Dr ТАРА (Tonga), welcoming the report, said that the only effective way to reduce the duration of the 
Health Assembly would be to hold biennial instead of annual sessions. Pending approval of such a change by 
the Health Assembly, he accepted the Board's proposals and endorsed the draft resolution. 

Mr BOYER (United States of America) queried the proposal to issue the verbatim records as a single 
multilingual document; the records of the plenary debates of the present session were already circulated in 
that form. 

Welcoming the proposal to reduce the duration of the Health Assembly, he asked whether, instead of 
closing the Health Assembly at noon on Thursday of the second week, the proceedings could be compressed by 
a further half-day to allow the Health Assembly and the Board to meet within the span of two working weeks, 

1 Document WHA46/1993/REC/1, Annex 5. 
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concluding the Health Assembly by the end of the afternoon of the second Wednesday and holding the short 
Board session on Thursday and Friday (instead of Friday and Saturday as proposed in the report). 

Dr ALVAREZ DUANY (Cuba) said that one means of improving the work of the Health Assembly 
would be through ensuring that the documentation for the session reached Member States in sufficient time to 
allow delegations to prepare themselves properly for the meeting and familiarize themselves with all aspects of 
the subjects considered in order to make a meaningful contribution to the debates and decision-making, and 
thereby help to save time and money. His country, for example, generally received such documentation very 
late, if at all. It had raised the issue at the two previous Health Assemblies but the situation had since 
deteriorated further. 

Cuba was committed to enhancing the operation of the Health Assembly, a major forum within the 
United Nations system that provided countries throughout the world with the opportunity of working together 
in harmony and mutual respect to solve health problems and ensure the full enjoyment of health as a basic 
human right. 

Mr AITKEN (Assistant Director-General), replying to the delegate of the Uiûted Kingdom, said that the 
savings from holding the short session of the Board within the two-week period following the opening of the 
Health Assembly resulted from the fact that supernumerary staff were hired and facilities rented on a weekly 
basis so that the cost of the Health Assembly would not fall even if it finished early. However, such staff and 
some of the facilities could be used without extra cost to service the Board if it was held at the end of the 
two-week period; the cost of holding the Board the following week would thus be saved. 

In reply to the delegate of the United States, he said that the half day following the proposed closure of 
the Health Assembly at noon of the second week was needed by the Secretariat for arranging the change-over 
between the two meetings，which was why Friday and Saturday had been suggested for the Board session. The 
multilingual verbatim records circulating during the Health Assembly were provisional texts. Formerly, once 
any corrections to those provisional texts had been received they were translated and published as four single 
language versions of the plenary debates. That process took an entire year. Considerable savings would be 
effected by eliminating the single language versions. 

He fully agreed with the delegate of Cuba's complaint; unfortunately, the 10% reduction in the 
programme budget had, in the interests of saving as much of the technical programmes as possible, resulted in 
an even greater cut in certain administrative areas such as documentation. An effort would be made to 
improve document dispatch in 1994. 

Mr BOYER (United States of America) urged that the Committee approve the draft resolution, which 
would result in substantial savings in time and money. If the experiment was successful, the following year the 
Executive Board，within whose competence it lay, could decide that the Health Assembly should finish on the 
Wednesday evening. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) asked whether the amendments to 
the verbatim records could be produced at a later stage, thereby saving on the costs of production and 
dispatch. 

Mr AITKEN (Assistant Director-General) said that problems would arise if the verbatim records and the 
amendments had to be compared as separate documents. In any event’ a multilingual single version would 
save just under US$ 300 000 as compared with the present system. 

The draft resolution contained in document A46/20 was approved.1 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.11. 



218 FORTY-SIXTH WORLD HEALTH ASSEMBLY 

5. SCALE OF ASSESSMENTS: Item 26 of the Agenda 

Assessment of New Members and Associate Members: Item 26.1 of the Agenda (Documents 
A46/21, A46/40 and A46/43) 

Mr AITKEN (Assistant Director-General), introducing document A46/21, dealing with the assessments 
of the Czech Republic and the Slovak Republic, said that following the dissolution of Czechoslovakia on 
31 December 1992，the Czech Republic and the Slovak Republic，both Members of the United Nations, had 
become Members of WHO, on 22 January 1993 and 4 February 1993, respectively. The United Nations rates 
of assessment for those Members would be determined only at the end of 1993. However, following a request 
from those Members, the Director-General had proposed that the 1993 rates should be based on the approved 
assessment rate of former Czechoslovakia divided on a two-thirds/one-third sharing ratio between the Czech 
Republic and the Slovak Republic. It was further proposed that the sharing ratio should be applied on a 
definitive rather than a provisional basis in regard to 1993. In fact，the two Members had already made 
payments on that basis to WHO. The Director-General was particularly grateful to the two new Members for 
their proposal to share the assessment rate of former Czechoslovakia and for the prompt payment based on 
that ratio. 

The draft resolution contained in document A46/21 was approved.1 

Mr AITKEN (Assistant Director-General) introduced document A46/40, dealing with the assessment of 
The Former Yugoslav Republic of Macedonia, a Member of the United Nations, which had become a Member 
of WHO on 22 April 1993. Again, the United Nations rate of assessment would be determined only in late 
1993 and the Director-General had therefore proposed that consistent with past practice in similar 
circumstances, a provisional assessment rate of 0.02% should be applied in WHO, to be adjusted to the 
definitive assessment rate when established by the Health Assembly on the basis of the United Nations rate. 
In accordance with the principles applied the previous year to the new Members which had previously been 
part of the former Soviet Union and former Yugoslavia, the Director-General had proposed that the 
assessment rate for The Former Yugoslav Republic of Macedonia and the resulting contribution payable 
should be deducted from those currently applicable to Yugoslavia and that the contributions should be 
accounted for as budgetary income upon receipt. 

The draft resolution contained in document A46/40 was approved.2 

Mr AITKEN (Assistant Director-General), introduced document A46/43, dealing with the assessment of 
Tuvalu，which had been admitted to membership of WHO on 6 May 1993，subject to its depositing a formal 
instrument of acceptance of the Constitution of the Organization with the Secretary-General of the United 
Nations. Since Tuvalu was not a Member of the United Nations, the Director-General, had proposed that it 
should be assessed at a provisional rate of 0.01% in WHO, to be adjusted to the definitive assessment rate 
when established by the Health Assembly on the basis of the United Nations rate. 

The draft resolution contained in document A46/43 was approved.3 

Scale of assessments for the financial period 1994-1995: Item 26.2 of the Agenda (Documents 
A46/22 and A46/INF.DOC./94) ^ 

Mr AITKEN (Assistant Director-General), introducing the sub-item, said that in implementation of 
resolutions WHA24.12 and WHA26.21, the proposed WHO scale of assessments for 1994-1995 had been 
calculated on the basis of the United Nations scale of assessments for the years 1992 to 1994，as approved by 
the United Nations General Assembly in December 1991, and subsequently amended by a decision adopted on 
23 December 1992. For the few WHO members which did not yet have the United Nations rate, provisional 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.12. 
2 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.13. 
3 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA46.14. 
4 Document WHA46/1993/REC/1, Annex 6. 
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rates previously approved by the Health Assembly had been proposed, subject to amendment, if necessary, to 
take into account the United Nations rates as and when they were established by the General Assembly. 

In the proposed WHO scale for 1994-1995，no country was assessed at a rate higher than in the United 
Nations scale for the years 1992 to 1994. The proposed WHO scale was virtually identical to that adopted by 
the Health Assembly in May 1992, except for the amendments required in respect of the new members which 
were previously part of former Czechoslovakia, the former Soviet Union and former Yugoslavia. 

The scale thus presented in the draft resolution contained in paragraph 4 of the document would require 
a slight adjustment, in accordance with operative paragraph 3 of the draft resolution，for the two new members 
not listed in the scale, namely the former Yugoslav Republic of Macedonia and Tuvalu, and that adjustment 
would be effected by the Secretariat. 

The CHAIRMAN invited the Committee to consider the draft resolution set out in document A46/22. 

Mr SLIPTCHENKO (Ukraine) said that his delegation had studied document A46/22 very attentively. 
He drew attention to the fact that the assessment for Ukraine was not correct. Its contribution for 1994-1995 
was based on 1.84% of the WHO budget, which reflected a substantial increase of 50%. No other country 
except perhaps Japan had been faced with such an increase; indeed for some countries in a far better financial 
situation than Ukraine, a decrease，sometimes substantial, had even been made. 

He understood that the assessment reflected the percentages set by the United Nations General 
Assembly and stressed that Ukraine had voted against that scale of assessments at the General Assembly 
session. A number of principles and criteria had been infringed in establishing those figures in the United 
Nations and WHO. He reminded the Committee that the illegality of such a decision had been noted by the 
Legal Counsel，who had stated that the Committee on Contributions making proposals to the United Nations 
General Assembly did not have a mandate to change the scale of contribution for Ukraine. 

The assessment for his country was even more surprising in that it was facing vast economic and social 
problems in establishing itself as an independent state. The real indicators for per capita GDP showed a 
decrease of 14% in 1992，inflation had increased by 2000% in one year and investment was virtually at a halt. 

In that context, Ukraine would even have difficulty in making contributions based on the former scale of 
assessment. Also, it was now allocating vast resources to counteract the effects of the Chernobyl catastrophe, 
with international help. All those factors should be taken into account. 

The Ukraine Minister for Foreign Affairs had announced at the beginning of 1993 to the United Nations 
Secretary-General that in subsequent contributions to the United Nations，Ukraine could only accept a lower 
scale of assessment than the one listed in General Assembly Resolution No. 46/221. In the light of that 
reservation，his delegátion was unable to support the proposed scale of assessments for 1994-1995 for WHO. 

Mr IVANOV (Belarus) said that the situation of Ukraine was virtually the same as his country's. The 
United Nations scale of assessments had risen by over 50% and he supported the contention by Ukraine that 
document A46/22 was unacceptable. 

Belarus would continue to take all necessary steps to secure a change in its scale of assessment, and he 
hoped that the Committee would understand his position. 

Mr LA¿OK (Slovak Republic), after expressing pleasure at his country's membership of WHO, said that 
despite a difficult economic situation, the Slovak Republic had accepted in March 1993 the proposal to 
contribute over US$ 650 000 to the Organization. Although that was a large amount of money for his country, 
it accounted for only 0.18% of the total WHO budget for 1993. In accordance with the tradition of former 
Czechoslovakia, his country had paid it almost immediately. Moreover, in connection with its active 
participation in the Special Programme for Research and Training in Tropical Diseases, his country had made 
a voluntary contribution of US$ 2000. 

After the former Czechoslovakia had split into two independent states, the Slovak Republic had 
maintained commitments to many countries and world organizations. Pointing out as an example that under 
the tropical disease research programme former Czechoslovakia had in the past 14 years received over 
US$ 260 000，only about 3% of which had been placed at Slovakia's disposal, he wondered whether past 
imbalances of that nature might not justify a review of the scale of assessment for his country in future 
bienniums. 

Mr AITKEN (Assistant Director-General) replied with respect to the interventions of Ukraine and 
Belarus that, he himself had followed very closely the heated discussions in New York in 1992 on the 
contributions of those Members, in which a large number of Member States had made interventions. He was 
afraid, however, that in accordance with various Health Assembly resolutions on the subject, the Organization 
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must follow United Nations practice and had had no option in 1994-1995 but to accept the decision of the 
United Nations in New York on the scale of assessments. 

For the Slovak Republic, he explained that the figure for 1994-1995 was provisional and he assumed that 
the United Nations would set a rate for that country at the end of 1993. 

If the percentage changed, an adjustment would be made in the usual manner by making a payment 
under the casual income account, without affecting other Members' contributions for 1994-1995. 

The CHAIRMAN, having noted the objections registered by Ukraine and Belarus, invited the Committee 
to approve the draft resolution contained in document A46/22. 

The draft resolution was approved.1 

The meeting rose at 17h30. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.34. 



FIFTH MEETING 

Monday, 10 May 1993, at 9h00 

Chairman: Mr В. M. TAITT (Barbados) 

1. SECOND REPORT OF COMMITTEE В (Document A46/46) 

Dr HAMDAN (United Arab Emirates), Rapporteur, read out the narrative part of the draft second 
report of Committee B. 

The report was adopted.1 

2. REVIEW OF THE FINANCIAL POSITION OF THE ORGANIZATION: Item 22 of the Agenda 
(continued) 

Interim financial report on the accounts of WHO for 1992 and comments thereon of the 
Committee of the Executive Board to Consider Certain Financial Matters prior to the Health 
Assembly (Article 18(f); Financial Regulations 11.3 and 12.9): Item 22.1 of the Agenda (Resolution 
EB91.R21; Documents A46/16 and Add.1, A46/33 and Corr.1, and A46/34) (continued from the 
fourth meeting, section 2) 

The CHAIRMAN drew attention to the following draft resolution entitled "Special report of the External 
Auditor", sponsored by the delegations of Australia, Japan, Tonga, United Kingdom of Great Britain and 
Northern Ireland, and United States of America, which replaced two draft resolutions on the same subject 
introduced earlier: 

The Forty-sixth World Health Assembly, 
Having considered the special report of the External Auditor on allegations of possible financial 

irregularities during 1992 (document A46/33); 
Noting with concern that the report submitted by the External Auditor on the matter draws 

attention to certain lapses and shortcomings in the letting of WHO contracts, especially in its existing 
contractual procedures; 

Welcoming the insight provided by the report into the Organization's existing contractual rules and 
practices and for the positive recommendations to review and strengthen them; 

Noting that full cooperation was extended to the External Auditor by WHO officials; 
Expressing a desire that cost-effective means be found to strengthen the contractual procedures of 

the Organization, taking into account the need for the greatest possible efficiency and transparency as 
well as the ability to respond quickly and appropriately to the needs of Member States, particularly those 
in greatest need; 

Wishing to improve the reputation of WHO, 

1. WELCOMES and supports the Director-GeneraPs undertaking to take measures to implement the 
recommendations of the External Auditor to streamline contractual procedures and strengthen the 
review of contracts by higher levels of management; 

1 See page 301. 
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2. REQUESTS the Director-General: 

(1) to review, and amend as appropriate, existing contractual rules and procedures and to 
identify feasible and cost-effective methods to implement the recommendations of the External 
Auditor and overcome shortcomings identified in his report; 
(2) to establish, in full consultation with the Executive Board, and with due regard to the 
recommendations of the External Auditor, a policy regarding contractual relations and employment 
of Board Members, alternates and advisers with the Organization, and enforce that policy; 
(3) in order to implement the recommendations of the External Auditor, to make appropriate 
adjustments in WHO structures and staff, and financial regulations that ensure effective 
implementation of strengthened contractual rules and procedures and which are responsive to the 
needs of WHO programmes and consistent with the Organization's aims and objectives; 
(4) to secure maximum transparency, accountability and efficient use of WHO's resources, 
reestablishing the confidence of all Member States in its financial operations; and 
(5) to report on actions taken to implement this resolution to the Executive Board in 
January 1994 and to the Forty-seventh World Health Assembly. 

According to rule 52 of the Rules of Procedure of the Health Assembly，the draft resolution could not 
yet be discussed, since copies of it had not been circulated to all delegations at least two days in advance. 
However, in the light of the successful efforts of the sponsors of the two previous draft resolutions, and in 
order to expedite matters, he suggested that the Committee might wish to treat the new draft as an 
amendment, in which case - according to the same rule - the Chairman might permit immediate consideration. 

It was so agreed. 

Mr LAMBA (India) said the text of the new draft resolution corresponded very closely to that of the 
original. His delegation wished to be considered a sponsor. 

Dr CHATORA (Zimbabwe) said the matter of the extraordinary external audit had attracted intense 
international attention. Much of the resultant publicity had been detrimental to the integrity and dependability 
that should be associated with a long-established world body with an important mission, and had led to a 
situation reminiscent of the crisis at UNESCO, from which that body had yet to recover. 

His delegation had asked for a copy of the contract for the external audit. As was not unusual, that 
contract had taken the form of a resolution (resolution WHA44.17), which merely required that the audit be 
conducted "in accordance with the principles incorporated in Article XII of the Financial Regulations". In fact, 
it would appear from Financial Regulation 12.5 that requests for the performance of certain specific 
examinations, and for separate reports on the results, could be made only by the Health Assembly. Nothing 
was said about whether that responsibility might be delegated to any subsidiary body such as the Executive 
Board. His delegation understood that the special report of the External Auditor had been made as a result of 
a request by one or more concerned members of the Board, and not as a result of a formal decision by the 
Board as a whole. 

Bearing in mind the cost of the special audit, and the precarious financial status of the Organization, 
Zimbabwe was concerned that such audits could apparently be embarked upon without any formal request for 
them having been made, thereby rendering the Organization vulnerable to similar requests from disaffected 
Member States, or indeed from staff or former members of staff, unless the mechanisms governing them were 
properly regulated. 

He suggested that the Executive Board should b¿ invited to set before the next World Health Assembly 
proposals which would provide for efficient，clear and unequivocal procedures for any future extraordinary 
requests for external audits and reports. 

Mrs HAYNES (Barbados) said that her delegation endorsed the draft resolution, but suggested that in 
the review of existing contractual rules and procedures that was proposed, some distinction should be made 
between contracts for services and contracts for attendance at meetings. 

Barbados wished to be added to the list of sponsors of the resolution. 

Professor GRILLO (Uruguay) said that his delegation also wished to be included among the sponsors of 
the resolution. 
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The CHAIRMAN asked the delegate of Zimbabwe whether he had intended to make a formal proposal 
on the matter of requests for external audits. 

Dr CHATO RA (Zimbabwe) said that, since the Financial Regulations were not clear on the matter, and 
in order to protect the Organization from frivolous requests，his delegation's suggestion was that the Executive 
Board should be invited to consider the question of procedures to be followed when requests for audits were 
made. The Board should then come up with proposals for procedures that were clear and unequivocal, and 
the Director-General should report on the matter to the next Health Assembly. 

Mr AITKEN (Assistant Director-General) suggested that, in order to avoid amending the resolution, a 
paragraph on the issue raised by Zimbabwe could be included in the Secretariat's report to the Executive 
Board in January 1994. 

It was so agreed. 

On that understanding, the draft resolution was approved.1 

3. REAL ESTATE FUND: Item 28 of the Agenda (Document EB91/1993/REC/1, resolution EB91.R14 
and Annex 2) 

Dr SARR (representative of the Executive Board) informed the Committee that the Board had 
considered the Director-GeneraPs report concerning the use of the Real Estate Fund at its ninety-first session. 
The report was divided into four parts. Part I provided information on the status of projects undertaken prior 
to 31 May 1993. Part II detailed the estimated requirements of the Real Estate Fund for the period 1 June 
1993 to 31 May 1994. Part III indicated the status of the Special Account for the Headquarters Extension and 
Repayment of the Swiss Loan. 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 1993, including the successful completion of an extension to the accommodation of the Regional Office 
for the Western Pacific and the installation of a new telephone exchange in the Regional Office for South-East 
Asia. The Board had also noted that, due to certain legal complications locally, the extension to the Regional 
Office for the Eastern Mediterranean had been delayed. For the period 1 June 1993 to 31 May 1994 the 
Director-General had presented only the most pressing needs for financing from the Real Estate Fund. 

The Executive Board had adopted resolution EB91.R14, in which it recommended that the Forty-sixth 
World Health Assembly should authorize the financing of the estimated expenditures of US$ 535 000 which 
would require an appropriation from casual income of US$ 145 000 to the Real Estate Fund. 

Dr LA RIVIÈRE (Canada) sought clarification on the delay to the extension to the Regional Office for 
the Eastern Mediterranean. He understood that the financial consequences of such a delay might be 
considerable and requested that further details be made available on that point. He urged the host 
government to take all measures necessary to overcome the legal complications which hindered the work on 
the Alexandria office. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean) explained that although the design for 
the new building extension had been completed and paid for，legal obstacles had prevented construction on the 
piece of land originally allocated for that purpose. Negotiations with a view to the allocation of another plot of 
land had been pursued for two years but no solution had yet been found. If the situation were resolved, 
additional financial resources would be needed to ensure completion of the building. Discussions had already 
taken place between himself and the Director-General and the Assistant Director-General with a view to 
finding a solution，including the possibility of purchasing a new piece of land. He hoped to provide more 
satisfactory information on the subject at the next session of the Executive Board. 

The resolution recommended by the Executive Board in resolution EB91.R14 was approved.2 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.21. 
1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.29. 
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4. PERSONNEL MATTERS: Item 29 of the Agenda. 

Recruitment of international staff in WHO: biennial report: Item 29.1 of the Agenda (Document 
EB91/1993/REC/1, resolutions EB91.R15 and EB91.R16 and Annexes 3 and 4) 

The CHAIRMAN pointed out that two different subjects were to be dealt with under the agenda sub-
item: geographical representation of staff; and employment and participation of women. He suggested they 
be taken separately. 

Geographical representation of staff (Document EB91/1993/REC/1, resolution EB91.R15 and 
Annex 3) 

Dr SARR (representative of the Executive Board) said that the Director-General's report on progress 
made between October 1990 and September 1992 in improving geographical representation in the Secretariat 
showed that the 40% target for appointments from unrepresented and under-represented countries had not 
been met, owing to the increasing difficulties in finding candidates from many of the countries remaining in 
that group as others moved to the adequately represented group of countries. In that respect, in line with 
United Nations practice, the Director-General had proposed to the Executive Board to make a distinction 
between countries defined as adequately represented, but with representation below the mid-point of the 
desirable range, and those with representation at the mid-point or above. He had proposed that the 40% 
target should apply to the appointment of nationals of unrepresented and under-represented countries and 
those below the mid-point of the desirable range. The Board had expressed support for the Director-General’s 
proposal, while stressing the need for efforts to continue to be made to maintain the quality of the staff. Its 
recommendations were embodied in the resolution recommended for adoption by the Health Assembly in 
resolution EB91.R15. 

Mr VOIGTLÀNDER (Germany) said that Germany had long been among the under-represented 
countries in WHO, with representation far below the mid-point of its desirable range. He calculated that, 
while the mid-point figure was 82，Germany currently had a total of 38 staff within the Organization, which was 
only 45% of that figure. 

Germany had for many years endeavoured to change that situation by putting forward an increased 
number of candidates and by pointing out the discrepancy between Health Assembly resolutions and the actual 
situation. No substantial change for the better had occurred, however，despite expressions of concern by the 
German Head of State to the Director-General of WHO. 

Together with the United States of America and Japan，Germany was one of the major contributors to 
WHO, in terms not only of the regular budget but also of voluntary contributions. Each year his country 
hosted some 35 WHO meetings; it had almost 40 WHO collaborating centres; German experts had been 
among the first to help when the global problem of HIV became apparent and after the accident at Chernobyl. 
Those were examples of Germany's commitment to the Organization. 

While Germany remained a major contributor, it rarely achieved representation on the Executive Board. 
Recent WHO appraisals of its chances of representation had fallen from every nineteenth year to probably 
twice in a century. Nor was there a German national at the Assistant Director-General level on the staff; 
countries which made smaller contributions had fared better. Alluding to other examples of imbalance, he said 
that the principle of equity was of the utmost importance within the Organization as well as outside it. 

In view of the persistent lack of progress in the matter, Germany had taken the decision, some three 
months previously, to suspend temporarily its regular and voluntary contributions to the Organization. His 
Parliament and the Government itself awaited with interest the outcome of further consultations with the 
Director-General and hoped that dialogue would lead to a positive result in the near future. Germany sought 
no privileges, but wished for equal and adequate opportunities for all countries to participate in WHO's work. 
The question of participation deserved closer scrutiny. Cooperation between the Organization and its Member 
States was a mutual process and not merely a donor-receiver relation. 

Germany supported the draft resolution and hoped that, unlike those of previous years, it would be 
applied to all Member States. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland), after expressing support for the 
proposal to maintain the target figure of 40%, observed that the percentage of representation was merely one 
aspect of the issue. Further information was necessary in order to obtain a more meaningful picture. He 
suggested that the Director-GeneraPs next report on geographical representation should include information 
relating not only to numbers but also to the distribution of grades by nationality. 
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Mr LAMBA (India) said that when recruiting international staff it was important to bear in mind that 
the Organization's policies and programmes should be principally geared to the needs of the developing 
countries. Paradoxically, while the highest percentage of work-years lost due to diseases was recorded in the 
developing countries, the bulk of the resources for biomedical research was devoted to diseases prevalent in 
affluent countries. 

Thus, while information on the proportion of staff employed from the different geographical regions was 
significant, the question of grade should also be considered，and more particularly whether the persons 
concerned were in a position to formulate policies and influence the decision-making process. 

Mr SLIPTCHENKO (Ukraine) shared the concerns voiced by previous speakers, particularly since 
Ukraine, notwithstanding its pool of qualified medical personnel and its considerable experience of health 
issues that were of worldwide importance, was among the few Member States with no WHO staff members 
whatsoever. He therefore endorsed the recommendation that the 40% target should be maintained, with the 
proviso that special attention be paid to that particular category of countries. 

As to financial aspects of the issue, due account should be taken in the Organization's management 
planning of the paradoxical situation of countries like Ukraine which were among the top ten WHO 
contributors but among the bottom ten in terms of nationals employed by WHO. 

Dr LA RIVIÈRE (Canada) expressed strong support for the resolution recommended by the Executive 
Board, agreeing in particular on the need to revise to 1600 the number of posts used in calculating desirable 
ranges. 

Mr AITKEN (Assistant Director-General) recognized the concerns of countries such as Germany, whose 
WHO staff levels were currently well below the desirable range，and Ukraine which had no nationals on the 
staff at all. The Organization intended to step up its consultations with the countries in question in order to 
improve the situation. 

The resolution recommended by the Executive Board in resolution EB91.R15 was approved.1 

Employment and participation of women (Document EB91/1993/REC/1, resolution EB91.R16 and 
Annex 4) 

Dr SARR (representative of the Executive Board) said that the Director-Generars comprehensive report 
to the Executive Board on the employment and participation of women reviewed the progress made towards 
reaching the target of 30% for the proportion of all professional and higher-graded posts in established offices 
to be held by women. The report also provided information on women who had served as short-term staff or 
consultants and gave details of their participation in technical meetings and expert groups at headquarters as 
well as in WHO's fellowships programme. The percentage of professional and higher-graded posts in 
established offices occupied by women had risen from 23.2% to 25.1% since 1990，but further and more rapid 
progress was still required, particularly in positions of higher responsibility, where there was still a striking 
disproportion between men and women. As indicated in the report，the proportion of women working in 
short-term and advisory capacities had increased slightly from 1990 to 1992. 

The Steering Committee on the Employment and Participation of Women in the Work of WHO had 
recommended that a minimum of 35% of new posts in the professional and higher categories should be 
awarded to women. Accordingly, the percentage of women recruited in the two-year period from 1 June 1990 
had risen from 29.4% to 35.7%. Subsequently，the Director-General had decided to increase the minimum 
threshold for the recruitment of women to headquarters posts to 40% and requested the Regional Directors 
and the Director of IARC to adopt similar measures. Furthermore, with a view to attaining the objective of 
30% of women in the professional and higher-graded posts in established offices more rapidly, a deadline of 
September 1995 had been fixed and greater flexibility introduced in the application of geographical distribution 
criteria when the best candidate for a vacancy was a woman from an over-represented country. It had been 
decided that Regional Directors, directors and programme managers should thenceforth be accountable for 
increasing the number of women under their supervision, and an adviser on the employment and participation 
of women had been appointed. 

At its ninety-first session，the Executive Board had welcomed the progress made in that area and reacted 
positively to the measures adopted by the Director-General. It had therefore recommended that standards 

Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.23. 
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should not be lowered in order to achieve the target，and adopted resolution EB91.R16 recommending that the 
Health Assembly request the Director-General to report on the employment and participation of women to the 
Executive Board and the Health Assembly in 1996. Two members of the Executive Board had been appointed 
to the Steering Committee in order to replace those members whose mandate had expired. 

Dr LARIVIÈRE (Canada) noted with pleasure the results that had been achieved. But while progress in 
terms of numbers was important, the ultimate goal was that women and men should share equally in the 
decision-making process and in the transformation of policies approved by the Health Assembly into 
programmes. 

Progress had occurred mainly in the lower grades; despite obvious efforts, promotion for women in the 
higher grades appeared to take longer. The Canadian delegation very much approved raising the minimum 
threshold for recruitment of women to 40% at headquarters, IARC and the regional offices, and welcomed the 
target for 1995 of 30% of women in professional and higher-graded posts in established offices. 

The fiftieth anniversary of the United Nations would occur in 1995，and perhaps in recognition of that, 
the Secretary-General had set a target of 50/50 staff distribution between men and women. For its own 
fiftieth anniversary, might not WHO consider aiming for a similarly equitable balance? That might at least be 
a way of accelerating the movement. 

Dr ТАРА (Tonga) thanked the Director-General for his report and drew attention to his country's 
consistent support for previous Health Assembly resolutions on the subject of the employment and 
participation of women in the work of WHO. His delegation noted with satisfaction the progress made, 
although it was disappointingly slow, and welcomed the setting of a time limit of 30 September 1995 for 
reaching the target of 30%. His delegation fully supported the draft resolution recommended by the Executive 
Board. 

Dr QUAUNINE (Bangladesh) commended the Director-General on the implementation of the policy on 
employment and participation of women，with a target of 30%. Whilst appreciating the approach adopted, he 
felt that it should not jeopardize equitable geographical distribution, especially with regard to certain seriously 
under-represented developing countries. 

Dr MOHAMED (Libyan Arab Jamahiriya) remarked that within the United Nations system, there was 
no rule which prevented the participation of women; women had the same rights and duties as men; they 
accounted for half if not more of humankind; and all religions and customs accorded those rights to women as 
well as men. Quotas were thus inappropriate; surely, competition and level of qualification should be allowed 
free play, irrespective of gender. 

The resolution recommended by the Executive Board in resolution EB91.R16 was approved.1 

Salaries and allowances for ungraded posts and the Director-General: Item 29.2 of the Agenda 
(resolution EB91.R18; Document A46/32) 

Dr SARR (representative of the Executive Board) explained that following the action by the United 
Nations General Assembly to revise the base/floor salary scale for the professional and higher categories by 
6.9% through the consolidation of post adjustment classes into net base salaries, on the basis of the "no loss -
no gain" formula, the Executive Board had confirmed, in resolution EB91.R17, a revised salary scale for the 
professional category and directors' posts, with effect from 1 March 1993. It was for the Health Assembly to 
determine similar modifications to the salaries for ungraded posts and the Director-General. 

In resolution EB91.R18，the Executive Board recommended to the Health Assembly the new gross and 
net salaries for the posts of Assistant Directors-General and Regional Directors, the Deputy Director-General 
and the Director-General, to come into effect on 1 March 1993. However, the figures applicable to the salary 
of the Director-General had been based on an estimate received from New York and now required a slight 
upward adjustment in the light of actual post adjustment payable in order to show no gain, and no loss. 

Document A46/32 explained in more detail the reason for the technical adjustment and contained an 
amendment to the draft resolution recommended in resolution EB91.R18. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.34. 
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The resolution recommended by the Executive Board in resolution EB91.R18, as amended was 
approved.1 

Meritorious within-grade increases: Item 29.3 of the Agenda (Document A46/23) 

Dr SARR (representative of the Executive Board) reported that the Executive Board had considered 
during its ninety-first session a report by the Director-General on meritorious within-grade increases following 
recommendations on the subject by the International Civil Service Commission (ICSC) and the United Nations 
General Assembly. 

A scheme for granting additional salary steps to reward meritorious service had been in operation in 
WHO since 1948. Satisfactory service of 20，25，30 and (since 1984) 35 years had been rewarded by such steps. 
In all cases the normal United Nations pay scale had been extended where necessary to permit a staff member 
to maintain or obtain the financial benefit of any such award. All of the additional steps had been 
pensionable. 

In 1990, the ICSC had recommended that the practice should be stopped and replaced by one-time non-
pensionable meritorious cash awards. The United Nations General Assembly had subsequently endorsed the 
ICSC recommendation with respect to abolishing salary scale extensions，but had not endorsed the ICSC 
recommendation to replace the scale extension with a one-time award. It had recommended that the pay 
scales of WHO, and of ITU (which operated a somewhat similar system)，should be brought into line with 
those of other organizations of the United Nations system. 

WHO had been one of the strongest advocates of a United Nations common system for staff policy. 
However, many organizations had developed conditions of service which diverged somewhat from the common 
system. The WHO scheme had provided a great deal of motivation and incentive, and had functioned well 
since its inception. The Director-General was not in favour of abandoning that scheme. He had suggested, 
however，that if the Executive Board shared the United Nations General Assembly's concern, it might 
recommend maintaining the present arrangement for serving staff but abolishing it for new staff. The 
possibility of within-grade increases for exceptional performance, subject to approval by the appropriate body, 
would be maintained. 

The Board recommended that, in view of the Organization's commitment to the common system, the 
WHO extended scale and the practice of awarding additional increments for 20，25，30 and 35 years of service 
should be abolished as of 1 March 1993 for all staff recruited after that date. It considered，however, that the 
situation of serving staff called for further review, and recommended that things should be left as they were 
pending examination by the Health Assembly at its present session. Document A46/23 contained additional 
information on the subject. 

Mr AITKEN (Assistant Director-General), introducing document A46/23，said that following the 
recommendation of the Executive Board the Director-General had abolished the practice of awarding 
meritorious within-grade increases at 20，25，30 and 35 years for new staff，with effect from 1 March 1993. The 
document before the Committee reviewed the situation with regard to serving staff. 

The dilemma with regard to serving staff arose from two conflicting considerations. The first was a 
desire to be fair to staff who had over many years built an expectation of obtaining the benefits: for example, 
persons who had acquired 19 or 24 years of satisfactory service and were expecting shortly to receive two 
additional salary steps. In those cases it would seem unfair to take away the prospective benefit. On the other 
hand，should someone who had joined the Organization in January 1993，shortly before meritorious increases 
had been discontinued for new staff members, continue to benefit from the scheme? If so, it would have to be 
retained for at least 20 years. Much thought had been given to ways of reconciling those two considerations, 
and it had been concluded that there was no simple way of doing so that would not introduce an arbitrary 
discrimination between serving staff members. It was preferable for joining staff to know in advance that a 
benefit was not applicable to them. The report therefore recommended that no action should be taken to 
change the present scheme for serving staff. 

In accordance with United Nations General Assembly resolution 47/216，the Chairman of the 
International Civil Service Commission (ICSC) was present and had indicated that he would respond to any 
questions. In addition, although it was not normal practice, the WHO Staff Association had asked to be 
represented as well, and the Chairman of the Staff Association of the Regional Office for Europe was present 
to represent the staff of WHO and LARC. The President of the Federation of International Civil Servants’ 
Associations (FICSA) had also asked to speak. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.29. 
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Mr SIMMONS (United Kingdom of Great Britain and Northern Ireland) suggested that a small working 
group be set up to consider the issues raised in document A46/23 and report back to the Committee. 

The CHAIRMAN said that although he had no objection to a working group it might be useful first to 
hold a general debate on the issue. 

Dr QUAUNINE (Bangladesh) said that the views of the Staff Association and of ICSC should be heard 
by all delegates; the Committee could decide at a later stage if it was necessary to set up a working group. It 
would be unfair of the Health Assembly not to give the difficulties of the staff a hearing. 

Ms LAVNIGK-WAINSTEAD (Federation of International Civil Servants' Associations), speaking at the 
invitation of the CHAIRMAN, reminded the Committee that she was speaking on behalf of 30 000 staff of 
organizations and bodies of the United Nations system. She was grateful for the opportunity to take the floor; 
staff throughout the United Nations system welcomed every opportunity to interact with their employers on 
subjects of mutual interest. FICSA could only hope that more governing bodies would share WHO's foresight 
in giving staff representatives the chance to be heard. 

The staff of WHO, represented in FICSA through seven separate staff associations located in 
headquarters and the different regions, must be wondering what they had done to deserve the end of 
recognition for 20, 25，30 or even 35 years of meritorious service. WHO staff, especially those in the regions 
and the field, were everywhere renowned for their experience and dedication. Were they now to find 
recognition of merit withdrawn from all but the very few who, because of WHO's structure, could aspire to 
promotion before the end of their careers? The solid arguments for instituting meritorious increases in the 
first place had been ably set out in document EB91/32, and, in the absence of any viable alternative, were still 
valid. 

ICSC was intending to study systems in which merit was rewarded，including the comparator civil service, 
which had mechanisms for that purpose. The merit award system should by all means be changed when the 
results of that study became known; but to eliminate WHO's existing system without putting anything in its 
place was the quickest way to discourage, demotivate and demoralize the staff. There was not even a 
compelling financial reason for removing meritorious step increases. Any savings accrued from withholding 
them from new staff would not be seen for another 20 years，and the small economy made by phasing them 
out for serving staff would be more than offset by the damage to morale and motivation. 

WHO set great store by the concept of equity in health care and was careful to explain that equity was 
not necessarily synonymous with equality. Although in relation to the United Nations common system, WHO's 
merit recognition scheme was not equal, it was certainly equitable in WHO's own special circumstances. 
FICSA noted with great concern and with a certain amount of bitterness that whenever a move was made to 
"harmonize" the common system, it inevitably translated into a downgrading of benefits: a reduction to the 
lowest common denominator. 

FISCA therefore appealed to the Health Assembly to set aside the Executive Board resolution; to 
reverse the Board's decision that meritorious increases should not be granted to newly recruited staff; and to 
leave the present system of recognizing merit untouched until such time as a better one could be implemented. 
The current Health Assembly should not go down in history as the body that, at the start of a new mandate 
and a new era for WHO, had voted to eliminate the meritorious step increase, the only substantial recognition 
of meritorious service to which the majority of WHO staff could ever hope to aspire. 

Ms OLSEN (Staff Association of the Regional Office for Europe), speaking at the invitation of the 
CHAIRMAN, welcomed the opportunity to speak on behalf of all the staff of WHO and IARC. At the ninety-
first session of the Executive Board it had been remarked that meritorious increases were a complex question. 
WHO staff agreed; however，the issue had been handled in a unorthodox manner, and so rapidly that the staff 
had not had a genuine chance to comment. Meritorious within-grade increases were regarded by staff as a 
means of recognizing devoted service. If they were abolished, some staff might never again have another 
increase: document EB91/32 contained examples of staff members remaining in the same grade throughout 
their service; staff could find themselves at the top of their grade at a very early stage with no opportunities 
for further advancement. Such conditions were hardly an incentive. 

With regard to professional and higher categories, in 1990，on the recommendation of ICSC, additional 
steps had been implemented in the salary scale for staff at certain levels，thereby creating inequity. The 
abolition of meritorious within-grade increases for WHO staff would remove an already established method for 
recognizing length of service that helped to compensate for the lack of career paths and the possibility of 
human resource development. She asked the delegates to reflect on those examples and on the comments by 
Mr Aitken and the Director-General; the Staff Association fully supported the Director-GeneraPs 
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recommendation that WHO should not give up its present scheme for serving staff: if it did, it would be 
making a sacrifice in the interest of the United Nations common system that would not be justified by the 
resulting marginal saving. 

(For continuation, see summary record of the sixth meeting, section 3.) 

The meeting rose at llhOO. 



SIXTH MEETING 

Monday, 10 May 1993, at 14h30 

Chairman: Mr В. M. TAITT (Barbados) 

1. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED ARAB TERRITORIES, 
INCLUDING PALESTINE: Item 30 of the Agenda (Resolution WHA45.26; Documents A46/24, 
A46/35, A46/INF.DOC./4, A46/INF.DOC./5. and A46/INF.DOC./6) 

Dr PIEL (Legal Counsel), introducing the report in document A46/24, said that the special technical 
support programme, the purpose of which was to improve the health conditions of the Palestinian people, 
needed more funds in order to continue its work. The Organization urged all donors able to contribute to the 
programme to do so. Reviewing the report in document A46/35, he drew attention to the recommendation of 
the Chairman of the Special Committee of Experts appointed to study the health conditions of the Arab 
population in the occupied Arab territories that, since the Committee was no longer able to operate effectively, 
the Health Assembly should consider alternative ways of solving the health problems of the Palestinian 
population in the occupied territories. The Chairman of the Special Committee had suggested to him 
informally that one such means would be for subject-specific teams to visit the occupied territories in order to 
study precise aspects of health status and health needs. 

Dr COOK (Director of Health, United Nations Relief and Works Agency for Palestine Refugees in the 
Near East) said that conditions for the Palestinian people had worsened in 1992，partly because the Arab 
States, in the aftermath of the Gulf War, had been unable to assist Palestinians adequately or give them 
substantial employment, and partly because Israel had continued to place restrictions on the economy of the 
West Bank and the Gaza Strip. TTiat situation had been brought to a disastrous level by intensified violence in 
the occupied territories and by their being sealed off from Israel proper and East Jerusalem. The position of 
some families had become so difficult that UNRWA had been obliged to distribute food again. It would need 
support from its usual donors in order to continue the distribution and replenish its stocks. 

UNRWA staff themselves had suffered from the increased violence; three had been killed，several more 
had been severely injured and others had had their work brutally disrupted. He asked the Health Assembly, in 
particular, for sympathy for the family of Awad Suradi, an UNRWA male nurse shot dead in February 1993 
while tending a wounded boy; for the family of Ilan Feinberg, an Israeli lawyer killed in the Gaza Strip in 
April 1993 while serving a nongovernmental organization; and for the families of all Palestinians and Israelis 
killed or injured during recent violence. 

Despite the deterioration in security and economic conditions, the UNRWA health system had expanded 
and improved its services in the West Bank and the Gaza Strip in 1992，as reported in detail in document 
A45/INF.DOC./4. But its financial situation was grave, with a gap of over US$ 28.5 million in 1993 between 
estimated income and approved budget. The Agency would have to start charging refugees for health care if 
that situation continued. 

Part of what UNRWA's Health Department perceived as its duties was to advise Palestinian entities on 
how to prepare for the time - possibly close at hand - when they would have to run their own health services. 
In that connection, UNRWA thanked the Governments of Australia and Canada for each making available a 
highly qualified expert in health care financing to work with the Planning and Research Centre in East 
Jerusalem. 

WHO played a key role in the Agency's health services by providing senior staff free of charge and 
consistently giving technical guidance on every conceivable health topic. UNRWA's health policies were 
virtually identical with those recommended by WHO, especially in regard to primary health care. It was 
important for a future Palestinian State that its primary health care should be affordable and effective. That 
furnished by UNRWA cost approximately US$ 10 per head. If extended from the 800 000 refugees it currently 
served to all 2 million Palestinians, it would still cost only USS 20 to US$ 25 per head, a level which would 
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ensure for Palestine a sound basis for a primary health care service. A recent UNICEF study of infant 
mortality in the occupied territories showed that the rates were lower in those areas where UNRWA was the 
main provider of health care. That was a valid testimony to the effectiveness of the Agency's services. In the 
transition to independence，the Palestinian authorities should adopt UNRWA's affordable and effective care 
for the entire population. 

Dr ARAFAT (Palestine), on behalf of the Palestinian people, thanked Dr Cook for drawing attention to 
the situation created in the occupied territories by the behaviour of the Israeli forces. Despite the 
deterioration in their living conditions and health services, as well as the cruelty they suffered, the people of 
Palestine remained determined to win freedom in their own State and in their own national territory. The 
occupier claimed that it was willing to transfer the management of Palestinian health services to a national 
Palestinian authority, yet at the same time it was discriminating against Palestinians in the provision of health 
care and isolating areas of occupied territory by denying their patients, doctors and ambulances access to 
hospitals and pharmacies in Arab Jerusalem. 

The extent of the deterioration which had taken place in 1992 in health services for the Palestinian 
people could be judged from the report of the Palestinian Red Crescent Society annexed to document 
A46/INF.DOC./5. In the occupied territories, human rights and the Fourth Geneva Convention of 1949 
continued to be violated by Israel, which had expelled over 400 Palestinians without cause in 1992. The 
occupying forces had no real political commitment to improving the health of Palestinians, as evidenced by the 
imbalance between the health services available in occupied Palestine and those available in Israel - a situation 
which was evident not only qualitatively but also quantitatively from their respective ratios of hospital beds, 
doctors and nursing staff to number of inhabitants. Infant mortality rates had risen in occupied Palestine and 
fallen in Israel. The occupying forces taxed the Palestinian people in order to obtain resources for the health 
sector of the occupied territories, levying compulsory health insurance which had risen to huge amounts. Of 
the US$ 830 million collected in taxes in the occupied Palestinian territories in 1991, only US$ 300 million had 
been spent on health, education and social services. 

All the indicators clearly showed that the health services provided to Palestinians in the occupied 
territories had deteriorated. The events associated with the occupation had created a "terror" syndrome among 
the population and a general increase in psychological problems such as stress, depression, and hysteria. 
Behavioural problems and psychosomatic diseases were prevalent among Palestinian children and, as a result 
of the failure on the part of the occupying forces to take measures against malnutrition, a significant 
proportion of children under the age of three and of women of childbearing age in the occupied territories 
suffered from iron-deficiency anaemia. Of the children in the occupied territories, 80% suffered from dental 
or periodontal problems and the closure of schools had led to the loss of dental care programmes. The 
authorities showed no interest in evaluating the effectiveness of fluoride levels in water, and the number of 
dentists per head of population was too low. Resources devoted to accident prevention bore no relation to the 
large number of fatalities and serious injuries associated with beatings，and the use of rubber bullets and tear 
gas by the occupying forces. Large numbers of homes had been destroyed by bombs or anti-tank weapons. As 
a result of those actions, no national Palestinian authority existed which could achieve the WHO goal of health 
for all by the year 2000. 

However, an alternative national health strategy and health plan had been put forward by the Palestinian 
people, involving the division of the territories into zones and the creation of specialist committees and 
technical and management groups which would endeavour to achieve defined targets in health care at an 
affordable cost for the very people who had helped to shape the plan. It was hoped that all of those targets 
could be achieved by the year 2002. The main priorities had been established for the important areas of 
prevention, education, and a healthy environment. There was to be a continuing programme of education to 
train the personnel needed to implement the plan，which would also be reviewed and evaluated by WHO. 

The Palestinian people had established the Palestinian Council for Health, which was now the major 
Palestinian health body. It had specialist committee officers, administrative sections and highly qualified 
Palestinian staff. The Palestinian people had every confidence that the humanitarian and international 
organizations, led by WHO, would do everything possible to help them achieve their health targets and thus 
the overall goal of health for all by the year 2000，and contribute to the peace process. 

Dr OWEIS (Jordan) said that the health of a people was bound to suffer under occupation, and it was 
vital for the Palestinian people to determine their own destiny. Justice delayed was still injustice. The 
Director-General, in the report contained in document A46/24, had pointed out that health conditions in the 
occupied territories had continued to decline，and that the decline could not be halted unless the will were 
found to stop the practices which had caused it. He did not agree with Dr Ionescu, Chairman of the Special 
Committee of Experts, that health conditions in those territories had improved’ but supported the idea of a 
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resolution calling on the Israeli authorities not to prevent WHO officials from inspecting the health conditions 
in them. He emphasized the need for a strong commitment on the part of all Member countries to enforce 
such a resolution. He urged delegates to adopt the following draft resolution, of which his country was one of 
the sponsors, together with Algeria, Bahrain, Cuba, Egypt, Libyan Arab Jamahiriya, Morocco, Oman, Qatar, 
Saudi Arabia, Syrian Arab Republic, Yemen and Zimbabwe: 

The Forty-sixth 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 over the deterioration of the health conditions of the Palestinian people living 

in the occupied Arab territories, as a result of occupation authority policies including, in particular, the 
imposition of a state of siege on the entire occupied territories and the isolation of the occupied city of 
Jerusalem, policies which obstruct the delivery of health services to the Arab population in the occupied 
Arab territories; 

Concerned about violations by the occupation authorities of the human rights of the Palestinian 
people during the intifada, especially recourse to violence and forcible deportation, on account of their 
negative effects on health particularly at a time when social and economic conditions in the territories 
are deteriorating; 

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 the building of settlements to accommodate new immigrants, which are 
contrary to the Fourth Geneva Convention; 

Recognizing the need for increased support and assistance for the Palestinian people, as well as the 
Syrian Arab people in the Golan under Israeli occupation, and for stronger cooperation with them; 

Expressing the hope that the peace talks among the parties concerned in the Middle East will lead 
to a just and comprehensive peace 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, 

Recalling Health Assembly resolutions on the health conditions of the Arab population in the 
occupied Arab territories including Palestine， 

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

2. EXPRESSES CONCERN at the deterioration in the health conditions of the Arab population in 
the occupied Arab territories, affirming that it is the role of the World Health Organization to assist in 
the provision of health care to the Palestinian people and the other Arab populations in the occupied 
Arab territories; 

3. EXPRESSES THE HOPE that the obstacles to the peace talks will be removed and that the talks 
will lead quickly to a just, and comprehensive peace in the Middle East, so that the Palestinian people 
can exercise full responsibility on their health services and 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"; 

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 Palestinian people, 
and that the only way to develop such a system is by enabling the Palestinian people to run their own 
affairs and oversee their own health services; 

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; 
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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 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-seventh World Health Assembly; 

8. RECALLS resolutions WHA42.14, WHA43.26, WHA44.31 and WHA45.26 and commends the 
Organization's efforts to prepare and implement the special technical assistance to improve the health 
conditions of the Palestinian people in the occupied Arab territories; 

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 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 and an expanded programme of immunization, to cope with worsening problems 
related to water supply, sanitation and disposal of solid waste in the occupied Arab territories, and 
to help with planning in environmental health; 
(3) to provide the systematic support required to enable the Palestinian people to assume full 
responsibility for their health services, and to provide the means to do so, to strengthen the role of 
the organizational unit on the health of the Palestinian people, the establishment of which at WHO 
headquarters was approved，in order to support training programmes for Palestinian health and 
administrative manpower and allocate and provide the required funds; 
(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 Members and 
observers in WHO referred to in Health Assembly resolutions related to this item; 
(5) to continue his efforts to seek funds from extrabudgetary sources in support of the special 
technical assistance programme, to establish a WHO group of experts for collaboration and 
coordination with the relevant observer in WHO, referred to in Health Assembly resolutions 
related to this item，to establish mechanisms for implementation of the Palestinian National Health 
Plan and help in developing the Palestinian health council; 
(6) to report on the above to the Forty-seventh World Health Assembly; 

10. THANKS all Member States, intergovernmental and nongovernmental organizations, and calls on 
them to continue to contribute to the special assistance programme to improve the health conditions of 
the Palestinian people in the occupied Arab territories. 

Dr BAATH (Syrian Arab Republic) said that no improvement had been noted in the health conditions of 
the Palestinian people in the occupied territories during all the years that the problem had been considered by 
the Health Assembly. On the contrary, the expulsions of people in those territories and the violations of 
human rights that had taken place had led to a deterioration in health conditions. WHO's efforts must be 
geared to achieving health for everyone in all parts of the world, in accordance with its own Constitution and 
programme of work. Good health conditions could not be achieved without peace. The Organization had 
tried to establish working relations in the occupied territories to improve the health of the people living there 
and had provided technical assistance and support to various programmes. Peace negotiations were now under 
way with the aim of achieving a just and lasting peace on the basis of international law and United Nations 
resolutions. His delegation viewed those negotiations with mixed feelings. They were sceptical regarding the 
position of the occupying authorities, who had procrastinated since the Madrid Conference, authorized the 
expulsion of Palestinians and the construction of new settlements, violated the 1949 Geneva Convention, and 
persistently refused to cooperate with international organizations such as WHO. At the same time, they also 
hoped that the talks would lead to a just and lasting peace and help to create the safety and security in the 
region necessary for development, including health development. The Syrian Arab Republic had always 
emphasized its support for a just peace. It believed that the time was right to adopt a pragmatic approach 
based on the principle of peace for territory. However, humanitarian organizations should continue to help the 
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Arab population of the occupied territories, whose suffering would continue as long as human rights were 
violated. 

Dr SEVER (Israel) strongly denied that health conditions and services in the occupied territories had 
deteriorated. Health and medical services in Judaea and Samaria and Gaza had continued to be provided 
throughout 1992 and 1993; complementary, secondary and tertiary care was also provided in Israeli hospitals. 
The immunization coverage in those territories was 95%, the diseases covered including diphtheria, pertussis, 
tetanus, tuberculosis, poliomyelitis, measles，mumps, rubella and hepatitis B，and preventive care was provided 
through a network of maternity and child health centres, and various community and village health care units 
at 200 locations. Such services were free of charge for children up to 3 years of age, as were prenatal care, 
care for pregnant women considered to be in the high-risk category and care for those suffering from 
communicable diseases. Infant mortality in Judaea-Samaria was 23 per 1000 live births, and 25 per 1000 live 
births in Gaza. Despite the terror and the disruptive activities associated with the intifada, all hospitals and 
primary health care units had adequate drugs and equipment and continued to function, as did the 
100 ambulances in the territories operated by hospitals, municipalities, the Red Crescent and UNRWA. New 
wings had been constructed at hospitals in a number of places such as Hebron, Ramallah, Nablus, and Gaza. 
Construction of a new UNRWA hospital had been started in Gaza and approval had been given for 
nongovernmental hospitals at a number of locations. Palestinian medical specialists and nursing staff were 
trained in programmes at various Israeli institutions. In addition，the Israeli Government welcomed the 
contributions from governments and voluntary organizations to promote health care in the territories. It would 
be clear to most delegates that health conditions and care in the territories had improved rather than 
deteriorated. If, however, the Palestinian leadership persisted in believing that the situation was so bad, it had 
to be asked why they had rejected the Israeli proposal that they should take over the entire management of the 
health and medical services in the territories immediately, before a final peace settlement was reached. 

The draft resolution under consideration referred only to the suffering of the aggressors, while making 
no mention of the suffering of Israeli families who had lost close relatives as a result of the uprising. It could 
hardly be considered conducive to the process of dialogue to put forward a resolution which was political in 
nature and had little to do with health conditions in the occupied territories. Instead of adopting such a 
resolution, WHO should work with all the parties involved. He therefore urged delegates to reject the 
resolution and to let the dialogue continue in order to achieve a lasting peace for the benefit of everybody in 
the region. 

Professor FIKRI-BENBRAHIM (Morocco) said that the health situation in the occupied territories was 
very poor, owing to the actions of the Israeli occupying forces, which had ignored basic human rights in 
violation of the resolutions and decisions adopted by international organizations including WHO. 

His delegation condemned the arbitrary treatment of the Arab population of the occupied territories by 
the Israeli forces and fully associated itself with the draft resolution before the Committee. It was profoundly 
concerned at the obstinacy on the part of the Israeli authorities in refusing to allow the Special Committee of 
Experts to examine health conditions in the occupied territories in order to report on them to the Health 
Assembly，and endorsed the Director-General's report contained in document A46/24, whose proposals would 
help the Palestinian people to consolidate their health institutions. However, the role of WHO was crucial in 
improving the health infrastructure available to the Palestinian people until such time as management of their 
health care services was handed over to them. 

Mr ADJABI (Algeria) said that the health situation in the occupied territories was a challenge to the 
international community that required it to take action to end the suffering caused by the Israel occupation. 
There was no reason to believe that the health of the Arab population would improve as long as the 
occupation lasted. Over the preceding 12 months, the Palestinian people had continued to endure the harmful 
consequences of Israeli oppression, the sealing off of the Gaza Strip and the West Bank, the growing number 
of dead and wounded, the blowing up of houses，the confiscation of agricultural land, the destruction of crops 
and forests, the seizure of water resources, the establishment of new Israeli settlements, and the expulsion of 
Palestinians. According to the WHO Constitution, health was a prerequisite for peace and security throughout 
the world. It was therefore time for the Organization to face up to its responsibilities to the Palestinian people 
and other Arab populations in the occupied territories and provide them with the assistance that they needed. 

In the light of that situation, his delegation called on the Committee to adopt the draft resolution by 
consensus. 
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The CHAIRMAN said that, with the exception of the relevant draft resolution to be submitted in its final 
form the following day, the Committee had completed its consideration of the item under discussion (see 
summary record of the eighth meeting, section 2). 

2. REPORT OF COMMITTEE В TO COMMITTEE A (Document A46/48) 

Dr HAMDAN (United Arab Emirates) (Rapporteur) read out the draft report of Committee В to 
Committee A. 

The report was adopted.1 

3. PERSONNEL MATTERS: Item 29 of the Agenda (continued) 

Meritorious within-grade increases: Item 29.3 of the Agenda (Document A46/23) (continued from the fifth 
meeting, section 

Mr OKELY (Australia) said that his delegation considered that WHO should align itself with the 
common system of the United Nations by abandoning the practice of meritorious within-grade increases based 
on seniority and not necessarily on performance. It did not believe that career development in WHO was 
necessarily limited; there was an adequate number of steps in both the professional and general service 
grades. Problems of career development could be related to recruitment, promotion and training, all of which 
might need to be reviewed and brought into line with the best current practices. At the same time, there were 
clearly arguments in favour of a review of a system whereby general service staff found themselves financially 
disadvantaged by promotion to the professional level. The issues involved were of a technical nature, and his 
delegation would be happy to participate in any working group established to discuss them. 

Mr LAMBA (India) said that it was important to establish uniform and equitable rules regarding within-
grade salary increases, and to ascertain the financial implications of any decision that might be taken in that 
regard. One possible solution would be, for example, to give a staff member with 19 years' service the 20-year 
step increase but not the subsequent ones. Any decision, however, would also have to take into account the 
morale and motivation of WHO's staff, as well as the overall aims of the Organization. He suggested that a 
subcommittee should be established to formulate appropriate recommendations. 

Mr AUSMAN (Canada) said that his delegation strongly supported the resolution of the United Nations 
General Assembly recommending the practice of inviting the International Civil Service Commission (ICSC) to 
be present when issues relating to the common system were discussed. With regard to the statements made by 
the two representatives of staff associations，he regretted what seemed to be a misunderstanding on their part: 
the issue involved was not the elimination of rewards for merit but rather the phasing out of automatic within-
grade increases. His delegation had frequently expressed its support for a common United Nations system 
regarding service conditions. Pay scales which went beyond the existing United Nations scales were not 
acceptable and should be terminated. In fact as recommended by the Executive Board, the Director-General 
had abolished the practice for all new staff joining after 1 March 1993. However, for staff recruited before 
that date there remained potential problems of moral and acquired rights. 

Employees could not acquire rights to future benefits in excess of those payable under the common 
system, nor could a healthy career development system evolve when the incentive to improve skills and seek 
promotion was removed. The best long-term solution would be to work towards the gradual elimination of the 
current system, perhaps by awarding staff currently on extended salary scales higher grades and increased 
responsibility, with the consent of those concerned. Long-service awards should be examined on an individual 
basis, and should not be awarded automatically. 

Mr SIMMONS (United Kingdom of Great Britain and Northern Ireland) said that he agreed with the 
views just expressed by the delegate of Canada. The Organization's first consideration should be its formal 
obligations under the ICSC Statute. The Director-General，s recommendation that the rules with regard to 
meritorious within-grade increases should be amended was acceptable, but he could foresee that problems 

1 See page 303. 
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might arise in relation to transitional arrangements. Such arrangements should not, however, extend over the 
next 30 years. The issues involved were technical, and could best be discussed within the framework of a 
working group. 

Mr J0RGENSEN (Denmark) said that he agreed with the views of the previous speakers, and 
particularly with those of the delegate of the United Kingdom. 

Mr BOYER (United States of America) endorsed the comments made by previous speakers. The 
benefits available to current staff but different from those available in other organizations of the United 
Nations system should be terminated. He welcomed the decision made by the Director-General regarding new 
staff hired as from 1 March 1993 and suggested that it also be applied to current staff. 

As he had not expected the staff to offer to reduce its own benefits, that morning's Staff Association 
presentation had hardly come as a surprise. However, the obstacles discussed by Mr Aitken and presented in 
document A46/23 could be overcome and incentives could be found, such as cash awards, as a substitute for 
automatic step increases. Perhaps the ICSC representative could discuss forms of incentives used in other 
agencies within the common system that might be borrowed by WHO. 

He stressed that he intended no disrespect toward the staff in suggesting that their benefits should be 
brought into line with those of the staff of other organizations within the United Nations system, and 
commended the performance of WHO staff, particularly over the previous year, which had been a stressful 
time for the Organization. 

Mr Lamba,s suggestion provided a good solution to the problem, and could be transformed into a 
proposal that every current staff member should be entitled to one more automatic step increase, and no 
more; in other words, staff members who had for example worked for 19 years, as cited in the document, 
would be entitled to their 20-year step increase, but not to the subsequent ones. 

While such a proposal merited further discussion among those interested in its drafting, he nevertheless 
proposed a possible Health Assembly decision which would read as follows: "The World Health Assembly 
decides that the Director-General should abolish the practice of awarding meritorious steps after 20, 25, 30 and 
35 years of service, and of extending the normal pay scale to accommodate this, in relation to each current 
employee of WHO after that employee has earned, and been awarded, the next meritorious step increase 
towards which the employee has already earned credit". 

Dr KOSENKO (Russian Federation) supported the proposals of the preceding speakers, particularly 
those made by the delegates of the United Kingdom and the United States, and endorsed the idea of 
combining awards for long and outstanding service. 

Dr WETZ (Germany) said that he strongly believed that the United Nations common system on service 
conditions should be preserved, and even strengthened. On the other hand, it was important to protect the 
acquired rights of the staff. Several useful proposals to that end had been discussed，and he urged the ICSC 
representative to shed further light on such proposals. 

Dr ТАРА (Tonga) recalled that ICSC and the United Nations General Assembly had requested WHO to 
give up its practice of awarding staff two additional salary steps when they had served satisfactorily for 20, 25 
and 30 years, and one additional salary step after 35 years of satisfactory service. He would find it difficult to 
comply with such a request, for WHO, as an employer，was responsible for ensuring the welfare of its staff. A 
compromise was therefore needed. The existing scheme should gradually be phased out, and he therefore 
supported the action taken by the Director-General in making new staff joining the Secretariat after 1 March 
1993 ineligible for such benefits. 

Mr BEL HADJ AMOR (Chairman, International Civil Service Commission) assured the Chairman that 
ICSC，s intention was not to protest or criticize, but to find a compromise that would satisfy both the 
administration and the staff. For the benefit of those unfamiliar with ICSC, he explained that it was a 
subsidiary body of the United Nations General Assembly，consisting of 15 members elected in a personal 
capacity for their expertise in matters concerning employment conditions and staff. In the light of ICSC，s 
duties as set out in its Statute regulating and coordinating conditions of employment within organizations 
applying the United Nations common system and unifying the international civil service by applying standards, 
methods and joint provisions in staff matters, it was obviously unhappy about the existence and application of 
the WHO scheme. The Commission had concluded that the granting of such additional steps was unjust from 
the point of view of international civil servants' salaries and retirement pensions. It had proposed that the 
system should be replaced by single bonuses, which would not count towards the pension and could be granted 
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as compensation for meritorious service. It was necessary to avoid discrimination against certain categories of 
staff. In a duty station such as Geneva, it was only natural for staff having equal responsibilities and grades to 
be given equal treatment. Granted, the entire system could not be done away with overnight, but the proposal 
made by certain delegates could be seen as a form of compromise, recognizing merit while avoiding 
discrimination. In fact, a study was currently under way in the Commission on proposals to be submitted to 
the United Nations General Assembly regarding recognition of merit. As those proposals would only be 
submitted in 1994, they could not be applied until 1995, and then only provided that they were approved by the 
General Assembly. 

ICSC was ready to discuss some form of compromise; it had some ideas of its own to share with those 
Member States interested. 

The CHAIRMAN pointed out that the establishment of a working group had already been suggested; all 
the parties concerned should have the opportunity to meet and discuss the matter face to face. He noted that 
the following delegations were interested in participating in such a group: Australia, Canada, Denmark, 
Germany, Tonga, United Kingdom of Great Britain and Northern Ireland and United States of America. The 
Chairman of ICSC, both representatives of WHO staff associations and the Director, Division of Personnel, 
would also be invited to participate. Subject to the agreement of the Committee that such a group should be 
set up, he would request it to choose a Chairman and to report back to the Committee by the following 
afternoon. 

It was so agreed. 

(For continuation, see summary record of the eighth meeting, section 1.) 

4. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 31 of the Agenda 

General matters: Item 31.1 of the Agenda (Resolution EB91.R19; document A46/25) 

Dr SARR (representative of the Executive Board), reporting on the discussions on the item in the 
Executive Board, said that the relevant report to the Board had been submitted in accordance with resolution 
EB59.R8. The report had been more extensive than usual，since 1992 had been one of the most momentous in 
the 47 years of the United Nations existence. Events that had been likely to have repercussions on the entire 
United Nations system, including WHO, had taken place during the forty-seventh session of the General 
Assembly and had had to be brought to the Executive Board's attention. 

The Director-General's report referred to "an agenda for peace" proposed by the Secretary-General of 
the United Nations in response to a request from the Security Council. The "agenda" emphasized that 
responsibility for maintaining international peace and security must be shared by the entire United Nations 
system, including WHO, which had its own role to play in an integrated approach to security on earth. Many 
peace-keeping operations, especially the larger ones in Cambodia, Pakistan and Somalia, had development and 
humanitarian aspects in which WHO was playing an active role. However, military interventions, because they 
were associated with crisis situations, might attract greater attention, especially in financial terms, than the 
process of building health infrastructures in the affected countries supported by WHO. The view of the health 
sector therefore had to be heard, and its legitimate claim to scarce resources supported. 

The Secretary-General of the United Nations had also set out the broad elements of "an agenda for 
development"，emphasizing that economic and social cooperation and development were as urgently in need of 
attention as peace-making, peace-keeping, security and political matters. The Director-General's report 
pointed out that WHO, with the support of its Member States, must ensure that health was given high priority 
as an integral part of an "agenda for development". WHO was specially requested, through General Assembly 
resolution 47/92, to contribute fully to the preparations for the World Summit for Social Development to be 
held in early 1995 in Denmark. 

Another important development had been the restructuring and revitalization of the United Nations 
under the leadership of the Secretary-General. Three aspects of the process had significant implications for 
WHO. The first was the complete reorganization and concentration of the economic, social and environmental 
activities of the United Nations primarily in a single department in United Nations headquarters. The second 
was the establishment of "unified United Nations field offices"，initially in six of the newly independent States 
of the former Soviet Union. The offices covered all the programmes under the direct authority of the 
Secretary-General and were headed by United Nations representatives who also served as the resident 
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coordinators for the United Nations system. Representatives of the specialized agencies had been invited, if 
they so wished, to join those "unified offices". The third aspect was that the Secretary-General had initiated a 
process of strengthening the regional economic commissions of the United Nations so as to capitalize on their 
multidisciplinary capabilities. That would require greater interaction between WHO's regional offices and the 
regional economic commissions. 

The Executive Board considered it important to turn its attention to those far-reaching reforms, since it 
was likely that the United Nations Secretariat would become better integrated, much stronger, and therefore 
able to exert considerable influence on the rest of the system. WHO's lead agency role would therefore have 
to be protected and considerably strengthened alongside a reorganized and strengthened United Nations. 

The Director-General's report had drawn the Executive Board's attention to certain important 
resolutions adopted by the forty-seventh session of the United Nations General Assembly, particularly those in 
relation to the follow-up to the United Nations Conference on Environment and Development (UNCED). 
They included resolution 47/190，which endorsed the Rio Declaration on Environment and Development and 
Agenda 21; and resolution 47/191，which requested the Economic and Social Council to establish the high-
level Commission on Sustainable Development as a functional commission of the Council, consisting of the 
representatives of 53 States elected by the Council for three-year terms. WHO and the other specialized 
agencies were invited to participate in the work of the Commission as observers, and could also designate 
special representatives to it. 

In resolution 47/165, the General Assembly took note of WHO's recent authoritative findings on the 
health effects of the Chernobyl radioactive fallout and requested the Secretary-General to undertake an 
analytical review of all United Nations activities relating to the Chernobyl disaster; under resolution 47/189 it 
decided to convene a Global Conference on the Sustainable Development of Small Island Developing States in 
April 1994，in Barbados; and under resolution 47/193 it declared that 21 March of each year should be World 
Day for Water, in conformity with the recommendations of UNCED. WHO would have a role to play in 
respect of all those resolutions. 

The Director-General's report also drew the attention of the Board to coordination within the United 
Nations system, in particular within ACC. Under the chairmanship of the Secretary-General, ACC was 
reviewing its own role and operations, as well as those of its subsidiary bodies, in an effort to reduce costs and 
promote more effective coordination of development activities by the United Nations system within the new 
international environment. Collaboration with other development partners in the system had also been 
intensified: for example, the 1993 World Bank Development Report would focus on health. In preparation for 
its issue, excellent collaborative arrangements had been established between the Bank and WHO. 

The Director-General，s report also covered new developments in operational activities. At its previous 
session, the Health Assembly had adopted resolution WHA45.18 on the implementation of General Assembly 
resolution 44/211. That resolution, adopted in 1989，had sought to improve the effectiveness of operational 
activities at country level. In 1992，however，the General Assembly had adopted resolution 47/199，which 
expressed concern over the fact that the full and coordinated implementation of resolution 44/211 had not 
been achieved. The new resolution called for a "country strategy note" to be formulated by "interested 
recipient governments" with the assistance of, and in cooperation with，the United Nations system under the 
leadership of the resident coordinator. It also made a number of detailed proposals concerning interagency 
coordination and called upon the governing bodies of the funds, programmes, and specialized agencies of the 
United Nations system to take appropriate action for its full implementation. 

The Director-General had pointed out in his report that WHO remained in a strong position with 
respect to both General Assembly resolutions because of its decentralized operations and because it had 
applied for some time the various techniques advocated in the resolutions for the delivery of technical 
cooperation, such as national execution and use of the programme approach. Nevertheless, it had to be 
recognized that the structural reforms being introduced by the Secretary-General sought to promote more 
unified action by the United Nations system, both at headquarters and in the field. WHO would need to 
determine its responses to those fundamental changes in the policies and procedures of the United Nations 
system. 

One member of the Executive Board had pointed out that General Assembly resolution 47/199 had 
provided useful clarification of several of the important elements of resolution 44/211，and the Director-
General should be commended for his efforts to comply with the relevant decisions and recommendations and 
urged to continue. However, the Board member concerned had also stressed the particular importance of 
resolution 47/199 and had expressed the hope that not only the members of the Executive Board but also the 
delegations to the Forty-sixth World Health Assembly would take the opportunity to read it carefully and to 
consider its implications. 

Turning to resolution EB91.R19，which had been proposed by the Chairman of the Executive Board and 
was entitled "Reinforcing collaboration for health and development within the United Nations system", he 
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recalled that it stemmed from the Chairman's conviction that one of the major challenges facing WHO was to 
strengthen its position within the United Nations system at a time when competition was being replaced by 
cooperation based on respect for the missions of the different components of the United Nations system. In 
the Chairman's view, health was a matter that was of concern to far more than health professionals alone, and 
the United Nations system was called upon to play a political role of the first order in relations between 
peoples and between countries. It was therefore necessary solemnly and forcefully to reaffirm what was 
expected of WHO. The Executive Board had adopted the Chairman's text, which was reproduced in document 
EB91/ 1993/REC/1. The resolution addressed the important issues identified in the Director-General's report, 
in particular regarding WHO's function as the directing authority in international health matters. It also urged 
Member States to ensure that health and the need for collaboration and coordination were given priority in the 
international arena. 

Dr KAWAGUCHI (Division of Interagency Affairs) said that the Director-General,s report in document 
A46/25, entitled "Collaboration within the United Nations system - General matters", was somewhat more 
comprehensive than that submitted to the ninety-first session of the Executive Board and introduced by Dr 
Sarr. Yet even more could have been written about the widespread support for international health work that 
the Director-General had received during the past year from United Nations specialized agencies and other 
organs of the system. The Director-General deeply appreciated that collaboration and thanked the large group 
of nongovernmental organizations which had worked with WHO on a wide variety of important activities in 
both developed and developing countries. Such collaboration would continue to be of the utmost importance 
in view of the widespread changes taking place in the United Nations system. 

In introducing document A46/25, he would limit himself to highlighting new developments since the 
Executive Board had met in January 1993. 

The Economic and Social Council, in its organizational session in February 1993, had made four 
decisions of great importance to WHO referred to in paragraphs 19 and 20 of document A46/25. The theme 
of the "high-level segment" of the Council's substantive session, to be held from 28 to 30 June 1993 in Geneva, 
would be "World Summit for Social Development, including the role of the United Nations system in 
promoting social development". WHO had participated in the first preparatory committee meeting on the 
Summit and was drawing on expertise at all levels to prepare its contribution to the Council's high-level 
segment and its participation in the Summit in 1995. 

The Council had selected two themes for its coordination segment. One was "Coordination of 
humanitarian assistance; emergency relief and the continuum to rehabilitation and development"; WHO was 
contributing substantially to the background document being prepared by the United Nations Department of 
Humanitarian Assistance. WHO expected to seize the opportunity to demonstrate the importance of focusing 
on the continuum from emergency relief to development as a means of supporting affected countries in 
building up their health infrastructure. 

For the second consecutive year, the Council had decided to discuss a health subject during the 
coordination segment, namely: "Coordination of the activities of the United Nations system in the fields of 
preventive action and in intensification of the struggle against malaria and diarrhoeal diseases, in particular 
cholera". The discussion would take place from 5 to 6 July 1993. WHO，as responsible agency, had prepared 
the report and recommendations for coordinated action which，it was hoped, the Council would endorse. 

The fourth decision taken by the Council had been in response to Health Assembly resolution 
WHA45/20, in which it had been requested to include on the agenda of its 1993 substantive session an item on 
tobacco or health. As a result of negotiations in the organizational session of the Council，an item entitled 
"Multisectoral collaboration on tobacco or health" had been included in the agenda for July 1993. WHO had 
prepared a background document which recommended that all organizations concerned should ensure that 
discussions were held at decision-making level, before the end of 1993，on health and such socioeconomic 
matters as agricultural diversification, trade, employment, and health problems related to tobacco growing, 
processing and trading. 

The Council would also consider the report of the Director-General on the implementation of the global 
strategy for the prevention and control of AIDS. The revised strategy had been endorsed by the Council and 
the General Assembly in 1992. It was anticipated that the Council would transmit the report, prepared in 
consultation with the agencies and organizations of the United Nations system concerned, to the General 
Assembly for its consideration. 

The Director-General would greatly appreciate Member States taking specific note of those 
developments and ensuring that their delegations to the Economic and Social Council were fully briefed. 
Every effort had to be made to inform the Council of pertinent Health Assembly policies and action which 
related to those subjects and to support recommendations that were in line with Health Assembly policy. 
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A second important development drawn to the attention of the Health Assembly related to the 
Administrative Committee on Coordination (ACC). The Committee had completed a careful examination of 
its own functioning and that of its subsidiary machinery at its meeting in Rome on 19 and 20 April 1993. 
Discussions had taken place on the basis of a report prepared by a senior consultant and former member of 
ACC, Mr Francis Blanchard, who was also a former Director-General of ILO. ACC had now streamlined its 
machinery. It would have only three major committees reporting to it: the Interagency Committee on 
Sustainable Development, which would address the implementation of Agenda 21; and two consultative 
committees, one on programme and operational questions and the other on administrative questions. The few 
remaining subsidiary bodies would report to ACC through the standing committees. ACC would be assisted by 
its Organizational Committee in preparing its meetings and in monitoring its programme of work. The major 
coordinating body of the United Nations system would then be able to devote more of its time to the 
consideration of substantive issues of concern to the system at large, as well as to matters relating to 
administrative and personnel questions. At its recent session，ACC had discussed and adopted conclusions on 
the follow-up to UNCED, which would go to the Commission on Sustainable Development; on coordination of 
humanitarian assistance and the continuum to rehabilitation and development, in preparation for the 
substantive session of the Economic and Social Council; and on personnel matters, in particular the question 
of the security and safety of United Nations system personnel deployed in areas of strife. 

The third issue brought to the attention of the Health Assembly concerned the relation between the 
Codex Alimentarius Commission and the General Agreement on Tariffs and Trade (GATT) and its 
implications for Member States. Paragraphs 33 to 35 of document A46/25, and the Annex, dealt with that 
matter. The major issue was the proposed Final Act of the Uruguay Round of trade negotiations, which 
contained two agreements that would have a direct impact on health issues: the Agreement on Technical 
Barriers to Trade and the Agreement on Sanitary and Phytosanitary Measures. The report pointed out that 
the Codex Alimentarius had long served as a reference for GATT with respect to technical barriers to trade, 
but the new Agreement would have a number of implications, and countries would need to make greater use of 
Codex standards. The Agreement on Sanitary and Phytosanitary Measures，on the other hand，would change 
the status of Codex recommendations，especially those relating to food safety. It would therefore be prudent 
for the health sector to participate even more actively in the work of the Codex Alimentarius Commission and 
its subsidiary bodies. 

Finally, the Executive Board had adopted resolution EB91.R19 on reinforcing collaboration for health 
and development within the United Nations system. Efforts towards more effective collaboration within the 
system had been intensified. It was therefore necessary to maintain the momentum and strengthen WHO's 
function as the directing authority in international health matters. The Director-General was requested to 
ensure that efforts to coordinate activities in the health field with other organizations in the United Nations 
system were energetically reinforced, not only at headquarters，but also in regional offices and WHO 
Representatives’ offices in countries. The Director-General would appreciate the Health Assembly's 
endorsement of the resolution. 

The meeting rose at 17h30. 
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COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 31 of the Agenda (continued) 

General matters: Item 31.1 of the Agenda (Resolution EB91.R19; Document A46/25) (continued) 

Professor FIKRI-BENBRAHIM (Morocco) said that Morocco, supported by other Member States, had 
intended to table a draft resolution recommending that Member States should not apply customs tariffs to 
imported vaccines, drugs and other essential medical supplies. Ministries of health, in developing countries in 
particular, found such duties to be a burden on already limited financial resources; the acceptance of such a 
measure would enable them to persuade ministries of finance of the benefits to public health in waiving those 
taxes, and thereby contribute to WHO's health-for-all strategy. 

However, consultations with the Secretariat, members of the Executive Board and other Member States 
had led to the view that it would be more appropriate to prepare a study on the matter for submission to the 
next session of the Executive Board. The Board could then produce a report and prepare a draft resolution 
for the Forty-seventh World Health Assembly. He thanked all those delegates who had demonstrated 
sympathy with his country's initial proposal. 

Mrs HAYNES (Barbados) commended the Director-General’s report (document A46/25) and said that 
Barbados welcomed resolution EB91.R19 on reinforcing collaboration for health and development within the 
United Nations system. 

Within the framework of the "agenda for development", WHO had a key role to play in the preservation 
and protection of health. She had been concerned to learn of the apparent lack of follow-up to the Accra 
forum on health. At the Forty-fifth World Health Assembly, Barbados had cosponsored resolution WHA45.24 
which，inter alia, requested the Director-General to establish a multidisciplinary task force to disseminate the 
results and message of the forum and to report to the ninety-third session of the Executive Board and to the 
Forty-seventh World Health Assembly. In view of the fact that no provision had been made in the proposed 
programme budget for such action, she wished to know how the mandate of the Health Assembly was to be 
fulfilled in that respect. 

As part of the follow-up to the United Nations Conference on Environment and Development 
(UNCED), the Global Conference on the Sustainable Development of Small Island Developing States was to 
be held in Barbados in 1994. Her delegation hoped that countries which were not in that category would also 
participate, bringing the benefit of their experience and expertise to the Conference. 

Mr DIOP (Senegal) endorsed the views of the delegate of Barbados on the implementation of resolution 
WHA45.24, with its special concern for the health of the most vulnerable population groups. Adding that 
WHO had always placed particular emphasis on the needs of the mother and child within the context of 
primary health care, he said that the resolution in question had not only received strong support from many 
delegations, but had raised hopes in the developing world in general. He asked the Director-General to 
explain the lack of budgetary provision for its implementation. 

Dr WINT (Jamaica) concurred on the need to implement the declaration and plan of action drawn up at 
the Accra forum and urged the Director-General to find means of doing so. He welcomed resolution 
EB91.R19. ^ 
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Dr SHAMLAYE (Seychelles) recalled that the Accra forum had taken place at a time when the 
attainment of health for all by the year 2000 was becoming an increasingly difficult task for many countries, 
and when the gap in health development and health status between the least developed and other countries 
was widening. It had been against that background that the Forty-fifth World Health Assembly had adopted 
resolution WHA45.24. Priority should be given to measures which enabled WHO to play its part in countries 
with the most vulnerable populations, and he therefore requested further information on the lack of funding. 

Mr AITKEN (Assistant Director-General) confirmed that adequate funds for the establishment of the 
multidisciplinary task force had not yet been found, although very limited activities required of such a force 
had been conducted through other forums. Lack of funds had thus hindered implementation of the second 
part of the resolution, but those funds were still being sought and, as required by the resolution，a report on 
any progress made would be presented to the ninety-third session of the Executive Board and the Forty-
seventh World Health Assembly. 

Mr DIOP (Senegal) said that pending the availability of financial resources to implement the resolution, 
a minimum should at least be found to allow the task force to be set up: that would demonstrate political will 
in the matter. 

The CHAIRMAN then invited the Committee to consider a draft resolution entitled "Peace for public 
health" proposed by the delegations of Algeria, Bolivia, Bulgaria, Cameroon, Chile, Colombia, Côte d'Ivoire, 
Cuba, Egypt, Fiji, Honduras, Islamic Republic of Iran, Kazakhstan, Kenya, Kiribati, Qatar, Republic of 
Moldova, Romania, Slovak Republic, Slovenia, Spain, Syrian Arab Republic, Thailand, The Former Yugoslav 
Republic of Macedonia, and Venezuela. The text read as follows: 

The Forty-sixth World Health Assembly, 
Recognizing that war and organized violence is the most serious of all menaces to health and 

human life and leads to social and economic losses, lower quality of life for survivors, and severe 
ecological and environmental damage; 

Expressing deep concern over the escalation of conflicts throughout the world over the last two 
years; 

Recognizing the contribution that public health can make to the prevention and alleviation of the 
consequences of war and organized violence; 

Having considered the proven and potential contributions that public health action can bring when 
cease-fires are declared for humanitarian reasons, as has been shown in many countries of the world; 

Aware that the World Federation of Public Health Associations has adopted a resolution proposing 
a 48-hour global cease-fire to take place on 4 and 5 May 1994; 

Recalling the numerous World Health Assembly resolutions the adoption of which over the last 
decade has made more effective the resolutions of the United Nations to strengthen peace and prevent 
war， 

1. REAFFIRMS the commitment of the World Health Organization to world peace as a prerequisite 
to health; 

2. ENDORSES the initiative "Peace for public health" and the resolution of the World Federation of 
Public Health Associations calling for a 48-hour global humanitarian cease-fire; 

3. URGES all delegations of Member States attending the Forty-sixth World Health Assembly to 
endorse this initiative; 

4. REQUESTS the Director-General to inform the Secretary-General of the United Nations and the 
appropriate committees about this resolution. 

Mr BOYER (United States of America) said that his delegation found difficulty in accepting the draft 
resolution. While he appreciated that it had gained the support of many delegations and while he would not 
dispute the validity of the yearning for peace which had no doubt inspired what was a well-intentioned 
resolution, he believed that it posed both procedural and substantive problems. There was an uncustomary 
endorsement of the work of certain nongovernmental organizations. The first operative paragraph reversed 
the relation between peace and health established in WHO's Constitution. The third operative paragraph was 
a somewhat tautological exhortation. Beyond those shortcomings, however, it was the essence of the 
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resolution, namely the proposed endorsement of "a 48-hour global humanitarian cease-fire" on 4 and 5 May 
1994，that presented the greatest problem. Obviously, the implication was not that the Health Assembly 
approved all armed combat up to and following the cease-fire; but the draft resolution demonstrated a lack of 
clarity in determining the link between a cease-fire and the health concerns that were the legitimate purview of 
WHO, and a lack of realism with regard to the foreseeable action of sovereign States, that could do a 
disservice to the Organization. He suggested that the proposal should be further studied by the sponsors and 
perhaps resubmitted in a year's time. 

He moved that the draft resolution not be taken up by the present Health Assembly. 

The CHAIRMAN asked whether any delegation wished to speak in opposition to the motion. 

Dr OJEDA MARTÍNEZ (Venezuela) pointed out that his country, which was firmly committed to peace 
and public health, was a sponsor of the draft resolution. The President of the Health Assembly had remarked 
that there could be no realistic plan for health without talk of peace. Positive action such as the "Bridge for 
Peace" in 1986 had led to days of peace and quiet throughout Central America, and had promoted general 
public awareness of the need to join in the quest for peace. Intense activity on the part of WHO and the 
Regional Office for the Americas had established peace for public health firmly among the Organization's 
objectives. The draft resolution before the Committee contained no request for funds or other resources, but 
merely sought the endorsement or moral support of WHO in the pursuit of that objective. 

Mr MKHONZA (Swaziland) suggested that since the United States delegate clearly endorsed the basic 
intent of the draft resolution, the Committee should discuss further the points at issue before putting this 
motion to the vote. 

The CHAIRMAN said that according to the Rules of Procedure the United States motion must be put 
to the vote before any discussion of the substance of the draft resolution. He invited the Committee to vote by 
show of hands on the motion that the draft resolution on peace for public health should not be considered. 

The motion was carried by 25 votes to 2，with 22 abstentions. 

Mr DIOP (Senegal) stressed the importance of peace for public health as borne out by the declaration by 
the Heads of States of the Organization of African Unity in 1987，and recalled WHO's duty to provide and 
enhance health care by protecting the well-being and safety of nations, as enshrined in the Constitution. In 
view of the many wars and conflicts being waged throughout the world and their harmful human and 
environmental consequences, he would have welcomed further consideration within the Committee of possible 
ways and means of averting war and promoting public health, and for those reasons had voted against the 
United States motion. 

Dr OJEDA MARTÍNEZ (Venezuela), while understanding the objections raised by the United States 
delegate to the draft resolution, stressed that his country's main concern was to find a means of securing peace 
and to share the experience gained by efforts to promote peace in his region to which РАНО had made a 
valuable contribution. There had clearly been some confusion regarding the substance of the draft resolution, 
particularly the proposed endorsement of initiatives taken by nongovernmental organizations. He expressed 
disappointment at the fact that of the countries sponsoring the draft resolution only two had voted against the 
motion by the United States. Surely it was the duty of countries to pool their own experience of war and 
conflict in their joint effort to achieve the lasting peace which, for its part，Venezuela so ardently desired. 

In response to a remark by Dr MOHAMED (Libyan Arab Jamahiriya), inquiring how anyone could vote 
against peace，Mr TOPPING (Office of the Legal Counsel) explained that the Committee had voted on a 
motion that the draft resolution on peace for public health should not be considered by the Committee. That 
motion, and the votes cast for or against, should not be regarded as tantamount to a vote for or against the 
draft resolution itself. 

The CHAIRMAN said that a further draft resolution under item 31.1, on the subject of health and 
medical services in times of armed conflict, would be taken up at a later meeting (see summary record of the 
eleventh meeting, section 2). 
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International Year of the Family (1994): Item 31.2 of the Agenda (Document A46/26) 

Dr SARR (representative of the Executive Board) said that when discussing the report on collaboration 
within the United Nations system in support of the International Year of the Family, members of the 
Executive Board had emphasized that the Year would provide an opportunity for Member States to strengthen 
intersectoral collaboration in the field of health. It would also encourage the development of a comprehensive 
approach to the health and other development needs of families, and better use of the contribution families 
could themselves make to their own health care. The Executive Board had taken the view that the 
International Year of the Family would serve many of the objectives of the Organization, and that the Forty-
sixth World Health Assembly should be invited to adopt a draft resolution on the subject. The text 
recommended by the Board would be found in paragraph 11 of document A46/26. 

Dr BELSEY (Division of Family Health) reported on action being taken by WHO in collaboration with 
other United Nations bodies in connection with the International Year of the Family. 

The United Nations General Assembly, in resolution 44/82, had proclaimed 1994 as the International 
Year of the Family with the theme "Family: resources and responsibilities in a changing world". Activities for 
the Year were to be concentrated at local, regional and national levels with a view to creating among 
governments, policy-makers and the public an awareness of the family as the natural and fundamental unit of 
society. At the same time, no attempt was to be made by the United Nations to define or delineate the "ideal 
family" or to direct "family policy" to specific goals. He drew attention to the World NGO Forum on 
"Promoting families for the well-being of individuals and societies" to be held in Malta from 28 November to 
2 December 1993. 

In many circumstances and for a variety of reasons, the functions of the family had been undermined, 
resulting in serious repercussions for the individual, the family and society. Describing "families at risk", he 
said that many of them were in such circumstances because of forces beyond their immediate control, such as 
war, drought, famine, racial and ethnic violence, and economic deprivation. Whether the causes lay inside or 
outside the families concerned, the damage done by inability to meet the basic needs of family members could 
not be over-emphasized. It was that human cost, in terms of personal tragedy, lost potential and the 
unnecessary burden on society, that had prompted the United Nations organizations and agencies to work 
together to analyse the circumstances that produced "families at risk". An informal consultation of 
organizations and agencies of the United Nations system was to be convened with the objective of finding or 
designing tools to measure, monitor and plan programmes and activities to protect such families and provide 
for their basic nurture and care. Particular attention would be devoted to determining the extent to which 
indicators of "families at risk" in one realm might serve for the prediction of problems in other areas, and 
whether intersectoral mechanisms could be developed in countries for strengthening the family's ability to 
enhance its own well-being. WHO was playing a leading role in those efforts. 

Dr WANG Yifei (China) commended the Director-GeneraPs report and endorsed the draft resolution 
proposed by the Executive Board. WHO should actively participate in the activities of the International Year 
of the Family which were entirely compatible with its mission and would promote the achievement of many of 
the Organization's objectives. Indeed, without WHO's participation, the programme for the Year could not be 
thoroughly carried out. Health and hygiene must be major components. Within the overall framework of 
primary health care, particular attention should be paid to the health of women, children, the old and the 
disabled. The concept of families at risk should be clearly defined in order to take timely and effective 
measures to solve their health problems, and a study should be made of specific family health conditions in 
different countries with different cultures and traditions and of the appropriate responses to each situation. 
China was ready to participate with other Member States in the activities of the International Year of the 
Family. 

Miss BETTS (United States of America) said that the United States had been pleased to join other 
countries in adopting the United Nations General Assembly resolution proclaiming 1994 as the International 
Year of the Family. Her country especially endorsed the objective of stimulating local, regional and national 
action as the starting-point for sustained long-term efforts to heighten awareness; there was considerable 
interest among nongovernmental organizations in the United States in using the Year as a catalyst to create 
better lives for families and children through training, technical assistance and advocacy, and the Government 
looked forward to working with those bodies. The Year constituted an opportunity to emphasize the 
importance of the family and community alike in protecting and promoting health and well-being. Her 
delegation urged WHO to collaborate actively in its observance, and especially in enhancing awareness of the 
impact of different health programmes and interventions on the health and functioning of the family. 
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Professor MANCIAUX (France) endorsed earlier comments on the importance of WHO's active 
involvement in the preparations for the International Year of the Family. France would support any activities 
that might be decided upon. He endorsed the resolution recommended by the Executive Board, but suggested 
that operative paragraph 2(2) be amended to read "to examine the cost, benefits and social implications 
The International Year of the Family was timely and would draw on the work and the interest shown by a 
number of countries in the International Year of the Child as well as the International Year and Decade for 
Women. It might be regretted that, for the sake of balance, there had not so far been an International Year 
for Men, but men's concerns would no doubt be addressed during the International Year of the Family. It was 
important not only to consider the family as a health unit and as a force for the promotion of health, but also 
to define more clearly in national policies the role of the family within society at large and in the life of the 
nation. There was a need to broaden the concept of family health, particularly in the public health sector. 
Some 10 to 15 years earlier, in many countries, especially in the West, the end of the family had been 
predicted, but in fact it was being revived in different forms. It remained an essential element of life and was 
being invoked in all kinds of areas, including public health. 

Mrs HERZOG (Israel) commended the draft resolution recommended by the Executive Board. Whilst 
there might be disagreement about what constituted a family there was no controversy about equity in the 
rights of all family members to health and well-being and in the sharing of responsibilities. She suggested the 
addition of the words "including women's organizations" after "nongovernmental organizations" in operative 
paragraph 1(2) of the resolution proposed by the Executive Board. 

• • •,， , . 

Mr VALENTINO (Malta) welcomed document A46/26 and supported the proposed resolution. Malta 
set great store by the family and its cohesion as a cornerstone of the social structure. The Maltese people 
welcomed the attention being given to the valuable contribution which the family could make to society and to 
the health of its own members. Following the adoption of the United Nations General Assembly resolution, 
the Government of Malta had been prompt in taking the initiative of appointing a national committee in 
February 1993. In addition, six subcommittees had been set up to carry out specific activities in the areas of 
education, art，social work, the media and research. Malta had recently hosted a European and North 
American preparatory meeting for the International Year, and would host the World Forum for NGOs as 
mentioned by Dr Belsey. 

Those and other initiatives confirmed the serious commitment of the Government and voluntary bodies 
to the strengthening of family stability; Malta would contribute constructively to WHO's efforts to give effect 
to the objectives of the International Year. 

Mrs LINI (Vanuatu) welcomed the proclamation of the International Year of the Family, which should 
very usefully complement the International Year of the Child. Vanuatu, where the family unit was regarded as 
the most important institution in society, was privileged. A great deal of attention and respect was paid to the 
immediate and the extended family, to grandparents, and to clans and tribes. The people of Vanuatu believed 
the family to be essential to sustaining social peace. Her country had no problems with, for example, the 
institutionalization of elderly and handicapped people, since they were integrated into the family system, but 
she acknowledged that the resolution proposed by the Executive Board would assist other countries in 
rebuilding their family system where it had broken down. Much could be learnt from smaller countries about 
how to keep families together and how family unity promoted respect and lasting peace for all human beings 
and for the environment. 

The resolution recommended by the Executive Board in document A46/26，as amended，was approved.1 

Dr Iyambo took the Chair. 

On a proposal by the CHAIRMAN, Committee В endorsed resolution EB91.R19 on reinforcing 
collaboration for health and development within the United Nations system, adopted by the Executive Board. 

Mr BOYER (United States of America) questioned the action just taken by the Committee. Resolution 
EB91.R19 had not been proposed for adoption by the Health Assembly. It had not been set before 
Committee В and therefore it had been entirely wrong for the Committee to endorse it. He did not seek to 
reopen the discussion but it seemed to him that the procedure followed had been improper. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.29. 
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Health assistance to specific countries: Item 31.3 of the Agenda (Document A46/27) 

Mr AITKEN (Assistant Director-General) confirmed that document A46/27 was a brief report by the 
Director-General on health assistance to specific countries and drought-affected countries. The overall appeal 
situation was commented on in the introduction with respect, particularly, to the drought-affected countries of 
southern Africa. There followed a review of the 13 specific countries mentioned, and of liberation movements 
in southern Africa. Particular attention was given to Somalia, which had been in serious difficulties in the 
previous year. In addition, individual reference was made to each of the countries affected by the drought. 
Delegates were reminded that the Director-General had been requested in two resolutions in the previous year 
(resolutions WHA45.19 and WHA45.21) to respond to those needs, and countries referred to in those 
resolutions had again been covered in the report. 

Dr DALLAL (Lebanon), referring to paragraph 9 of document A46/27, where it was stated that 
US$ 270 000 had been provided from the Council of Arab Ministers of Health, pointed out that the sum was 
spread over four years (1990-1993). Some of the money had been used through the regional offices of WHO 
for emergency supplies, drugs and other equipment; the amount for 1992-1993 had not yet been used, as 
preparations for a health development project were in progress; US$ 140 000 for 1992 and US$ 150 000 for 
1993 were to be used following approval from the parties concerned for the promotion of health training in 
various areas of Lebanon. 

Mr LÓPEZ CHAVARRI (Peru), introducing the following draft resolution on behalf of the sponsors, 
drew delegates' attention to Cuba's urgent need for help to overcome its current health and sanitary crisis; he 

The Forty-sixth World Health Assembly, 
Mindful of resolutions WHA34.26, WHA38.29, WHA42.16 and WHA44.41 on the responsibilities 

that fall upon the Organization in emergency situations and disasters; 
Aware of the consequences of the recent disaster caused by the atmospheric phenomenon known 

as the "Storm of the Century", which has severely affected not only the civil population and their property 
but also the agricultural and industrial activities of the country concerned，and in particular the health 
services; 

Reaffirming resolution 47/228 of the United Nations General Assembly requesting all States and 
international organizations and other intergovernmental organizations to provide emergency support to 
Cuba in order to alleviate the difficult situation in which the affected population are placed, including 
their economic and financial burden, 

REQUESTS the Director-General to accord the necessary assistance to the Republic of Cuba in 
order to help overcome the present crisis in the health care sector, and calls upon all Member States to 
contribute towards this objective. 

The CHAIRMAN announced that the delegation of Spain wished to be included among the sponsors of 
the resolution. 

The draft resolution was approved.1 

The CHAIRMAN drew attention to the following draft resolution proposed by the delegations of 
Austria, Bahrain, Cyprus, Islamic Republic of Iran, Iraq, Jordan, Kuwait, Lebanon, Maldives, Oman, Qatar, 
Syrian Arab Republic, Tunisia and United Arab Emirates: 

The Forty-sixth World Health Assembly, 
Recalling and confirming the previous resolutions of the Health Assembly on health assistance to 

specific countries, and the most recent resolution WHA45.21 which includes reference to Health and 
medical assistance to Lebanon; Health assistance to refugees and displaced persons in Cyprus; 
Liberation struggle in southern Africa: assistance to the front-line States, Lesotho and Swaziland; 
Reconstruction and development of the health sector in Namibia; and Health and medical assistance to 
Somalia; 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.34. 
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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, and the recent decision on this matter by the 
Regional Committee for the Eastern Mediterranean (EM39/RC/D/11); 

Having examined the Director-General's report on the action taken by WHO for health assistance 
to specific countries and to drought-affected countries, 

1. EXPRESSES its appreciation to the Director-General for his continuous efforts to strengthen the 
Organization's capacity to respond promptly and efficiently to country-specific emergencies; 

2. URGES the Director-General to continue to give high priority to countries mentioned in the above 
resolution and to coordinate these and other WHO 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 to the Forty-seventh World Health Assembly on the 
implementation of this resolution. 

Professor FIKRI-BENBRAHIM (Morocco) and Mr ADJABI (Algeria) supported the draft resolution 
and expressed the wish that Algeria and Morocco be included among the sponsors. 

The draft resolution was approved.1 

Mr ERKMENOGLU (Turkey), asking for his statement to be regarded as an explanation of vote, 
observed that health assistance to specific countries had not been applied for Cyprus in accordance with 
Article 1 of WHO's Constitution. The country reports compiled over the past 15 years by WHO in 
cooperation with the Greek Cypriot authorities had never taken into consideration the demographic and health 
data on the Turkish community in the North, but reflected only the health situation in southern Cyprus. On 
the basis of those reports, WHO had earmarked financial resources each biennium to improve the health 
situation of the Greek Cypriot community, which had a per capita income of about four times that of the 
Turkish community. 

The assistance was represented as being provided to Cyprus as a whole, whereas Article 1 of WHO's 
Constitution providing for "attainment by all peoples of the highest possible level of health" had in fact been 
breached. Over the past 15 years approximately US$ 5 million had been provided to Greek Cypriots from the 
regular WHO budget, while the Turkish community had received nothing. In spite of the Director-General's 
report on assistance to Cyprus the previous year, there had been no improvement in that situation. Objectivity 
and non-discrimination should be the main principles in humanitarian issues, but those principles had been 
overlooked in the case of assistance to Cyprus, and the limited resources had not been efficiently utilized. 

Mr MACRIS (Cyprus), speaking on a point of order, observed that the statement by the Turkish 
delegate was not an explanation of vote. He asked that his delegation should be allowed to reply. 

The CHAIRMAN granted the delegate of Cyprus the right of reply to the statement by the Turkish 
delegate. 

Mr MACRIS (Cyprus) stressed that the Government of Cyprus had consistently used international health 
assistance for the benefit of the population of Cyprus as a whole. Despite allegations to the contrary, Turkish 
Cypriots benefited from international health assistance as mentioned on page 2 of document A46/27. WHO's 
assistance to Cyprus consisted of visits by consultants, national workshops and intercountry activities, and 
fellowships. As stated in paragraph 7 of the Director-General's report，"In fact all WHO consultants and staff 
members visiting Cyprus have included all communities in their assignments". For example，one consultant on 
leukaemia visiting Cyprus had covered exclusively the needs of the Turkish Cypriot community and another 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA46.29. 
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had surveyed immunization needs and conducted seminars for both communities. National workshops, 
seminars and intercountry activities were open to all Cypriots who wished to attend and were likely to benefit 
from them. He quoted paragraph 8 of the Director-Generars report in that regard, adding that in the various 
workshops and seminars organized by WHO in the region, Turkish Cypriots were most welcome to be part of 
the Cyprus delegation as long as they did not appear as representatives of another State. In a recent seminar 
in Cairo on cooperation between universities and ministries of health, the Permanent Secretary of the Ministry 
of Health of Cyprus had been accompanied by a Turkish Cypriot participant. WHO fellowships were 
advertised, and any citizen of Cyprus could apply: the competent authorities were currently selecting a Turkish 

riot doctor for a fellowship in child psychiatry. Other examples of assistance made available to the Turkish 
riot community included substantial funds for the information campaign against AIDS, educational material 

on prevention of accidents in schools, a road safety manual for elementary schools, manuals on nutrition and 
cervical cancer, and an intensive television advertising campaign for cancer prevention in both the Greek and 
the Turkish languages. All Cypriots were entitled to free medical treatment and medicines; when medical 
treatment was not available in Cyprus, patients, on the advice of the medical board, were sent abroad. If 
members of the Turkish Cypriot community did not benefit in great numbers from those privileges it was 
because the Turkish army prevented their coming to medical centres in the Government-controlled area. The 
medical facilities in the occupied area used electricity provided to the Turkish community free of charge. 
From 1974 to 1992，US$ 250 million worth of electricity had been provided, and US$ 4.5 million worth during 
the first two months of the current year. The complaints of the Turkish delegate that the Turkish Cypriot 
community was deprived of the health assistance extended to Cyprus were therefore unfounded. Talks 
between the two communities under the auspices of the Secretary-General of the United Nations would 
resume in New York at the end of the current month, and he hoped they would lead to the long-awaited just 
and viable resolution of the Cyprus issue. WHO had been involved in Cyprus since 1974 with positive results, 
and he called on the Health Assembly to continue its health assistance to refugees and displaced persons in 
Cyprus. 

Dr PIEL (Legal Counsel) explained that the Chairman had extended the right of explanation of vote to 
the Turkish delegate, who had indicated that the needs of the northern Turkish community of Cyprus were not 
fully met. The Cyprus delegate had then asked for the floor on a point of order and the Chairman had 
granted his request as a right of reply and not as an explanation of vote, since Cyprus was already a cosponsor 
of the resolution approved by the Committee. The issues raised could not be resolved at present, and since 
the status of the two communities was not on the agenda the debate should not proceed; however, the 
statements by both the Turkish and Cypriot delegates would be briefly reflected in the summary record. 

Dr GEZAIRY (Regional Director for the Eastern Mediterranean), congratulating the Legal Counsel and 
the Chairman on their patience and broad-mindedness，said that WHO tried to deal with the health needs of 
both communities on an equal footing. It was sometimes not easy to travel in Cyprus, but he agreed with the 

rus Government that whenever a consultant or an expert visited Cyprus the Government had guaranteed 
the visit would take place throughout Cypriot territory. Invitations were constantly addressed to both 

communities, but there were obstacles on either side preventing cooperation from being complete; however, 
those obstacles were being overcome. 

Mr BOYER (United States of America), speaking in explanation of vote, recalled that a resolution had 
been adopted the previous year which was essentially the same as that just approved and which was called a 
"generic resolution" because it dealt with the problems of a number of countries precisely in order to avoid the 
kind of discussion that had just taken place. He had supported the resolution because it was essentially the 
same as the previous year's: it had not been intended to serve as a vehicle for discussion of bilateral disputes, 
and he regretted that such discussion had taken place. 

Effects of the air traffic embargo on the Libyan Arab Jamahiriya with regard to medical supplies and 
health services and programmes: Item 31.4 of the Agenda 

The CHAIRMAN drew the Committee's attention to the following draft resolution proposed by the 
delegations of Algeria, Cuba, Jordan, Libyan Arab Jamahiriya，Mauritania, Morocco and Syrian Arab Republic: 

The Forty-sixth World Health Assembly, 
Mindful of the principle contained in the WHO Constitution stating that the health of all peoples is 

fundamental to the attainment of peace and security; 
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Reaffirming that the United Nations General Assembly resolution No. 2625 (XXV) concerning 
friendly relations and cooperation between countries is still fully valid for the solution of the problems 
facing those countries; 

Recalling United Nations General Assembly resolution No. 39/210 which reaffirms that developed 
countries should desist from threatening to impose trade constraints, embargoes, bans or other penalties; 

Rejecting any embargo on medical supplies for political reasons; 
Recalling decision EB81(3) and resolution WHA41.31 concerning the effects of withholding 

medical supplies on people's health, 

1. REAFFIRMS resolution WHA41.31 and the principles contained in decision EB81(3), rejecting 
any embargo on medical supplies for political reasons in view of the implications of such embargoes for 
health care and the treatment of refractory diseases which cannot be treated locally, implications that 
hamper the attainment of WHO's goal of health for all by the year 2000; 

2. REQUESTS the Director-General to take the necessary measures to secure the cooperation of 
WHO Member States in preventing the effects of the air embargo on medical supplies, on health care 
and on the treatment of patients, and to follow up the implementation of this resolution. 

Mr BOYER (United States of America) said that the resolution posed problems that were primarily 
procedural. It addressed the question whether WHO had a policy in relation to countries that were subjects of 
embargoes, and in fact WHO did have such a policy. The resolution correctly cited decision EB81(3) and 
resolution WHA41.31, which put into effect the policy that if a country was the subject of an embargo and 
could not obtain specific supplies it could approach the Director-General to seek assistance, and the Director-
General would make efforts to meet that country's needs. Only if the Director-General could not meet the 
country's needs could the issue come before the Health Assembly, and in that case the Health Assembly was to 
be approached by the Director-General himself. Resolution WHA41.31 had been elaborated so that the 
Health Assembly would not be repeatedly asked to consider resolutions on that subject. 

The draft resolution before the Committee therefore raised the question whether the Libyan Arab 
Jamahiriya had followed the prescribed procedure: his impression was that it had not approached the 
Director-General to seek assistance in obtaining a particular product that might have been the subject of an 
embargo, in which case there was no need for the resolution. If his impression was correct, he proposed that 
the resolution should not be considered. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) supported the United States 
proposal. There were indeed well-established procedures in relation to embargoes，and affected countries 
should follow those procedures in order to ensure a continued supply of humanitarian assistance. 

Dr MOHAMED (Libyan Arab Jamahiriya) said that in fact the resolution cosponsored by his delegation 
was not new, but was rather a reaffirmation of earlier decisions. As the Committee would be aware, the 
practice of medicine often called for action to be taken quickly: for instance, he himself, as a surgeon, had to 
see to it that urgent cases were conveyed to hospital for treatment with the minimum delay. Following the 
prescribed procedures as suggested by the United States delegate might well mean a wait of four or five days. 
He stressed that all he was seeking was WHO's cooperation. 

His country had suffered severe health problems as a result of the air-traffic embargo. WHO, true to the 
ideas enshrined in its Constitution, had acted honourably in helping to solve those problems, and far from 
taking a political stand, had done its best to ensure that innocent victims of the embargo received proper 
treatment. 

The embargo had affected the entire public health sector, making it impossible, for instance, to obtain 
spare parts for ambulances, equipment for use in medical schools, or supplies of drugs and other medical 
products from abroad. The one in three of his country's population who were not of Libyan nationality, but 
who nevertheless enjoyed free health care, were also suffering from the embargo. Some 8000 patients with 
urgent conditions who needed to travel by air for treatment abroad had been prevented from doing so, and 
indeed many had died. Continuation of the embargo would thus mean a death sentence for patients with such 
conditions. 

His country had also been prevented from inviting some 150 specialists from medical institutions in 
Netherlands, United Kingdom of Great Britain and Northern Ireland, United States of America and 
Yugoslavia to give lectures，participate in seminars, and adjudicate in medical examinations. Conversely, 
Libyan doctors had been prevented from taking part in training courses and seminars in medical institutions 
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abroad. Some 1500 physicians and other medical personnel had resigned, and several specialist teams had 
been disbanded, because they were unable to work under such conditions. 

Primary health care in particular had suffered because cooperation with other countries had become 
virtually impossible. Immunization programmes could not go ahead since sera, vaccines and test equipment 
could not be obtained or were subject to long delays, and thus children's health was being affected. In 
addition, the repair and maintenance of sophisticated and costly medical equipment had become impossible, 
delaying operations and halting vital research work. An increasing number of infants had been dying as a 
result of lack of proper care for mothers in childbirth. The embargo imposed by the United Nations Security 
Council was thus in effect a collective death sentence: in whose name had that sentence been pronounced? 

His country had attempted to deal with those problems in a civilized manner, seeking cooperation and 
dialogue with other countries, and calling for the law to be applied. The sanctions imposed, apart from their 
severe effects on health, amounted to a humiliation of the Libyan people as a whole, and he appealed to the 
conscience of the world to see to it that they were lifted so that all Libyans could live in peace and dignity. He 
counted on the support of members to secure the adoption of the draft resolution. 

Mr BONNEVILLE (France) said his delegation supported the United States delegate's statement. He 
too would like to know whether the procedures provided for had been followed. 

Dr PIEL (Legal Counsel) said the United Nations had imposed sanctions on a number of countries, but 
all such sanctions contained provision for exemption for drugs and medical supplies needed for humanitarian 
purposes. WHO considered that those exemptions were necessary to protect human health, and ultimately to 
contribute to sustainable social and economic development. The Director-General, in accordance with 
resolution WHA41.31 and decision EB81(3), had indicated his readiness to take the necessary measures to 
ensure the provision of medical supplies, drugs and vaccines to Member States that had notified WHO that 
they were deprived of such supplies. Such action might entail referral to the United Nations Sanctions 
Committee, which would require prior referral to the Office of the Legal Counsel of WHO. 

During the past year, WHO had had occasion to bring specific needs and problems to the attention of 
the Sanctions Committee under the exemptions procedure, and those problems had been dealt with rapidly and 
effectively. The Director-General had indicated that if, in spite of his efforts, he could not find a satisfactory 
solution in a specific case, he would bring the matter to the attention of the Executive Board and the Health 
Assembly. 

In the case of the Libyan Arab Jamahiriya, his Office had not had any such problems referred to it in the 
course of the year. However, it might well be that the cases mentioned, namely a need for medical evacuation 
by air or the need for rapid air delivery of specific drugs, might merit such referral. 

As far as the resolution itself was concerned, the text would appear to confirm the procedure already 
existing under resolution WHA41.31 and decision EB81(3), with some additions such as the reference to 
refractory diseases. Since the resolution was concerned with the health effects of the embargo on countries 
generally rather than on a single country, it would seem more appropriate to entitle it "Health effects of the air 
traffic embargo on countries ... etc". 

Mrs KIM Sung Ryon (Democratic People's Republic of Korea) reminded delegations of countries which 
had designated members of the Executive Board of the decision that the Board had taken concerning the 
effects of withholding medical supplies on people's health (decision EB81(3)). Her delegation wished to be 
included among the sponsors of the draft resolution under discussion. 

Dr BAATH (Syrian Arab Republic) said that he had not anticipated that the draft resolution would give 
rise to such a lengthy discussion, since, as had already been pointed out, it in no way altered the position taken 
by the Organization on the matter. The reference in the title of the resolution to the Libyan Arab Jamahiriya 
was irrelevant: the Committee should consider it purely from a humanitarian standpoint. Who among those 
present could accept that embargoes on medical services should be imposed on any country for purely political 
reasons? How could such action be consistent with WHO's concern to promote and protect the health of all 
peoples? Should WHO refuse medical care，and particularly intensive or emergency care, to anyone? 

He hoped that the Committee would take a clear stand on the issue. The health sector ought not to 
become politicized, and he appealed to members to consider the draft resolution in a broader perspective and 
to take a humanitarian approach. 

Mr BOYER (United States of America) said that the Legal Counsel had made it clear that embargoes 
imposed by the United Nations Security Council already provided for exemptions for medical supplies. There 
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was thus an established procedure for solving the problems referred to，but the Libyan Arab Jamahiriya had 
not followed that procedure，and had not asked the Director-General for assistance. 

In his view, the draft resolution was unnecessary, and he maintained his proposal that the Committee 
should not consider it. 

Mr AUSMAN (Canada) said that he was puzzled that the title of the draft resolution seemed to indicate 
that its subject was the Libyan Arab Jamahiriya, but that country was never once mentioned in the text that 
followed. The intent of the draft resolution appeared to be to reaffirm Health Assembly resolution 
WHA41.31, but, in so doing, it distorted the latter,s meaning by couching it in slightly different terms. 

The draft resolution twice referred to "rejecting any embargo on medical supplies"，although a specific 
embargo of that kind had never existed, and indeed, could not exist. He said that if a resolution on the subject 
of embargoes was to be adopted，it would have to be drafted quite differently, so he supported the view that 
the proposed text should not be considered. 

Dr BEN KHELIFA (Tunisia) said that he supported the draft resolution; his delegation wished to be 
added to the list of sponsors. 

Dr MOHAMED (Libyan Arab Jamahiriya) said that his delegation should be given an opportunity to 
reply to the questions raised by the United States delegate. 

(For continuation, see summary record of the eighth meeting, section 3.) 

The meeting rose at 12H40. 



EIGHTH MEETING 

Tuesday, 11 May 1993，at 14И30 

Chairman: Mr В. M. TAITT (Barbados) 

1. PERSONNEL MATTERS: Item 29 of the Agenda (continued) 

Meritorious within-grade increases: Item 29.3 of the Agenda (Document A46/23) (continued from 
the sixth meeting, section 3) 

Mr OKELY (Australia), reporting on the activities of the working group set up to consider within-grade 
increases under item 29.3 of the agenda, said that the group had met during the morning under his 
chairmanship and with the participation of representatives of the International Civil Service Commission, the 
WHO Staff Association and the Division of Personnel, whose contributions had all been invaluable. 

It had quickly become clear that any discussion of meritorious within-grade pay increases had to take 
into account the financial constraints now affecting WHO and the United Nations system, and any arguments 
about equity, acquired rights and the expectations of staff members had to be viewed against that background. 

The terms of the decision taken by the United Nations General Assembly obliged the Health Assembly 
to bring WHO salary scales into line with those of the common system. 

An important issue in the discussion of additional within-grade increases had been that of merit. In the 
system applied at present, the criterion of merit in deciding within-grade increases appeared to play little part, 
and such increases were in most cases awarded automatically after a given number of years of service. Clearly, 
WHO needed an effective performance appraisal system, whether or not it was linked to a system of financial 
rewards, since that alone would enable managers to assess merit. 

The group had considered at some length the issue of acquired rights and reasonable expectations of 
staff members, and had accepted that staff did have an acquired right to what they had earned. Beyond that, 
however, the matter was one of expectations rather than of rights. 

Against that background, the group proposed to circulate, informally at that stage, a possible draft 
resolution for consideration by the Committee which would take into account the obligations imposed by the 
United Nations General Assembly decision and the need to ensure fair treatment of staff already employed by 
WHO. The basic proposal embodied in such a resolution was that a within-grade increase paid to a staff 
member after 20 or 25 years should be in the form of a single final increase, payable as part of, or separately 
from, salary and not pensionable, and would not be based on merit. The proposal appeared to the working 
group to reconcile the need for an approach compatible with the United Nations system, the financial situation 
of WHO, the need for fairness, and the rights and expectations of WHO staff. 

Copies of the draft would be made available to delegates for comment with a view to submitting a draft 
resolution later in the proceedings. 

(For continuation, see summary record of the eleventh meeting, section 1.) 

2. HEALTH CONDITIONS OF THE ARAB POPULATION IN THE OCCUPIED TERRITORIES, 
INCLUDING PALESTINE: Item 30 of the Agenda (continued from the sixth meeting, section 1) 

The CHAIRMAN drew the Committee's attention to a revised version of the draft resolution, sponsored 
by Algeria, Austria, Bahrain，Belgium, Cuba, Denmark, Egypt, France, Greece, Ireland, Italy, Jordan, Libyan 
Arab Jamahiriya, Morocco, Oman, Portugal’ Qatar, Saudi Arabia, Spain，Syrian Arab Republic, Yemen and 
Zimbabwe. He noted that Finland, Luxembourg，Malta, Sweden and Switzerland should also be included 

- 2 5 2 -
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among the list of sponsors and that Lebanon, Malaysia, Pakistan, Maldives, Tonga and Vanuatu wished to be 
included in it. The revised draft resolution read as follows: 

The Forty-sixth 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 over the deterioration of the health conditions of the Palestinian people living 

in the occupied Arab territories, as a result of occupying power policies, including the measures which 
obstruct the delivery of health services to the Arab population in the occupied Arab territories; 

Concerned about violations by the occupation authorities of the human rights of the Palestinian 
people during the intifada, on account of their negative effects on health particularly at a time when 
social and economic conditions in the territories are deteriorating; 

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 which are contrary to the Fourth Geneva Convention; 

Recognizing the need for increased support and health assistance for the Palestinian people, as well 
as the Syrian Arab people in the Golan under Israeli occupation, and for stronger cooperation with them; 

Expressing the hope that the peace talks among the parties concerned in the Middle East will lead 
to a just and comprehensive peace based on the principles of international legitimacy and, in particular, 
on relevant United Nations resolutions, including the improvement of health conditions; 

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 

Recalling Health Assembly resolutions on the health conditions of the Arab population in the 
occupied Arab territories including Palestine, 

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

2. EXPRESSES CONCERN at the deterioration in the health conditions of the Arab population in 
the occupied Arab territories, affirming that it is the role of the World Health Organization to assist in 
the provision of health care to the Palestinian people and the other Arab populations in the occupied 
Arab territories; 

3. WELCOMES the resumption of the peace talks and expresses the hope that the peace talks will 
lead quickly to a just, and comprehensive peace in the Middle East, so that the Palestinian people can 
exercise responsibility for their health services and 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”； 

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 Palestinian people, 
and that the only way to develop such a system is by enabling the Palestinian people to run their own 
affairs and oversee their own health services; 

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; 

1 Document A46/24. 
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7. THANKS the Chairman of the Special Committee of Experts 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-seventh World Health Assembly; 

8. RECALLS resolutions WHA42.14, WHA43.26, WHA44.31 and WHA45.26 and commends the 
Organization's efforts to prepare and implement the special technical assistance to improve the health 
conditions of the Palestinian people in the occupied Arab territories; 

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 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 and an expanded programme of immunization, to cope with worsening problems 
related to water supply, sanitation and disposal of solid waste in the occupied Arab territories, and 
to help with planning in environmental health; 
(3) to provide the systematic support required to enable the Palestinian people to assume 
responsi¿ility for their health services, and to strengthen the role of the organizational unit on the 
health of the Palestinian people, the establishment of which at WHO headquarters was approved, 
in order to support training programmes for Palestinian health and administrative manpower; 
(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 Members and 
observers in WHO referred to in Health Assembly resolutions related to this item; 
(5) to continue his efforts to seek funds from extrabudgetary sources in support of the special 
technical assistance programme, taking into consideration the development of the comprehensive 
health plan for the Palestinian people; 
(6) to report on the above to the Forty-seventh World Health Assembly; 

10. THANKS all Member States, intergovernmental and nongovernmental organizations, and calls on 
them to continue to contribute to the special assistance programme to improve the health conditions of 
the Palestinian people in the occupied Arab territories. 

Dr OWEIS (Jordan) endorsed the revised draft resolution and welcomed the additional sponsors一 

Mr BOYER (United States of America) said that his delegation would vote against the resolution and 
would have preferred one which confined its attention to health problems, rather than addressing political 
issues. It was inappropriate for the resolution to consider matters being discussed at the current peace talks, 
which could thereby be impeded. 

The CHAIRMAN invited the Committee to vote by show of hands on the draft resolution as amended. 

The draft resolution，as amended，was approved by 67 votes to 2，with 6 abstentions.1 

Mr TOUTOUNCHIAN (Islamic Republic of Iran) said that his delegation had voted for the draft 
resolution but had reservations regarding the paragraphs in that resolution concerning the peace talks and the 
occupying forces. 

Mr OKELY (Australia) said that his delegation's abstention in the vote reflected its view that political 
language had no place in the resolutions and decisions of a technical body such as WHO. Australia had 
already shown abundant concern for the health situation of the Palestinian people and had supported the 
secondment of an Australian expert to work with UNRWA on a health-related project in the occupied 
territories. 

Dr TARAWIYEH (Palestine) thanked the Committee for adopting the resolution and all the delegations 
who had helped in drafting it. He also thanked the Director-General and the Regional Director for the 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.34. 
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Eastern Mediterranean as well as the Member States and nongovernmental organizations, especially UNRWA, 
for their efforts to alleviate the health problems faced by the Palestinian people. It was to be hoped that the 
current peace talks would lead to a comprehensive and fair solution to the problems in the Middle East based 
on international law and the relevant United Nations resolutions and thus help the Palestinian people to 
develop their own health care system and achieve health for all by the year 2000. 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 31 of the Agenda (continued) 

Effects of the air traffic embargo on the Libyan Arab Jamahirya with regard to medical supplies 
and health services and programmes: Item 31.4 of the Agenda (continued from the seventh 
meeting) 

The CHAIRMAN invited the Committee to resume its discussion of item 31.4 of the agenda and in 
particular of the draft resolution. 

Professor FIKRI-BENBRAHIM (Morocco) said that the sole aim of the draft resolution, of which 
Morocco was a sponsor, was to ensure the rigorous application of decision EB81(3) and resolution WHA41.31 
which had been adopted by WHO and requested the Director-General to monitor the application of the 
provisions contained in them. The Legal Counsel had already indicated that there was no legal objection to 
the Committee considering the draft resolution in question, and it was vital that recommendations already 
adopted by the Organization for purely preventive and humanitarian purposes should be rigorously applied. 

Dr EL-JAEDI (Libyan Arab Jamahiriya) said that his delegation welcomed the innovative approach in 
the documentation on matters relating to the item under consideration. His country was deeply concerned by 
issues of public health, and devoted to the cause of peace. It objected, in particular, to a state of siege in 
which its people were deprived of air travel and transport, and thereby of much-needed drugs and treatment. 
Thousands of children were unable to benefit from vaccines and from the equipment needed for the proper 
functioning of hospitals. His people were the victims of a conflict with major powers, and the draft resolution 
before the Committee deserved the support of Members. 

His delegation had made available to WHO files giving details of the impact of the air traffic embargo. 
There was evidence that some countries were apprehensive of reprisals on the part of the United States of 
America if they did not uphold the embargo. 

He hoped that the Organization, and the Committee in particular, would stand up for the cause of justice 
on behalf of the suffering people of his country. 

He proposed that the Committee should close its debate on the draft resolution and proceed to a vote. 

The CHAIRMAN said that the United States delegation had formally proposed that the draft resolution 
should not be considered. Under the Rules of Procedure that proposal must be voted on first. He therefore 
invited the Committee to vote by show of hands on the motion proposed by the delegation of the United 
States. 

The motion was carried by 67 votes to 2，with 6 abstentions. 

Dr EL-JAEDI (Libyan Arab Jamahiriya)，speaking in explanation of vote, said that the decision just 
taken was highly unsatisfactory and failed to take into account the views of a number of delegations. He also 
considered that it was at variance with the Rules of Procedure of the Health Assembly. 

Dr PIEL (Legal Counsel) said that the Chairman had correctly applied the procedures concerning the 
debate as well as the vote on whether to consider the proposed draft resolution. 

(For continuation, see summary record of the tenth meeting, section 3.) 
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4. UNITED NATIONS JOINT STAFF PENSION FUND: Item 32 of the Agenda 

Annual report of the United Nations Joint Staff Pension Board: Item 32.1 of the Agenda 
(Document A46/28) 

Mr AITKEN (Assistant Director-General), introducing the annual report, said that document A46/28 
reproduced some of the salient points raised in the full report, which members would have received through 
the usual United Nations channels. The key issue in the current year related to general service pensions; 
other matters included pensions of ungraded officials, special adjustments for small pensions and a transfer 
agreement between the Joint Staff Pension Fund and the Inter-American Development Bank. The document 
indicated that the assets of the Fund as of 31 December 1991 stood at approximately US$ 9300 million. 

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-sixth World Health Assembly noted the status of the operations of the United 
Nations Joint Staff Pension Fund, as indicated in the annual report of the United Nations Joint Staff 
Pension Board，and as reported by the Director-General.1 

Appointment of representatives to the WHO Staff Pension Committee: Item 32.2 of the Agenda 
(Document A46/29) 

The CHAIRMAN said that the item covered the appointment of two members and two alternate 
members of the WHO Staff Pension Committee to replace those whose terms were expiring, in accordance 
with the 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 Senegal and China expired at the closure of 
the Forty-sixth World Health Assembly. The Committee might therefore wish to recommend to the Health 
Assembly that it appoint its new representatives on the WHO Staff Pension Committee by selecting two 
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 WHO 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 WHO regions were 
equitably represented on the WHO Staff Pension Committee，the Health Assembly might wish to make its 
selections from regions no longer represented on the Committee, namely South-East Asia and Africa. He 
asked for nominations for a member of the Executive Board from the South-East Asia Region to serve as a 
member of the Committee. 

Dr WANG Yifei (China) proposed the member of the Board designated by the Government of 
Viet Nam. 

Dr TOGUCHI (Japan) seconded the proposal. 

The CHAIRMAN stated that, in the absence of objections, he took it that the Committee wished to 
recommend to the Forty-sixth World Health Assembly that it appoint the member of the Executive Board 
designated by the Government of Viet Nam to serve as a member of the WHO Staff Pension Committee. 

It was so decided. 

The CHAIRMAN called for nominations for a member of the Executive Board from the African Region 
to serve as an alternate member on the WHO Staff Pension Committee. 

Dr SHAMLAYE (Seychelles) proposed the member of the Board designated by the Government of the 
United Republic of Tanzania. 

Dr PHIRI (Zambia) seconded the proposal. 

1 Decision WHA46(10). 
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The CHAIRMAN said that, in the absence of objections, he took it that the Committee wished to 
recommend to the Forty-sixth World Health Assembly that it appoint the member of the Executive Board 
designated by the Government of the United Republic of Tanzania to serve as an alternate member of the 
WHO 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-sixth World Health Assembly appointed the member of the Executive Board 
designated by the Government of Viet Nam as a member of the WHO Staff Pension Committee, and the 
member of the Board designated by the Government of the United Republic of Tanzania as alternate 
member of the Committee, the appointments being for a period of three years.1 

5. HEALTH AND ENVIRONMENTAL EFFECTS OF NUCLEAR WEAPONS: Item 33 of the Agenda 
(Document A46/30) 

The CHAIRMAN introduced the Director-General's report (document A46/30) and the following draft 
resolution, sponsored by the delegations of Bahrain, Belarus, Bolivia, Colombia, Comoros, Cook Islands, Cuba, 
Kazakhstan, Kenya, Kiribati, Lithuania, Mexico, Namibia, Papua New Guinea, Republic of Moldova, 
Swaziland, Tonga, Uganda, Vanuatu, Zambia and Zimbabwe: 

The Forty-sixth World Health Assembly, 
Bearing in mind the principles laid down in the WHO Constitution; 
Noting the report of the Director-General on health and environmental effects of nuclear weapons; 
Recalling resolutions WHA34.38, WHA36.28 and WHA40.24 on the effects of nuclear war on 

health and health services; 
Recognizing that it has been established that no health service in the world can alleviate in any 

significant a situation resulting from the use of even one single nuclear weapon; 
Reca j resolutions WHA42.26 on WHO's contribution to the international efforts towards 

sustainable development and WHA45.31 which draws attention to the effects on health of environmental 
degradation and recognizing the short- and long-term environmental consequences of the use of nuclear 
weapons that would affect human health for generations; 

Recalling that primary prevention is the only appropriate means to deal with the health and 
environmental effects of the use of nuclear weapons; 

Noting the concern of the world health community about the continued threat to health and the 
environment from nuclear weapons; 

Mindful of the role of WHO as defined in its Constitution to act as the directing and coordinating 
authority on international health work (Article 2(a)); to propose conventions, agreements and regulations 
(Article 2(k)); to report on administrative and social techniques affecting public health from preventive 
and curative points of view (Article 2(p)); and to take all necessary action to attain the objectives of the 
Organization (Article 2(v)); 

Realizing that primary prevention of the health hazards of nuclear weapons requires clarity about 
the status in international law of their use, and that over the last 48 years marked differences of opinion 
have been expressed by Member States about the lawfulness of the use of nuclear weapons, 

1. DECIDES, in accordance with Article 96(2) of the Charter of the United Nations, Article 76 of the 
Constitution of the World Health Organization and Article X of the Agreement between the United 
Nations and the World Health Organization approved by the General Assembly of the United Nations 
on 15 November 1947 in its resolution 124(11), to request the International Court of Justice to give an 
advisory opinion on the following question: 

1 Decision WHA46(11). 
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In view of the health and environmental effects, would the use of nuclear weapons by a State in 
war or other armed conflict be a breach of its obligations under international law including the 
WHO Constitution? 

2. REQUESTS the Director-General to transmit this resolution to the International Court of Justice, 
accompanied by all documents likely to throw light upon the question, in accordance with article 65 of 
the Statute of the Court. 

Dr PŒL (Legal Counsel) introduced the Director-General's report (document A46/30), entitled "Health 
and environmental effects of nuclear weapons"，and summarized it in some detail, adding that it had been 
placed on the agenda at the request of several countries, including Ecuador, Mexico, Nicaragua, Panama and 
Vanuatu. 

Although the likelihood of nuclear war had been greatly diminished, the potential danger of the use of 
nuclear weapons had not yet been eliminated. The accidental release of radioactivity during the production 
and dismantling of nuclear warheads and nuclear testing posed health and environmental hazards. He recalled 
WHO activities in the area from 1981 to 1991，which had included the initiation of a project entitled "The 
effects of nuclear war on health and health services". The International Committee established to carry out 
that project concluded that, as the health services of no country in the world were prepared to deal with the 
effects of nuclear war, the approach to the treatment of such effects must be primarily preventive. The 
Director-General had established the WHO Management Group on the Follow-up of Resolution WHA36.28, 
which had endorsed the conclusions of the Committee. The Group's report had constituted WHO's major 
contribution to the International Year of Peace in 1986. 

The report summed up the current situation as follows: nuclear weapons production had not ceased, and 
nuclear weapons were located on the territories of an ever-growing number of countries. Clandestine 
production of such weapons had made proliferation a major concern, not to mention the problems involved in 
their dismantling and disposal. More radioactive waste disposal facilities and better management were needed 
as a result. 

He recapitulated the health effects of nuclear weapons, including immediate, intermediate and long-term 
effects of actual use, and the health risks of nuclear weapons production and disposal. 

Some health-related environmental effects of the actual use of nuclear weapons would be contaminated 
water supplies, the destruction of sewage treatment and waste disposal facilities, damage to crops and the food 
chain, and climatic and global environmental changes. Nuclear weapons production and disposal could result 
in serious accidents, of which he cited recent examples. Nuclear testing also posed health hazards such as 
cancer; and decommissioning of nuclear facilities and dismantling of nuclear warheads exposed personnel and 
the environment to radiation and pollution risks. The socioeconomic impact of the use of nuclear weapons was 
devastating, and included fear of genetic defects and cancer，stress and anxiety among the population. 

The report concluded that the only remedy for such risks would be the elimination of nuclear weapons. 
WHO would continue its efforts to distribute information on health and environmental risks. A valuable list of 
references completed the document. 

He had no doubt that the Health Assembly would wish to express deep concern about the health-and-
environmental effects of nuclear weapons. A proposal made at the Forty-fifth World Health Assembly 
involved asking the International Court of Justice whether the use of nuclear weapons by a State in the course 
of a war or other armed conflict would be a breach of its obligations under international law, including the 
WHO Constitution. The United Nations General Assembly had already dealt with the question and had 
provided the following answer, in its resolution 33/71B (1978)，where it declared that "the use of nuclear 
weapons (would) be a violation of the Charter of the United Nations and a crime against humanity", and that 
the use of nuclear weapons was contrary to the rules of international law and the laws of humanity. He felt 
that that provided a clear response, and reminded the Committee that the Health Assembly had the authority 
to interpret the WHO Constitution, and proposed the following wording of a possible declaration to that effect: 
"In view of the health and environmental effects, the unjustified use of nuclear weapons by a State in armed 
conflict would be contrary to the spirit and health objective of WHO and, as such, a violation of the 
Constitution of WHO". The inclusion of the word "unjustified" would serve as a rallying point for Member 
States, whether they felt that all, or just some, uses of nuclear weapons were unjustified. 

Such a declaration, together with the United Nations General Assembly Resolution, might make it 
unnecessary to refer the item to the International Court of Justice. Should not the task of deciding whether an 
advisory opinion on the "illegality" issue was needed be that of the United Nations General Assembly, rather 
than the Health Assembly? More urgently needed were further disarmament negotiations, culminating in a 
truly international convention covering all nuclear weapons，which would, of course，extend beyond the health 
mandate of WHO. 
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Dr PHIRI (Zambia) said that the draft resolution before the Committee argued that WHO must 
determine whether the use of nuclear weapons would be a breach of Member States, obligations under 
international law. Although most people would agree as to the illegality of such use, those countries possessing 
nuclear weapons might argue that they had the right both to use existing weapons and to maintain their 
nuclear deterrent, while those that were still non-nuclear would be prevented from obtaining such weaponry. 

Before WHO could take the preventive steps provided for in its Constitution, it would require a clear 
ruling by the International Court of Justice. Indeed, by virtue of its unique competence in dealing with the 
health-related aspects of this issue, WHO should approach the Court for an advisory opinion. 

Those opposed to questioning the illegality of the use of nuclear weapons by Member States claimed that 
it could be seen as a political act outside the mandate of WHO and potentially damaging to the Organization, 
particularly in the light of its recent financial investigation and the closely contested re-election of the Director-
General. In his view, however, it was mandatory for the world's most important health organization to take 
preventive action immediately by appealing to the Court, a gesture that would have tremendous impact on the 
world's nuclear status. As the prevention of nuclear proliferation merely served to maintain or even increase 
the nuclear arsenals of the nuclear countries while hindering other States from obtaining such weapons, the 
focus should be on their complete abolition. 

Recalling the WHO Management Group statement on this subject, he said that the only approach to the 
treatment of the health effects of nuclear warfare was primary prevention (i.e. the abolition of nuclear 
weapons). He proposed that the vote on the draft resolution be taken by secret ballot. 

The CHAIRMAN noted that the delegate of Zambia had just invoked Rule 78 of the Rules of 
Procedure, should the matter come to a vote. 

Dr CHÁVEZ PEÓN (Mexico) thanked the Director-General for his report, which served as a good basis 
for the resolution under consideration, and the Legal Counsel for his clear account of the position with regard 
to the legality of nuclear weapons use. However, he disagreed with the suggestions that had so far been placed 
before the Committee. The issue was far more than merely one of striking a balance among countries and 
establishing peace; what was at stake was humanity's ability to avoid damage to the health of the people of the 
world and irreversible damage to the environment. There was unfortunately no real protection from the 
serious effects of exposure to radiation, and nuclear weapons had a catastrophic potential to damage humanity, 
especially given the existence of conflicting ideologies. TTie majority of countries lacked nuclear weapons and 
thus had a nuclear sword of Damocles hanging over them, and were powerless to change that situation. 

Solutions to the problems of nuclear weapons should be discussed in a civilized manner in the 
international forums created for that purpose. The Health Assembly, for example, had the authority to express 
views, adopt resolutions and consider the views of other organizations of the United Nations system, such as 
the International Court of Justice. It was for that reason that Mexico supported the draft resolution, and 
because it was convinced that the use of nuclear weapons in war would have devastating effects on health and 
the environment. WHO's Constitution clearly authorized it to engage in consultations in that area. There was 
also the need to protect future generations from the dangers of the use of nuclear weapons. 

He supported Zambia's proposal that a secret ballot should be taken, in order to allow for the decision-
making freedom required in a matter of such importance. 

Dr ТАРА (Tonga) said that document A46/30 described the deadly effects of nuclear weapons on 
human beings, health and the environment. His delegation had sponsored the draft resolution in the firm 
belief that the Health Assembly was entitled, under Articles 1 and 2 of the WHO Constitution, to consider and 
take decisions on the health and environmental effects of the use of nuclear weapons. 

In resolutions WHA34.38, WHA36.28 and WHA40.24, the Health Assembly had approved studies to be 
carried out on the health effects of nuclear war. The findings of those studies had been incorporated in the 
WHO publication Effects of nuclear war on health and health services. 

His delegation's sponsorship of the draft resolution was motivated solely by health-related, not political, 
concern. It was not the first time that the phrase "nuclear weapons" had appeared in a WHO text: he drew 
attention to operative paragraph 3 of resolution WHA36.28. The principle of health was one of several that 
were basic to the happiness, harmonious relations and security of all peoples，as stated in the preamble to the 
WHO Constitution, but human health did not exist in a vacuum. It was a fundamental human right of every 
human being, a state that should be enjoyed by all humanity. Human survival was at stake. 

The conclusions in paragraphs 51 to 54 of the Director-General’s report were valid. The Health 
Assembly had the competence, wisdom and mandate to consider the draft resolution，which was simply a 
request, as stated in operative paragraph 2，to the Director-General to transmit an appeal to the International 
Court of Justice for an advisory opinion on the question raised in operative paragraph 1. Such an advisory 
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opinion could provide much-needed information for WHO in its work. He urged delegations to support the 
draft resolution. 

Mrs LINI (Vanuatu) said that the nuclear activities summarized in the Director-General's report were all 
carried out in her region, from uranium mining to the manufacture, testing and deployment of nuclear 
weapons and the storage and dumping of nuclear waste. Vanuatu had sponsored the draft resolution in order 
to be consistent with its principles and its commitment to safeguarding the future of the global environment 
and of the human race. 

Vanuatu was a small island country with a fragile ecosystem, like 21 other South Pacific island countries. 
In 1983, after observing the development of nuclear weapons and their effects on the environment, Vanuatu 
had declared itself a nuclear-weapon-free State through an act of Parliament, and was now incorporating an 
article to that effect in its Constitution. 

As a member of the Non-Aligned Movement, Vanuatu stood by the vision of a nuclear-weapon-free 
world, as expressed in the statement on health and development adopted by the Tenth Conference of Heads of 
State or Government of Non-Aligned Countries in Jakarta in September 1992. 

As Vanuatu was a small island State its seafood, fruits, meat and water enjoyed no protection whatsoever 
from environmental disaster. Any nuclear accident, any atmospheric testing, and any nuclear weapon 
deployment not only affected health and the environment but could also threaten the survival of humanity 
through its impact on the food chain. 

However, the most important aspect of the measures needed to protect the population and the 
environment against the effects of nuclear activities was their cost. Small island States were already unable to 
pay for health programmes intended to achieve the WHO vision of health for all by the year 2000, let alone 
additional costs. Consequently contributions to WHO would be reduced，and the Organization would be 
unable to carry out its programmes. 

Vanuatu had sponsored the draft resolution aimed at obtaining the view of the International Court of 
Justice on the use of nuclear weapons because it saw such use not only as a health issue but also as a threat to 
humanity. In the Pacific today, women who became pregnant in areas affected by the nuclear explosion in 
1945 still gave birth to deformed children. The suffering of the people of Hiroshima was also well known. 
Radiation was like love: it did not respect boundaries. All the inhabitants of the planet shared its atmosphere. 

Mr BOYER (United States of America) said that it was impossible to take the position that nuclear war 
was desirable: nevertheless, his delegation was obliged to oppose the draft resolution. He respected the 
position of the sponsors and the strong feelings expressed in the debate. No one doubted the terrible health 
effects of nuclear war; no one would contest the conclusions of the Director-General's report. WHO's studies 
on the health effects of nuclear war were valid and within the Organization's mandate. 

But the draft resolution dealt with the issue in excessively narrow and technical terms. It did not request 
WHO to continue carrying out studies or the Director-General to report further conclusions about the health 
effects of nuclear war. Nor did it call on the Health Assembly to declare whether it thought nuclear war was 
good or bad. Only one issue was raised, namely that the Health Assembly, abandoning its own right to come 
to a conclusion, should ask the International Court of Justice to give an advisory opinion on whether the use of 
nuclear weapons would be a breach of obligations under international law. 

The Legal Counsel had described the strong conclusions adopted by the General Assembly on the 
subject, and had asked，"What else is there to be said? What more could the Court add to those conclusions?" 
He had specifically indicated that asking the Court whether the use of nuclear weapons was a breach of 
obligations went beyond WHO's health mandate. 

Accordingly, his delegation proposed, in accordance with Rule 65 of the Health Assembly's Rules of 
Procedure, that the draft resolution should be determined not to be within the competence of WHO. 

Mr J0RGENSEN (Denmark), speaking on behalf of the Member States of the European Community, 
said that they had listened carefully to the explanations given by the Legal Counsel, shared the concerns 
expressed by the United States delegate and supported his motion for the draft resolution not to be considered 
by the Committee. 

Dr CHÁVEZ PEÓN (Mexico) recalled that the Legal Counsel had carefully analysed the issue and had 
indicated that the Health Assembly had the right to make requests to advisory bodies such as the International 
Court of Justice. The Committee had heard the strong language of the resolutions of the United Nations 
General Assembly to the effect that the use of nuclear weapons was a crime against humanity. The specialized 
agencies should follow the same standards, in conformity with their specific mandates. Other bodies could, for 
example, raise the question of the effect on the right to work of the use of nuclear weapons. If such forums, 
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created for the discussion of specific topics, were not used for that very purpose，where were such topics to be 
discussed and decisions adopted? 

He renewed his appeal for the Committee to consider the draft resolution, despite the United States 
proposal. 

Dr DESSER (Austria) said that everyone was aware that the use of nuclear weapons would have 
devastating effects on overall health and the environment for generations to come. Austria had consistently 
declared its support for full nuclear disarmament, but the draft resolution before the Committee, requesting 
the International Court of Justice to give an advisory opinion on the illegality of the use of nuclear weapons, 
was not the appropriate path for the Health Assembly to follow. It therefore supported the United States 
proposal not to consider the draft resolution. 

Mrs HAYNES (Barbados) said that her country was concerned, not only about the use of nuclear 
weapons, but also about the effects of nuclear fallout from any source. The Director-General's report 
envisaged the evacuation of populations to uncontaminated areas, for example, but in the small islands of the 
Caribbean any such evacuation would be impossible. 

From its inception in 1974，the Caribbean Community had supported the idea of the Caribbean as a 
zone of peace. By extension, it would support a policy that made the region a nuclear-weapon-free zone. The 
need to highlight that position had become clear with the prospect of a plutonium-laden ship passing through 
the Caribbean Sea. The devastating effect of any spillage of that material in Caribbean coastal waters was well 
known to the countries of the region. Their vulnerable position prompted them not to miss any opportunity to 
state their position on that very serious issue. Her delegation therefore supported the draft resolution. 

Dr DLAMINI (Swaziland) said that her delegation strongly endorsed the draft resolution. The only 
action which the resolution sought was the transmission to the International Court of Justice of a request for 
an opinion. She therefore commended the draft resolution to the Committee. 

Dr MUNAR (Colombia) said that his delegation also supported the draft resolution. It could not agree 
with the statement in the Director-General's report that a major nuclear conflict had become more unlikely 
than before. The number of countries possessing nuclear weapons had grown and there was no rule of 
international law which prohibited their use. Nuclear weapons should be viewed by the Organization in the 
same light as chemical and biological weapons. The report clearly described the effects of nuclear weapons on 
health and the environment, and it was clear that it was within the Organization's mandate to deal with them. 
No other body in the United Nations system was better placed to do so. His delegation believed that WHO 
had the right to refer questions within its competence to the International Court of Justice, and accordingly to 
seek an opinion from the Court as to whether it was illegal under international law, including the WHO 
Constitution, for a State to use nuclear weapons. 

Dr ZAWAIRA (Zimbabwe) said that the number of countries with nuclear weapon capability had risen. 
Her delegation therefore supported the draft resolution wholeheartedly, despite the view expressed by the 
Legal Counsel that the action sought in the resolution was more properly a matter for the General Assembly 
of the United Nations. 

Dr KRAUS (Namibia) agreed with the previous speaker. The chances of a nuclear warhead being 
detonated had increased in recent years. 

Mr SENE (Senegal) said that a nuclear war could devastate human society and the environment. 
Although the end of the cold war had diminished the risk of such a catastrophe, the danger of nuclear weapons 
proliferating as a result of clandestine manufacture was a legitimate source of concern. The report vividly 
described the many harmful health effects of the use, production, testing and disposal of nuclear weapons. 
One of the principles of the Organization was that it should help to improve and safeguard the health of 
peoples. It was therefore right that WHO should discuss the danger to health which nuclear weapons 
represented. He did not believe, however, that it needed to seek an opinion from the International Court of 
Justice on the legality of the use of nuclear weapons, a matter which would be dealt with more appropriately 
by the United Nations General Assembly. 

Dr J ANSON (International Physicians for the Prevention of Nuclear War), speaking at the invitation of 
the CHAIRMAN, said that her organization included more than 200 000 physicians and other health care 
workers in over 80 countries. For more than 10 years it had studied the health and environmental effects of 
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nuclear weapons and had sought to prevent their occurrence. Physicians were well aware of the suffering 
produced by the use of even a single nuclear weapon and of the long-term effects which a nuclear explosion 
could have on future generations. They knew that no health service in the world could deal with the resulting 
casualties. From a strictly medical point of view，primary prevention was the only adequate means of averting 
such a catastrophe. A programme of preventive medicine was needed, designed to eliminate nuclear weapons, 
and with them the nuclear threat to public health. The global public health community looked to WHO to 
take immediate action which would eventually bring that about. Like many other preventive health measures it 
would need a legal basis, so it was important to clarify the status of nuclear weapons under international law. 
Her organization believed that WHO would be right to seek an opinion on the matter from the International 
Court of Justice and that it had the competence to do so. The Organization's request to the Court might be 
the only opportunity the world health community would have to seek a solution to its greatest health problem. 
WHO should ensure, however, that the health and environmental effects of the use of nuclear weapons 
received adequate consideration before a decision was taken as to whether their use was lawful. 

The meeting rose at 17h30. 



NINTH MEETING 

Wednesday, 12 May 1993, at 9h00 

Chairman: Mr В. M. TAITT (Barbados) 

1. HEALTH AND ENVIRONMENTAL EFFECTS OF NUCLEAR WEAPONS: Item 33 of the Agenda 
(Document A46/30) (continued) 

Ms KUNTZ (World Federation of Public Health Associations), speaking at the invitation of the 
CHAIRMAN, described the Federation's principal characteristics. At its most recent Annual Meeting held on 
the opening day of the Healtii Assembly, it had unanimously adopted a resolution on nuclear weapons and 
public health which, inter alia, urged the Forty-sixth World Health Assembly to request an advisory opinion 
from the International Court of Justice on the legal status of the use of nuclear weapons, so as to remove the 
cloud of legal doubt under which the nuclear powers continued their involvement with such weapons, as well as 
to provide the legal basis for the gradual creation of a nuclear-free world. The sentiments expressed in that 
resolution seemed to have been reflected by most speakers in the Committee's debate on agenda item 33. 

The Federation considered that WHO was competent to approach the International Court on behalf of 
the world health community. Notwithstanding the explanation provided by the Legal Counsel at the previous 
meeting, it remained convinced of the need to clarify international law in relation to the use of nuclear 
weapons. The United Nations instruments currently in force had proved ineffective in controlling the spread 
of nuclear weapons and their consequent threat to health and the environment. Moreover, despite the 
dedication of health professionals at every level, the use of even a single nuclear weapon would totally 
overwhelm both clinical and public health facilities. The only safeguard was thus prevention, and a new 
approach to the issue was urgently required. The Federation considered that WHO should take appropriate 
action on the matter without further delay. Approval of the draft resolution on health and environmental 
effects of nuclear weapons, which was before the Committee and to which the Federation lent its full support, 
would be a significant step towards a nuclear weapons convention and a healthier and safer nuclear weapon-
free world. 

The CHAIRMAN recalled that a motion had been tabled at the previous meeting by the United States 
delegation, supported by several other delegations, invoking Rule 65 of the Rules of Procedure of the World 
Health Assembly in connection with the draft resolution before the Committee. 

Dr CHÁVEZ PEÓN (Mexico) requested that the vote on the United States motion be taken by secret 
ballot. 

Mr BOYER (United States of America) requested a roll-call vote. 

Dr PIEL (Legal Counsel) explained that although Rule 74 of the Rules of Procedure established that the 
Health Assembly should normally vote by show of hands, except when a delegate requested a roll-call vote, a 
request for a vote by secret ballot under Rule 78 should be given priority. A decision whether or not to vote 
by secret ballot could only be taken by show of hands. 

The CHAIRMAN, after further clarifications, invited the Committee to vote by show of hands on the 
proposal for a vote by secret ballot on the motion tabled by the United States delegation invoking Rule 65 of 
the Rules of Procedure in regard to the draft resolution before the Committee. 

The proposal was adopted by 43 votes to 36, with 5 abstentions. 

The CHAIRMAN invited the Legal Counsel to explain the next stage of the voting procedure. 

- 2 6 3 -



264 FORTY-SIXTH WORLD HEALTH ASSEMBLY 

Dr PIEL (Legal Counsel) indicated that Rules 78, 79 and 80 of the Rules of Procedure, on voting by 
secret ballot, applied. 

Mr J. Ausman (Canada) and Mr B. S. Lamba (India) were appointed as tellers. 

In reply to a question from Mrs LINI (Vanuatu), the CHAIRMAN reminded delegates that the motion 
to be voted on had been tabled under Rule 65 of the Rules of Procedure of the World Health Assembly, which 
stated that "any motion calling for a decision on the competence of the Health Assembly to adopt a proposal 
submitted to it shall be put to the vote before a vote is taken on the proposal in question". 

Mr BOYER (United States of America) explained that his delegation had moved that the draft 
resolution before the Committee was not within WHO's competence. Attitudes to nuclear war were not in 
question. 

In response to procedural remarks by Dr MOHAMED (Libyan Arab Jamahiriya), Dr CHÁVEZ PEÓN 
(Mexico) and the CHAIRMAN, Dr PIEL (Legal Counsel) further explained that the United States of America 
had challenged the competence of the World Health Assembly on the issue under Rule 65. A "yes" vote would 
imply agreement that the Health Assembly did not have the competence to adopt the proposed resolution. A 
"no" vote would imply that the Health Assembly did have the competence to do so. 

Following further procedural remarks by Mr J0RGENSEN (Denmark), Dr OWEIS (Jordan) and 
Professor FIKRI-BENBRAHIM (Morocco), the CHAIRMAN invited the Committee to vote on the motion by 
the delegate of the United States of America. 

A vote was taken by secret ballot. 

The result of the vote was as follows: number of Members entitled to vote - 163; absent - 60; 
abstentions - 3; papers null and void - none; number of Members present and voting - 100; number required 
for a simple majority - 51; votes in favour - 38; votes against - 62. 

Having failed to obtain the required majority, the motion was rejected. 

2. THIRD REPORT OF COMMITTEE В (Document A46/49) 

Dr HAMDAN (United Arab Emirates), Rapporteur, read out the narrative part of the draft third report 
of Committee B. 

The report was adopted.1 

The meeting rose at llh40. 

1 See page 301. 



TENTH MEETING 

Wednesday，12 May 1993，at 14h30 

Chairman: Mr В. M. TAITT (Barbados) 

1. HEALTH AND ENVIRONMENTAL EFFECTS OF NUCLEAR WEAPONS: Item 33 of the Agenda 
(Document A46/30) (continued) 

Dr PIEL (Legal Counsel), replying to questions raised at the previous meeting regarding the authority 
needed to refer questions to the International Court of Justice, said that under Article 76 of WHO's 
Constitution, Article 92 of the Charter of the United Nations and Article X of the Agreement between the 
United Nations and WHO, the Organization was entitled to request the International Court for an advisory 
opinion on any issue falling within the Organization's competence. Such a request might be addressed to the 
Court by the Health Assembly or by the Executive Board if authorized by the Health Assembly, provided that 
it arose within the mandate of WHO, and that the Economic and Social Council was informed. 

The question of the health and health-related environmental effects of nuclear weapons fell squarely 
within the mandate of WHO. At its morning meeting, the Committee had decided under Rule 65 of its Rules 
of Procedure that the Health Assembly did have competence to consider a resolution on the question of 
whether the use of nuclear weapons by a State in armed conflict would be a breach of international law, and 
whether it would violate the Constitution of WHO, and a resolution had been proposed to refer those 
questions to the International Court of Justice for an advisory opinion. 

The General Assembly of the United Nations had already considered the substantive question of whether 
the use of nuclear weapons was illegal. It had declared that the use of such weapons would be a violation of 
the Charter, contrary to the rules of international law, and a crime against humanity. 

Since the question of the illegality of nuclear weapons did fall squarely within the mandate of the United 
Nations, and was being dealt with by the General Assembly and the Security Council, it clearly fell within the 
mandate of the General Assembly to refer the question of illegality to the International Court for an advisory 
opinion. From a strictly legal point of view, however, it was not within the normal mandate of WHO to refer 
the "illegality" issue to the Court. It would, at the same time, be within that mandate for the Health Assembly 
to raise the question and refer it, via the General Assembly, to the International Court of Justice. WHO could 
provide full background documentation as to the technical, health and environmental effects of the use of 
nuclear weapons. The Director-General could be requested to transmit the matter to the United Nations. 
Nevertheless, it was for the Health Assembly ultimately to decide on the scope of its competence to refer a 
legal question directly to the International Court of Justice or via the United Nations General Assembly. 

The question of a possible violation of WHO's Constitution was probably best decided by the Health 
Assembly itself. The Health Assembly could, for example, declare that "in view of the health and 
environmental effects, the unjustified use of nuclear weapons by a State in armed conflict would be contrary to 
the spirit and health objective of WHO and, as such, an illegal violation of the Constitution of WHO". If it so 
wished, the Health Assembly was entitled to make such a declaration without referral. It should be pointed 
out that, if it were to refer the issue of illegality or the constitutional issue to the International Court, WHO 
would be expected to provide full background documentation on the technical aspects, in addition to the 
arguments on both sides, in order to enable the Court to furnish its advisory opinion, and individual Member 
States would have the right to interplead: that process could prove to be both lengthy and costly. WHO would 
pay the costs of both the preparatory work and the presentation in the Court. 

On the other hand, if WHO were to refer the question through the General Assembly to the 
International Court, thus respecting the legal mandate of the United Nations, WHO would be expected to 
provide the relevant technical, medical, public health and health-related environmental information to the 
United Nations, while being spared the direct costs of the proceedings and the legal fees involved in preparing 
the appeal. 

-265 -
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Mr AITKEN (Assistant Director-General) drew the Committee's attention to Article XIII of the 
Financial Regulations of WHO. With the provisions of that Article in mind, he had discussed with the two 
programme managers concerned, namely those responsible for legal matters and environmental health, the 
potential costs of referral to the International Court of Justice including any which would be incurred by the 
Court itself as a result of the referral. 

The Organization was not yet in a position, particularly in the light of the uncertainty as to the extent of 
the legal fees that might be involved, to give a clear indication of the costs, but they were likely to amount to 
at least a six-figure sum in United States dollars. No provision had been made for that in the budget for the 
biennium 1992-1993 or, as yet, in the projected budget for 1994-1995. 

The DIRECTOR-GENERAL, speaking also as a member of ACC, said that, while of importance, the 
content of the draft resolution posed some difficult problems. He recognized that WHO should continue to 
study what was undoubtedly a major issue, but collaboration was essential within the United Nations system in 
that regard. He pledged that he would raise the issue in meetings of ACC or the Economic and Social Council 
or, if the Health Assembly so wished，personally draw attention to its importance at the General Assembly of 
the United Nations. The financial and legal issues raised should not, however, be underestimated. 

Mr BOYER (United States of America) thanked the Director-General, the Assistant Director-General 
and the Legal Counsel for their comments, which confirmed his delegation's impression that problems might 
arise if the draft resolution were adopted. In opposing it, his delegation was not expressing disapproval of the 
Director-General's report (document A46/30), or his conclusions; nor was it unsympathetic to the statements 
made on the subject during the discussion at the Committee's eighth meeting, particularly by the delegates of 
Tonga and Vanuatu. It did not oppose the adoption of an appropriate resolution. 

The draft resolution under consideration, however, was very narrowly focused on referral to the 
International Court of Justice. The Legal Counsel had outlined the legal consequences of such a decision, and 
had indicated that the question of the use of nuclear weapons as such did not fall within the scope of WHO's 
responsibilities. The Assistant Director-General had mentioned the costs entailed by a referral to the 
International Court, and the Director-General had stressed the need for coordination with other United 
Nations bodies. 

In the light of those considerations, he proposed that the draft resolution should be amended so as to 
maintain WHO's commitment to keeping the issue under review, while avoiding the difficulties to which 
referral to the International Court would inevitably give rise. In particular, he proposed the insertion in the 
draft resolution of a new operative paragraph which would read: 

ENDORSES the conclusions of the Director-General and his report on health and environmental 
effects of nuclear weapons (document A46/30), and requests him to continue his efforts in this field. 

He also proposed that the last preambular paragraph and the two operative paragraphs of the text be 
deleted. He hoped that the amendments could be accepted without a vote. 

Mrs LINI (Vanuatu), speaking as a sponsor of the draft resolution, said that the proposed amendment 
should not be adopted, firstly because the relevant United Nations General Assembly resolution on the use of 
nuclear weapons had not been widely respected. In that connection, she drew attention to the position taken 
by the Parliament of the United Kingdom of Great Britain and Northern Ireland in its discussion on the issue 
in December 1992，when it had decided that there was no need for an advisory opinion from the International 
Court of Justice on the legal status of nuclear weapons and that, in fact, the Non-Proliferation Treaty explicitly 
recognized the legitimacy of the possession of nuclear weapons by States which already had them in their 
arsenal. 

On the question of costs, she said that the International Court of Justice had just stated that WHO's sole 
costs would be those of preparing the referral. Vanuatu had made contact with a number of nongovernmental 
organizations which regarded the issue as being of great importance, and had ascertained that they were willing 
to contribute to the costs that would arise. 

Vanuatu was at the centre of nuclear activities, and their impact on health and the environment, not to 
mention the culture of indigenous peoples, could perhaps only be fully appreciated by countries that found 
themselves in that position. Such activities represented a matter of life and death for countries like her own. 

The Health Assembly should put the issue to a vote，and if it were agreed that it was indeed crucial, 
funds should be found to implement the draft resolution. 
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Dr CHÁVEZ PÉON (Mexico) said that consultations had been held with the officials responsible for 
finance and general services at the International Court of Justice, from which it had emerged that no direct 
costs would accrue to WHO in connection with an advisory opinion. 

With regard to the question of the Health Assembly's competence, he said that the objective of the draft 
resolution was not to determine the legality or illegality of nuclear weapons as such - an issue which was clearly 
beyond the mandate of the Health Assembly - but merely to obtain an advisory or consultative opinion from 
the International Court on the legal consequences of the use of such weapons in respect of the obligations 
assumed by States in relation to health and the environment under international law and the Constitution of 
WHO. 

The health-care costs resulting from the use of a nuclear weapon would greatly exceed the expenditure 
resulting from any referral of the question to the International Court of Justice. 

He therefore suggested that the Committee proceed to a vote on the resolution as originally submitted 

Dr PHI RI (Zambia) said that the amendment to the draft resolution implied that much work remained 
to be done. However, he had understood that a good deal of work had already been accomplished and needed 
only to be collected for transmission to the International Court of Justice. He asked the Legal Counsel for 
clarification regarding the court costs and legal fees to which he had referred since, to his knowledge, the 
Court did not charge United Nations agencies for its advisory opinions. He therefore endorsed the proposal of 
Mexico and Vanuatu that a vote should be taken on the draft resolution as it stood. 

Mr KOIMANREH (Papua New Guinea) said that his country was in the same Region as Vanuatu, and 
he fully endorsed the comments made by its delegate. He warned the Committee not to allow legal aspects to 
prevent them from taking a decision; if WHO really believed that the environmental impact of nuclear 
weapons was dangerous to humanity, it should find the funds needed to conduct studies and consult the 
International Court of Justice. He urged that the question be put to the vote. 

Dr ТАРА (Tonga) joined the delegates of Vanuatu, Mexico, Zambia and Papua New Guinea in opposing 
the amendment to the draft resolution proposed by the United States delegate. He recalled that a vote taken 
earlier that day had determined that the Health Assembly was indeed competent to consider the draft 
resolution; he would fully respect whatever decision it ultimately took. 

Dr MOHAMED (Libyan Arab Jamahiriya) said that he thought the matter had been decided by the vote 
taken that morning. There was no sense in introducing an amendment to a resolution to which one had 
already objected. Since the problem was one that threatened the well-being of the entire human race, his 
country would be prepared to share the burden of the legal costs involved. Determining the legal fees was 
unnecessary, as that was the responsibility of the financial authorities; the Committee's task was to take a 
decision, and find funding for it afterwards. He supported the comments made by the delegates of Vanuatu, 
Papua New Guinea, Mexico and others, and urged the Chairman to put the motion to the vote. 

Mr BONNEVILLE (France) thanked the Legal Counsel and the Assistant Director-General for their 
clarifications. Referring to Rule 13 of the Rules of Procedure, he pointed out that the Health Assembly had 
not been provided with a report on the technical, administrative and financial implications of the resolution 
before them if it were adopted, and requested clarification on that point. 

The CHAIRMAN replied that, in the light of the reports given by the Assistant Director-General, the 
Legal Counsel and the Director-General, the requirements of Rule 13 had been satisfied. 

Mr SENE (Senegal) thanked the Legal Counsel for the information he had provided, and said that he 
understood that the Director-General，s report had been drafted by eminent scientists from all over the world. 
The present discussion，however, centred on procedure，and the problem should be placed in the context of 
world developments, particularly with regard to the disarmament process. 

The CHAIRMAN asked the delegate of Senegal to confine his remarks to the amendment before the 
Committee. 

Mr SENE (Senegal) explained that he had merely intended to emphasize the importance of creating a 
climate of mutual trust between countries. The signature of the Convention on the Prohibition of the 
Development, Production，Stockpiling and Use of Chemical Weapons and their Destruction had been a major 
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step forward in that respect, since chemical weapons were also weapons of mass destruction. It was the 
Director-General's responsibility to contact the competent authorities about legality. 

It was important that delegations should not become divided over the issue, since safeguarding the health 
of the world's men, women and children was an ideal shared by all. Countries should work towards the 
implementation of the disarmament agreements under which certain nuclear warheads were to be destroyed, 
with all the technological and financial problems that that involved. He also urged the Committee to reach a 
consensus on the resolution so that a vote would not be needed. 

Dr KYABAGGU (Uganda) said that the draft resolution was the outcome of a long series of mutual 
concessions; he therefore opposed the proposed amendment. By approaching the International Court of 
Justice, a stronger base for a strategy of primary prevention could be built. He therefore joined those who 
wished to maintain the resolution as it stood. 

Ms VIRTANEN (Finland) supported the amendment to the draft resolution proposed by the United 
States delegation. 

Dr JANSON (International Physicians for the Prevention of Nuclear War), speaking at the invitation of 
the CHAIRMAN, said that her organization and its national affiliates，as well as a number of other 
organizations with worldwide membership, would assist WHO in its initiative by raising extrabudgetary funds, 
should the Committee adopt the resolution before it. 

The CHAIRMAN drew the Committee's attention to Rule 67 of the Rules of Procedure, according to 
which any amendment to a resolution must be voted on first. 

He therefore invited the Committee to vote by show of hands on the amendment to the draft resolution. 

The amendment to the draft resolution was rejected by 60 votes to 33，with 5 abstentions. 

Mr BOYER (United States of America), invoking Rule 73 of the Rules of Procedure, called for a 
decision by a two-thirds majority on the amendment, noting that many speakers had stressed the importance of 
the question. 

The CHAIRMAN pointed out that，in Rule 72，the term "important question" was defined as including 
the adoption of conventions or agreements, amendments to the Constitution，decisions on the amount of the 
budget, and decisions to suspend voting privileges. In his judgement, the United States amendment did not 
qualify as an "important question". He invited the Committee to vote by show of hands on whether the 
amendment needed to be adopted by a two-thirds majority. 

The proposal to adopt the amendment by a two-thirds majority was rejected by 64 votes to 31，with 
2 abstentions. 

Mr CHABEN (Uruguay) objected to the Chairman's having put a procedural decision to the Committee. 
It was for the Chairman and the Legal Counsel to decide such matters. 

The CHAIRMAN noted that the Committee's decision had been in line with his own judgement on the 
issue: no harm had been done in seeking the Committee's endorsement of his ruling. 

He invited the Committee to proceed to a vote by secret ballot on the draft resolution on health and 
environmental effects of nuclear weapons. In response to a query by Mr BOYER (United States of America), 
he confirmed that a vote by secret ballot had indeed been requested. 

A vote was taken by secret ballot. 

The result was as follows: Members entitled to vote - 164; absent - 54; abstentions - 6; papers null and 
void - 0; votes in favour - 73; votes against - 31; simple majority - 53. 

Having obtained the required majority, the draft resolution was approved.1 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted, after further amendment at the 
thirteenth plenary meeting, as resolution WHA46.40. 
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Mr OKELY (Australia) said that his delegation had abstained from voting on the resolution because it 
did not find it within the Health Assembly's competence to refer the question of the legality of nuclear 
weapons to the International Court of Justice. That was a political issue which did not fall into the arena of 
world health and it was therefore inappropriate for the Health Assembly to consider it. Australia was, of 
course, strongly committed to nuclear disarmament and the non-proliferation of nuclear weapons and to 
multilateral efforts directed towards those objectives. It sympathized fully with the intent of the resolution and 
shared the commitment to build a peaceful world which the resolution expressed. 

Ms FEARNLEY (New Zealand) said that her delegation fully supported both the pursuit of health for 
all and moves to control and eventually eliminate all nuclear weapons. In view of the Organization's technical 
mandate, her delegation had grave doubts about the appropriateness of the procedure proposed in the 
resolution. Issues such as the legality of nuclear weapons should be dealt with in other forums. Her 
delegation had therefore abstained in the vote. 

Mr KASTBERG (Sweden) said that his delegation had also abstained, for the reasons given by the two 
previous speakers. 

Dr PAZ-ZAMORA (representative of the Executive Board) said that the Convention on the Prohibition 
of the Development, Production, Stockpiling and Use of Chemical Weapons and on their Destruction had been 
signed in Paris in January 1993 by more than 150 countries at a United Nations ceremony at which the 
Secretary-General of the United Nations had been present. He suggested that the Health Assembly should 
communicate to the Secretary-General its satisfaction at that historic event. 

The CHAIRMAN said that the Committee had concluded its consideration of item 33. 

2. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT)： 
Item 20 of the Agenda (Resolution WHA45.35; Document A46/14) 

Professor GIRARD (representative of the Executive Board), introducing the item, said that discussion at 
the more recent sessions of the Health Assembly and the Executive Board had shown that the prevention and 
control of AIDS involved factors other than health and hygiene. At its ninety-first session the Board had noted 
with deep concern the continuing spread of the AIDS pandemic and its potential for destabilizing societies 
through its social and economic impact. It had welcomed the progress recorded in the Director-General's 
report on the implementation of the global strategy for the prevention and control of AIDS and particularly 
the attention being paid to women, adolescent health and the avoidance of discrimination, as well as the 
inclusion of activities on sexually transmitted diseases in the Global Programme on AIDS. The treatment of 
those diseases was one of the main ways of limiting the spread of the epidemic. In response to its suggestion 
that global targets should be set for HIV prevention that were related to behaviour change or disease impact, 
the Board had been informed that a number of primary prevention indicators were being field-tested and that 
a set of global targets based on some of those indicators was being developed. 

With regard to problems of global, regional and country-level coordination in controlling the AIDS 
epidemic, the Board had noted with satisfaction that the Management Committee of the Global Programme 
had established a 12-member Task Force on HIV/AIDS Coordination that included representatives of 
governments, United Nations organizations - one of which was WHO - and nongovernmental organizations. Its 
terms of reference were to encourage exchange of information, to provide a focal point at global level to deal 
with coordination issues，to promote coordinated implementation of policies and programmes, to monitor the 
mobilization and distribution of resources，to identify coordination issues of urgent concern and to prepare a 
comprehensive biennial report summarizing the HIV/AIDS-related activities of major external support 
agencies. The Task Force had held its first meeting in February 1993. The fact that coordination was the 
essence of its work did not imply any underestimation of the seriousness of the epidemic or the importance of 
its technical aspects. 

The socially destabilizing potential of the AIDS epidemic meant that it was more than simply a health 
problem. It had been found necessary, for example, to integrate the activities of the WHO Global Programme 
on AIDS with those of the former WHO programme on sexually transmitted diseases. Perhaps similar action 
should be taken in connection with the tuberculosis programme. Later on，consideration might be given to a 
reformulation of the AIDS programme which would involve developing national health systems to a point at 
which the means of controlling and preventing AIDS formed part of disease control as a whole. 
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Shifting the focus of the control of AIDS away from the health sector on the grounds that it involved a 
number of other sectors would undermine both health policies and the effectiveness of those who were 
implementing them. It was true that AIDS was not solely a health problem, since it had sociological, cultural, 
economic and demographic consequences. It was therefore of concern to many other organizations besides 
WHO, including some in the United Nations system. Underlying the question as to who should be responsible 
for AIDS control, however, was nothing less than the future of WHO. The question of AIDS and of health in 
general was a political one, but one that it was right to discuss in the Health Assembly. If responsibility for 
AIDS was entrusted to other organizations, the political power that health professionals needed to perform 
their mission would be lost, as would the effectiveness of health systems. It was clear that WHO could not act 
alone, and it must coordinate and delegate, but there were two complications. Firstly, some might think that 
WHO's aim was to increase the power of health professionals, or that it was engaged in some kind of 
rearguard action to keep health in the hands of doctors. Secondly, some people believed that WHO was no 
longer capable of achieving its aims because some of its structures were obsolete, and it was therefore 
necessary to transfer the control of AIDS to other organizations. Both views were, of course, mistaken. While 
a discussion of the problem might appear to obscure the seriousness of the epidemic and the suffering caused 
by AIDS，it was nevertheless necessary to consider who should be responsible for defining health policy. 

Dr LA RIVIÈRE (Canada) introduced the following draft resolution sponsored by the delegations of 
Australia, Austria, Barbados, Belgium, Botswana, Canada, China, Cook Islands，Côte d'Ivoire, France, Ghana, 
Indonesia, Israel, Japan, Kenya，Kuwait, Malaysia，Maldives, Mauritius, Mongolia, New Zealand, Philippines, 
Seychelles, Singapore, Swaziland, Sweden, Switzerland, Tonga, United Arab Emirates, United Kingdom of 
Great Britain and Northern Ireland，United States of America, Uruguay, Vanuatu and Viet Nam: 

The Forty-sixth World Health Assembly, 
Having considered the report of the Director-General on the implementation of the global strategy 

for the prevention and control of AIDS in document A46/14; 
Recalling resolutions WHA40.26，WHA41.24，WHA42.33, WHA42.34，WHA43.10 and WHA45.35, 

as well as United Nations Economic and Social Council resolution 1992/33 and United Nations General 
Assembly resolution 47/40; 

Recognizing with concern the rapid spread of HIV and AIDS as a crucial health problem with 
major implications for overall health policy in many countries of the world and which places an 
increasing burden on already strained health and social services; 

Recognizing the role of other sexually transmitted diseases in the spread of HIV; 
Recognizing that a multisectoral response is required to strengthen preventive efforts and to reduce 

the increasing social and economic consequences of the pandemic, and that a wide range of 
organizations, agencies and groups need to contribute to this response; 

Expressing appreciation to all organizations and bodies of the United Nations system, and the 
many nongovernmental organizations concerned，for their expanding activities undertaken in support of 
the global AIDS strategy; 

Realizing the need for a consistent source of technical, policy and strategic advice on HIV and 
AIDS; 

Recognizing that resource constraints make ever more essential the need to use resources in the 
most cost-effective manner; 

Considering the ongoing reform in the United Nations system to improve coordination in general, 
and welcoming in particular the strengthening of the Inter-Agency Advisory Group on AIDS, and the 
newly formed Task Force on HIV/AIDS Coordination established by the Management Committee of the 
WHO Global Programme on AIDS to facilitate coordination of the response to the HIV/AIDS 
pandemic, 

1. REQUESTS the Director-General, taking full account of the views of the Management Committee, 
to consider the economic and organizational benefits - to Member States and the United Nations 
system - of a joint and cosponsored United Nations Programme on HIV and AIDS, designed to: 

(1) provide the cosponsoring agencies with technical, strategic and policy direction; 
(2) collaborate with other organizations of the United Nations system, governments and 
nongovernmental agencies on matters related to HIV and AIDS; 
(3) strengthen governments' capacity to coordinate HIV/AIDS activities at country level; 

2. REQUESTS the Director-General, taking into account the provisions of paragraph 1 above, to 
study the feasibility and practicability of establishing such a programme, giving particular attention to: 



COMMITTEE В: ELEVENTH MEETING 271 

(1) the anticipated growth and consequences of the pandemic over the next two decades; 
(2) the likely level of resources available for actions in relation to HIV/AIDS over the next 
decade; 
(3) the practical arrangements for establishing such a programme，including management systems 
and structures; 
(4) the need to have global leadership for a coordinated international response to the pandemic; 

3. REQUESTS the Director-General to undertake the above in close consultation with the 
Administrator of the United Nations Development Programme, the Executive Director of the United 
Nations Children's Fund, the Executive Director of the United Nations Population Fund, the Director-
General of the United Nations Educational，Scientific and Cultural Organization and the President of the 
World Bank; and in collaboration with other relevant international organizations, nongovernmental 
organizations and Member States; 

4. CALLS UPON the organizations of the United Nations system cited in operative paragraph 3 
above, as well as the Management Committee Task Force on HIV/AIDS Coordination, to participate 
actively in this consultative process; 

5. URGES those providing contributions to the Global Programme on AIDS to continue to provide 
needed financial support while consultations are under way; 

6. REQUESTS the Director-General, on the basis of the consultations, to develop options for a 
cosponsored programme with the organizations cited in operative paragraph 3，taking into full account 
the views of the Management Committee; 

7. REQUESTS the Director-General to report on the outcome of the consultative process to the 
ninety-third session of the Executive Board in January 1994. 

The resolution was now also being sponsored by the delegations of Bulgaria, Nepal, Netherlands and 
Tunisia. Its objective was to invite the Director-General of WHO to examine, with the heads of other 
organizations and bodies of the United Nations system，the possibility of setting up a system-wide governing 
mechanism of support for the Global Programme on AIDS，which would complement that programme, enable 
other interested organizations, including the specialized agencies，to play a vital part in the fight against HIV 
infection and AIDS, and fulfil the particular need in the United Nations system for clear, coordinated and 
collaborative efforts. 

In the light of its success in coordinating and consolidating action by United Nations agencies, financial 
and technical contributors, and the countries concerned, the Joint Coordinating Board of the Special 
Programme for Research and Training in Tropical Diseases had been put forward as a model for a possible 
response to the unique challenge posed by HIV and AIDS. Given the urgent need to devote adequate 
resources to tackling the AIDS pandemic, the Director-General was being asked to consider existing models, 
such as the Joint Coordinating Board，without ruling out any other, possibly better, alternatives which might be 
found. 

While apologies were due to delegates who had not been consulted during previous discussions on the 
resolution, every effort had been made to involve everybody. It was to be hoped that the resolution would be 
strongly supported. 

Dr NO VELLO (United States of America) commended the expansion and refinement of the global 
AIDS strategy and the establishment of its new orientation. The commitment on the part of the staff of the 
Global Programme on AIDS to taking a leading role in HIV and AIDS control was greatly to be commended. 

Particularly welcome was the current report's focus on women, children and AIDS, prevention and 
measures against discrimination, and the problem of enhanced collaboration with nongovernmental 
organizations. Future reports might usefully have separate sections devoted to the six proposed ways of 
meeting the new challenge of the AIDS pandemic, which were well described in the 1992 strategy "update" and 
endorsed by the Forty-fifth World Health Assembly and by the United Nations General Assembly. Those 
separate sections could help Member States to understand better the strategies currently being pursued by the 
Global Programme on AIDS in the priority areas, while the emphasis on future programme directions could 
allow a clear indication to be given of the Programme's goals over the coming years. 

While WHO, other United Nations organizations, nongovernmental organizations and bilateral donor 
countries had made great progress in improving coordination at international level，coordination of AIDS 
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activities at national level was a cause of some concern. Conflicting requirements had frequently led to plans 
being prepared to meet the needs of donor agencies, rather than being subordinated to a plan which met the 
needs of the country as a whole. That had prevented countries from establishing their own priorities and 
determining how financial support from donor agencies could best be used within a national multisectoral plan. 
While each donor obviously had its own particular documentation requirements, it was essential to refer to the 
medium-term plan. 

At the national level, the problem of coordination also required the full attention not only of ministries 
of health, but also of those responsible for other sectors such as education, planning and finance. UNDP had a 
vital role to play in that part of the process. At the global level, the United Nations organizations and bodies 
dealing with health, development, education, research, and other areas would have to coordinate their efforts. 
The study proposed in the resolution would help to define an appropriate response to AIDS in the coming 
years. 

Her delegation welcomed the collaboration between WHO and the World Bank on the 1993 World 
Development Report entitled "Investing in health". It was vital for health care professionals to include sectors 
such as finance and planning within their definition of public health leadership, so that the social and economic 
effects of AIDS might be better understood and the necessary resources made available for its prevention and 
control. 

The following，from the text handed in by the United States delegation, is included in the summary 
record under the special authority of the Chairman, and should not be considered in connection with any 
conclusions drawn or action taken by the Committee: 

The work of the recently established Management Committee Task Force on Coordination would also be 
crucial for the development and support of national principles for coordination at national level. It was 
essential to have effective coordination between the efforts being made by the many agencies, including the 
United Nations, bilateral assistance agencies and nongovernmental organizations in global prevention and 
control, and to define clearly their respective capabilities and resources. 

3. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 31 of the Agenda (continued) 

Effects of the air traffic embargo on the Libyan Arab Jamahiriya with regard to medical supplies 
and health services and programmes: Item 31.4 of the Agenda (continued from the eighth meeting, 
section 3) 

The CHAIRMAN drew delegates，attention to a request from the delegation of the Libyan Arab 
Jamahiriya to invoke Rule 70 with regard to the closure of the debate during the eighth meeting of the 
Committee on the draft resolution on the effects of the air traffic embargo on the Libyan Arab Jamahiriya 
with regard to medical supplies and health services and programmes. The request would be discussed at the 
next meeting of the Committee before resuming discussion of item 20. 

The meeting rose at 17h45. 
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Thursday, 13 May 1993, at 9h15 

Chairman: Mr В. M. TAITT (Barbados) 

1. PERSONNEL MATTERS: Item 29 of the Agenda (continued) 

Meritorious within-grade increases: Item 29.3 of the Agenda (Document A46/23) (continued from the 
eighth meeting, section 1) 

The CHAIRMAN drew the attention of the Committee to the following draft resolution proposed by the 
delegations of Australia, Canada, Denmark, Norway, Tonga, United Kingdom of Great Britain and Northern 
Ireland and United States of America: 

The Forty-sixth World Health Assembly, 
Having considered the report of the Director-General on meritorious within-grade increases; 
Recalling the United Nations General Assembly resolutions 44/198 of 21 December 1989 and 

45/241 of 21 December 1990 concerning the United Nations Common System, and in particular 
Section VI of resolution 45/241, 

1. COMMENDS the Director-General and endorses his decision to amend the Staff Rules, in 
accordance with the requirements of the United Nations General Assembly resolution 45/241, so that no 
new staff joining WHO after 1 March 1993 will be eligible for extra meritorious within-grade steps after 
twenty, twenty-five, thirty and thirty-five years of service; 

2. REQUESTS the Director-General further to amend the Staff Rules in accordance with the Staff 
Regulations in order that all staff who were working in the Secretariat before 1 March 1993 and who 
would have been eligible for an increase should, at the time they would have become eligible for that 
increase, receive one within-grade increase equivalent to the amount which would have been granted as a 
meritorious increase under the provisions of Staff Rules 555.1 and 555.2, and receive no more such 
increases thereafter. 

He suggested that the Committee might wish to waive the provisions of Rule 52 of the Rules of 
Procedure of the World Health Assembly, and consider the draft resolution immediately. 

It was so agreed. 

Mr OKELY (Australia) introduced the draft resolution on behalf of the informal working group. He 
reminded the Committee that he had reported on the group's deliberations at the eighth meeting. TTie 
principal concern had been to devise suitable transitional arrangements for existing WHO staff, following the 
cessation of the meritorious within-grade increase scheme in accordance with United Nations General 
Assembly resolution 45/241. Their conditions needed to be brought more into line with those of other United 
Nations staff who had not enjoyed the benefits of additional salary increments, often - but not always -
awarded not for exceptional performance as one might expect, but for length of service. If the Health 
Assembly did not agree on suitable arrangements, it was very likely that the United Nations General Assembly 
would do so. However, it was most unlikely that those arrangements would be as considerate of serving WHO 
staff as those set out in the draft resolution. The resolution had been drafted with the interests of WHO staff 
in mind, in consultation with the Division of Personnel, and with the benefit of advice from representatives of 
the WHO Staff Association, the Federation of International Civil Servants' Associations (FICSA) and the 
International Civil Service Commission (ICSC). The resolution provided for a single merit increase in salary 

- 2 7 3 -
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for eligible serving WHO staff on completion of either 20, 25，30 or 35 years service. There would be no 
further increases (except for promotion) once that increase had been awarded. The draft resolution called on 
the Director-General to modify the Staff Rules accordingly. It was expected that the revised arrangements, if 
approved, would come into effect on 1 February 1994. On behalf of the sponsors he commended the 
resolution to the Committee. 

Mr GEDOPT (Belgium) welcomed the compromise between justice for serving staff and necessary 
compliance with a requirement of the United Nations General Assembly. His delegation supported the draft 
resolution. 

Ms FEARNLEY (New Zealand) requested that the New Zealand delegation be added to the list of 
sponsors of the draft resolution. 

Mr AUSMAN (Canada) welcomed the effort to resolve the discrepancy between WHO's Staff Rules and 
the United Nations common system and endorsed the findings of the working group. Canada interpreted the 
term "within-grade", as it appeared in operative paragraph 2 of the draft resolution, to mean that payment 
would be made in accordance with the dispositions of the common system and would avoid extending salaries 
and pensionable remuneration beyond the common system ceiling for each grade. He asked for that 
interpretation to be reflected in the records of the Committee. 

Ms OLSEN (WHO Staff Association), speaking at the invitation of the CHAIRMAN and on behalf of 
the Staff Associations of WHO and LARC, said that they were disappointed that the recommendation of the 
Director-General (the person directly responsible for staff management) to retain the meritorious within-grade 
increases for all staff employed before 1 March 1993 had not been endorsed. They had warned againt inequity 
and stressed that the number of staff eligible was very limited - 86% of general service staff and 83% of staff in 
the professional and higher categories left before their twentieth year of service, and more would do so 
because of the present restructuring of the United Nations; even fewer staff would reach the 25-, 30- and 
35-year milestones: the cost of phasing out those increases over the coming years for currently serving staff 
would thus have been marginal. 

On the other hand, the Staff Associations had been gratified by the positive comments concerning staff 
performance from the United States delegate, and welcomed the assurance that the request to the Director-
General contained in operative paragraph 2 of the draft resolution should not be seen as criticism of the staff, 
but rather as an effort to harmonize procedures within the United Nations common system. The Staff 
Associations had drawn attention to other already established common system procedures to which WHO was 
not yet aligned, such as the scheme rewarding linguistic skills in the professional category. Staff 
representatives would now concentrate their efforts on ensuring those entitlements. 

One delegate had said that staff representatives should be involved in detailed discussions on conditions 
of service before implementation of new measures. While it could not be guaranteed that staff would welcome 
the proposed request to the Director-General on amendment of the Staff Rules，representation was indeed 
essential; she urged them to continue along that path of negotiation. 

The draft resolution was approved.1 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM: Item 31 of the Agenda (continued) 

Effects of the air traffic embargo on the Libyan Arab Jamahiriya with regard to medical supplies and 
health services and programmes: Item 31.4 of the Agenda (continued from the tenth meeting, section 3) 

The CHAIRMAN said that the delegation of the Libyan Arab Jamahiriya had invoked Rule 70 of the 
Rules of Procedure in moving reconsideration of the item, notwithstanding the decision taken at the eighth 
meeting. The Committee must decide on that motion by a two-thirds majority. Two speakers were permitted 
to oppose the motion, after which it must immediately be put to a vote. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA46.34. 
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Mr BOYER (United States of America) said that his delegation opposed the motion. Much time had 
already been spent on the issue. The reason why the Committee had rejected the proposed resolution was that 
WHO already had resolutions and policies to deal with embargoes; another resolution, therefore, was not 
required. The Committee's earlier decision had been entirely correct. 

Mr BURNS (United Kingdom of Great Britain and Northern Ireland) wholeheartedly endorsed the 
comments by the United States delegate. 

The CHAIRMAN invited the Committee to vote by show of hands on the proposal. 

The motion was rejected by 35 votes to 8，with 20 abstentions. 

General matters: Item 31.1 of the Agenda (continued from the seventh meeting, page 243) 

The CHAIRMAN invited the Committee to consider the following draft resolution on health and 
medical services in times of armed conflict, proposed by the delegations of Australia, Austria, Barbados, 
Belgium, Bulgaria，Cameroon, Central African Republic, Colombia, Congo, Croatia, Cuba, Denmark, Finland, 
Gambia, Germany, Hungary, Iceland, Israel, Jordan, Kenya, Lebanon, Maldives, Mexico, Mozambique, 
Namibia, Netherlands, Nicaragua, Norway, Rwanda, Saudi Arabia, Slovak Republic, Swaziland, Sweden, 
Switzerland, Thailand, Tonga, Trinidad and Tobago, Tunisia, Turkey, United Kingdom of Great Britain and 
Northern Ireland and Vanuatu: 

The Forty-sixth World Health Assembly, 
Recalling the World Health Assembly resolution WHA30.32 and the Executive Board resolution 

EB61.R37 and decision EB63(10) on the Principles of Medical Ethics relevant to the role of health 
personnel, particularly physicians, in the protection of prisoners and detainees against torture and other 
cruel, inhuman or degrading treatment or punishment; 

Recalling the rules of international humanitarian law on the protection of victims of armed conflict, 
especially the four Geneva Conventions of 12 August 1949 and their two additional protocols of 1977; 

Recalling also the regulations in times of armed conflict, adopted by the World Medical 
Association in Havana, Cuba, in 1956 and Istanbul，Turkey, in 1957 and amended in Venice, Italy, in 
1983 and the 1985 Declaration of Tokyo; 

Aware that, over the years, considerations based on fundamental principles of humanity have 
resulted in improved protection for medical establishments and units as well as for their emblems; 

Deeply disturbed by recent reports of increasing and widespread deliberate attacks on medical 
establishments and units and by the misuse of the Red Cross and Red Crescent emblems; 

Further recalling that such acts constitute war crimes; 
Deeply concerned over alleged systematic breaches of the Principles of Medical Ethics referred to 

above by some medical personnel， 

1. CONDEMNS all such acts; 

2. CALLS on all parties to armed conflicts to fully implement the rules of international humanitarian 
law protecting wounded, sick and shipwrecked persons, as well as medical personnel, and to respect 
provisions that regulate the use of Red Cross and Red Crescent emblems; 

3. STRONGLY URGES parties to armed conflicts to refrain from all acts that prevent or obstruct 
the provision or delivery of medical assistance and services; 

4. APPEALS to all medical associations to actively safeguard, promote and monitor strict adherence 
to established principles of medical ethics and to expose and take appropriate measures against 
infractions where they occur; 

5. REQUESTS the Director-General: 
(1) to advocate strongly the protection of medical establishments and units to all parties 
concerned; 
(2) to liaise closely in this regard with the United Nations Secretary-General and his Under-
Secretary-General for Humanitarian Affairs, Office of the High Commissioner for Refugees 
(UNHCR), United Nations ChUdren's Fund (UNICEF), the International Committee of the Red 
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Cross (ICRC), the International Federation of Red Cross and Red Crescent Societies (IFRC) and 
with competent organizations of the United Nations system, and other international and 
nongovernmental organizations; 
(3) to disseminate this decision widely; 
(4) to report to the Forty-eighth World Health Assembly in 1995 through the Executive Board on 
developments and on action taken by WHO to remedy the situations referred to in this resolution. 

Mr WIDODO (Indonesia) said that in order to clarify and strengthen the draft resolution, his delegation 
proposed the following amendments: in operative paragraph 2 the words "adhere to and" to be inserted after 
the word "fully"; the words "in accordance with internationally accepted instruments" to be added at the end of 
operative paragraph 5(1); the word "concerned" to be added at the end of operative paragraph 5(2); and in 
operative paragraph 5(4) the deletion of the words "by WHO" in the phrase "action taken by WHO". 

The CHAIRMAN said that to remove the words "by WHO" in operative paragraph 5(4) might not be 
desirable, since the Director-General was accountable only for actions taken by the Organization. 

Mr WIDODO (Indonesia) withdrew that part of his proposal. 

Professor GIANNICO (Italy) noted with regret that international humanitarian law was often violated 
because of armed conflicts which involved civilian populations and hampered the actions of medical and 
paramedical personnel. Even humanitarian organizations such as the International Red Cross and the 
International Red Crescent were hampered in guaranteeing the application of freely signed conventions for the 
protection of the wounded and of prisoners, refugees and detainees. He therefore called on the Health 
Assembly to reassert firmly the obligation of parties in conflict to respect strictly the rules of international 
humanitarian law that were basic to human dignity. That appeal would fit in well with the theme chosen by 
the International Red Cross for the recent celebration of its World Day: "Dignity for all". He fully supported 
the resolution and asked that Italy be added to the list of sponsors. 

Mr AUSMAN (Canada) asked what the Indonesian delegate had meant by the phrase, "in accordance 
with internationally accepted instruments". 

Mr WIDODO (Indonesia) said that the "internationally accepted instruments" referred to were the 
Geneva Conventions of 1949, and their two additional protocols of 1977，which were mentioned in the second 
preambular paragraph of the resolution, as well as other principles of medical ethics. 

Mr KASTBERG (Sweden) said that although he had been informed of the amendments he had not had 
time to consult the other sponsors or seek the views of the Legal Counsel, in particular with regard to the 
amendment of operative paragraph 5(1). If the Legal Counsel could deal with that amendment there would be 
no problem in accepting the others, and he hoped that Indonesia would then become an additional sponsor of 
the resolution. 

The CHAIRMAN said that he had been informed that the matter did not require the Legal Counsel's 
advice. The phrase "in accordance with internationally accepted instruments" seemed to have a limiting effect. 
As constituted, paragraph 5(1) would give the Director-General scope to advocate the protection of medical 
establishments and units even in those areas where no internationally accepted instruments existed, and for 
which instruments might be needed. If the phrase were added it might limit the Director-General�act ion. 

Ms WOLTERS (Netherlands) asked for additional time to study the proposed amendment. 

Mr J0RGENSEN (Denmark) said that of the remaining three proposed amendments the first and the 
third were patently acceptable, while the second caused some confusion. He therefore appealed to the 
Indonesian delegate to withdraw his proposed amendment to operative paragraph 5(1) so that the two other 
amendments could be adopted, and the Indonesian delegation could become a sponsor. 

Mr KASTBERG (Sweden) said that after informal consultation he understood that the Indonesian 
delegation was prepared to withdraw the amendment to operative paragraph 5(1). He hoped that the 
amendments to operative paragraphs 2 and 5(2) would be accepted. 

Mr ADOGLI (Togo) asked that Togo be added to the list of sponsors of the draft resolution. 
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The C H A I R M A N said he took it that the two remaining amendments were accepted. 

The draft resolution on health and medical services in times of armed conflict, as amended, was 
approved.1 

Mr E R K M E N O Ô L U (Turkey), speaking in explanation of vote，said that although his delegation had 
joined the consensus on the resolution，Turkey was not a party to the 1977 additional protocols to the Geneva 
Convention of 12 August 1949; the adoption of the resolution did not affect his Government 's position with 
regard to those protocols. 

The C H A I R M A N remarked that it was not the practice for cosponsors of resolutions to explain their 
vote. 

International Year of the World's Indigenous People 

Mrs McLAUGHLIN (United Nations Centre for Human Rights) welcomed the opportunity of speaking 
on behalf of the Coordinator of the International Year of the World's Indigenous People, the Assistant 
Secretary-General for Human Rights, Mr Ibrahima Fall. She commended the Health for Minorities Working 
Group, a nongovernmental organization, which was active in bringing together health professionals from 
indigenous and minority peoples and was initiating special activities in cooperation with W H O and the Centre 
for Human Rights to promote the health of indigenous people. As an indigenous Australian, with 20 years 
experience in health, welfare and other social services, she was particularly happy to address the Committee, 
and saw the occasion as symbolic of a new relationship between indigenous peoples and the United Nations 
system. 

Enshrined in WHO's Constitution, the right to health had long been recognized in international 
instruments as a basic human right. The need for indigenous people to play a part in determining how to 
exercise that right was increasingly recognized. The Working Group on Indigenous Populations was drafting a 
universal declaration aimed, inter alia, at protecting the right of indigenous people to participate fully at state 
level，through representatives chosen by themselves, in making and carrying out decisions on matters affecting 
them, including health. Infant mortality rates, the single most sensitive measure of a community's well-being, 
showed that indigenous peoples tended to be chronically disadvantaged in the matter of health, as in others. 
In her own country, for example, the infant mortality rate in aboriginals and Torres Strait islanders was three 
times that of the population as a whole. They were also admitted to hospital between 1.6 and 3.2 times more 
frequently than other Australians and had a much higher incidence of chronic disability. Similar situations 
could be found elsewhere，in developed and developing countries alike. 

In 1977 the Thirtieth World Health Assembly had determined that "the main social target of 
governments and W H O in the coming decades should be the attainment by all the citizens of the world by the 
year 2000 of a level of health that will permit them to lead a socially and economically productive life". The 
health-for-all strategy aimed not only at closing the gap between developing and developed countries but also 
at eliminating inequities existing within developed countries; a basic tenet was that "means must be found to 
make the health professionals and other groups in society, and particularly community organizations, active 
collaborators in a country-wide movement for health for all". With less than a decade to go，indigenous people 
and other minorities were gravely concerned about the extent to which that commitment was being carried out. 
Organizations representing indigenous peoples were working to ensure that their health concerns were 
recognized. 

It was now recognized that the root causes of illness were physical，social, mental and spiritual in nature. 
There was also ample documentation on the negative health effects of unjustifiable social inequalities. 
National and world authorities must recognize the true social and economic context of health development, and 
exercise the political will to implement their declared commitment to equity. Health needed to be addressed 
as a social justice issue，and viewed as a complete state of well-being, in all its dimensions. World bodies 
should see to it that the right to health was enshrined in internationally recognized standards, guaranteeing, for 
example，minimum entitlements to primary health care, equality in health opportunities and the participation 
of peoples in making decisions affecting their own health. In accordance with the principles of the Alma-Ata 
Declaration, the community should be the main focus of development and the repository of health policy and 
management decisions. 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted, after further amendment at the 
thirteenth plenary meeting, as resolution WHA46.39. 
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On behalf of the Coordinator of the International Year，and in the spirit of United Nations General 
Assembly resolutions 45/164 and 46/128，which called for a strengthening of international cooperation for the 
solution of problems faced by indigenous peoples, she wished to recommend: first, that W H O should set up an 
expert group of health professionals from indigenous communities to consider the health concerns of 
indigenous peoples and place their experience at the disposal of the Organization; secondly，that W H O should 
ensure that representatives of indigenous peoples were involved in the planning，implementation and 
evaluation of health programmes affecting them，and that data on the health of indigenous peoples were 
collected through mechanisms developed in full collaboration with those peoples; and thirdly, that W H O 
should publish annual reports based on such data and on the findings of the expert group, and providing 
information on any steps taken by governments to ensure equitable health services for all. 

Ms FEARNLEY (New Zealand) said she was particularly pleased that in the International Year of the 
World's Indigenous People, an indigenous representative of the United Nations Centre for Human Rights had 
been able to address the Committee, since one of the purposes of the International Year was in fact to 
strengthen international cooperation for the solution of problems faced by indigenous communities in such 
areas as health. WHO's own paradigm for health promoted the same holistic approach to health that 
indigenous peoples had traditionally taken. New Zealand recognized that the development of good policy 
advice on health issues relating to indigenous people required research and consultation with the communities 
concerned, and supported self-generated initiatives which had proved successful. It would consider carefully 
the suggestions just made concerning the creation of an expert group and the collection and dissemination of 
data. Her delegation would encourage the Director-General to continue to take initiatives in that regard in 
consultation with indigenous people, and to coordinate such efforts with those of other organs of the 
United Nations system. 

Ms WENSLEY (Australia) said her delegation was pleased to see W H O setting an example to 
organizations of the United Nations system by inviting a representative of the Centre for Human Rights to 
address the Health Assembly. Australia, which was particularly proud that that address had been given by an 
Aboriginal woman, joined New Zealand in welcoming the suggestions concerning WHO's role in furthering the 
aspirations and objectives of indigenous people relating to health, objectives which should be linked specifically 
with WHO's own goal of health for all by the year 2000. It was greatly to be hoped that W H O would set an 
example for the rest of the United Nations system with respect to action on behalf of indigenous people in the 
International Year of the World's Indigenous People. 

The CHAIRMAN, noting the statement by the representative of the Director of the United Nations 
Centre for Human Rights, Assistant Secretary-General for Human Rights and Co-ordinator of the 
International Year of the World's Indigenous People，said that, in the observance of that Year, it was 
important to underline the role of W H O in advancing the health concerns of indigenous people. 

3. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT): 
Item 20 of the Agenda (Resolution WHA45.35; Document A46/14) (continued from the tenth meeting, 
section 2) 

The CHAIRMAN announced that the delegations of Bulgaria, Indonesia, the Slovak Republic and Togo 
wished to be added to the list of sponsors of the draft resolution entitled "Study on a United Nations 
Programme on HIV/AIDS", which had been introduced at the previous meeting. 

Mr KIM Won Ho (Democratic People's Republic of Korea) said that although in his country no cases of 
HIV infection or AIDS had yet been found, AIDS had now become prevalent in countries all over the world. 
He appreciated the activities undertaken by W H O to deal with the attendant dangers. 

More effective ways must be found of preventing the spread of AIDS through sexual behaviour; it was 
reported that two-thirds of all current HIV infections were the result of heterosexual transmission, and that 
that proportion was likely to increase to 75% or 80% by the year 2000. Not only the use of condoms, but 
intensified social and moral education and rigorous social measures were vital if attitudes to sexual behaviour, 
including prostitution, were to be changed. In addition, epidemiological research on measures to prevent HIV 
transmission in the course of operations or of nursing of HIV-infected persons should be further strengthened. 

His delegation supported the draft resolution. 
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Mr J 0 R G E N S E N (Denmark)，speaking on behalf of the Nordic countries - Denmark, Finland, Iceland, 
Norway and Sweden - commended WHO's dedication to the implementation of the global strategy. There was 
grave concern at the spread of AIDS, which had become one of the world's leading health problems. 
According to a conservative estimate，up to 40 million people would be HIV infected by the year 2000. The 
disease had countless damaging effects in human，social and economic terms. 

There was obviously an urgent need to strengthen efforts to combat the disease, and for wholehearted 
commitment - not only moral, but financial - both from Member States and from international organizations. 
It was particularly important that all parts of WHO's global strategy should be adopted in low-prevalence 
countries such as many of those in central and eastern Europe. 

More resources should be allocated to information and education designed to overcome uncertainty and 
fear. Teaching young people in a proper and candid fashion about reproductive and sexual health and the 
dangers of sexually transmitted diseases was especially important. 

The Nordic countries welcomed the increased emphasis on ethical considerations, notably the need to 
avoid discrimination against people with AIDS or HIV infection, whether in the workplace, in schools，or in 
international travel. 

Coordination at country level was crucial for the success of national efforts. A broad-based multisectoral 
strategy should be developed as a framework for all AIDS activities. The Global Programme on AIDS should 
be coordinated with other W H O programmes, in particular those on tuberculosis and adolescent health. 
Action at the level of primary health care was extremely important. 

Coordination was also a key word where work with other international organizations was concerned; 
duplication should be avoided in order to maximize the utilization of available resources. The precise role and 
mandate of each organization should be defined，and all encouraged to recognize and respect the roles and 
mandates of others. W H O should not be seen primarily as a funding and implementing agency: rather, it 
should have a technical and normative function; and its vast knowledge and experience in the field should be 
fully exploited. Although cooperation between international organizations in AIDS control in recent years had 
not been entirely satisfactory, the Nordic countries remained hopeful that future attempts to improve it would 
be successful. They believed that all States should share financial responsibility for the task, and therefore 
questioned whether WHO's Global Programme on AIDS should continue to be financed solely from 
extrabudgetary funds rather than from the regular budget. 

The meeting rose at 10H30. 



TWELFTH MEETING 

Thursday, 13 May 1993, at 14h30 

Chairman: Mr В. M. TAITT (Barbados) 

1. FOURTH REPORT OF COMMITTEE В (Document A46/53) 

Dr HAMDAN (United Arab Emirates), Rapporteur, read out the draft fourth report of Committee B. 

The report was adopted.1 

2. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT): 
Item 20 of the Agenda (Resolution WHA45.35; Document A46/14) (continued) 

Dr OSAWA (Japan) said that his delegation had sponsored the draft resolution because it recommended 
mobilizing and coordinating the entire United Nations system in order to respond more effectively to the 
crucial health problem of AIDS. He was certain that WHO was the right organization to take the lead in 
AIDS control, and hoped that the developing countries would derive the most benefit from the resolution 
through better coordination at country level. He hoped that the resolution would be adopted by consensus. 

Mr MISRA (India) was happy to note that, while delegations might remain divided politically, in the area 
of health, including AIDS, there was a welcome convergence of views. He thanked the Global Programme on 
AIDS (GPA) and its Director for guidance and support in the battle against AIDS, and said that it would be a 
pity if financial constraints were to impede the Programme's work in any way. 

India's experience could make an important contribution to that work. Conscious of the need to 
coordinate the assistance from agencies such as the World Bank and WHO and from bilateral donors, India 
had devised a highly successful institutional mechanism whereby all donor agencies met at monthly intervals to 
review programmes and seek assistance in priority areas. The mood in India had changed from one of 
helplessness to one of confidence that the problem could be kept within manageable limits, for the following 
reasons: the WHO/World Bank-assisted project had become operational in 1992, alleviating funding problems 
in the medium term; an organizational infrastructure for AIDS prevention existed at both the federal and 
state levels; an institutional framework involving nongovernmental organizations, the media and the education 
system had been firmly established, including the Education Ministry's programme to develop AIDS curricula 
in colleges; the decision-making process had been accelerated by means of an AIDS Control Board, which had 
been given broad and unprecedented decision-making powers by the Government; and awareness levels had 
risen dramatically. Despite the monumental task and the obstacles which lay ahead, political commitment and 
direction had remained very strong. 

He welcomed the draft resolution as a step towards improved coordination of international donor 
agencies and avoidance of duplication and confusion，and fully supported it. While sharing the views of 
Professor Girard that AIDS was not a problem exclusively of the health sector, but was of interest to a number 
of different agencies, he still felt that it was primarily a health problem. It should therefore continue to be 
mainly the responsibility of WHO. In the light of the unprecedented international solidarity, he was optimistic 
that the battle against AIDS would ultimately be won. 

1 See page 302. 
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Dr A D A M S (Australia) said that，as a sponsor of the resolution, his delegation was concerned that the 
health sector and GPA should be effectively utilized in arresting the AIDS pandemic, and that the various 
relevant organizations of the United Nations system should coordinate their efforts. If such collaboration were 
not achieved, resources would be wasted, and efforts at the global, regional and country levels would be 
undermined. H e strongly urged the Committee to take the initiative, as the situation required immediate 
attention. H e supported the draft resolution, and looked forward to the Director-GeneraFs report, and to 
seeing the results of such a collaborative process at next year's Health Assembly. 

Ms HAYNES (Barbados) stated that，in pursuance of resolution WHA45.35, in which Member States 
had agreed to intensify their national AIDS prevention efforts, Barbados had continued to strengthen its 
programmes on public education and the training of health professionals, and had introduced additional 
programmes of voluntary screening of pregnant mothers and special education for HIV-affected children. 

The AIDS pandemic was expected to reach dramatic proportions by the year 2000, and readily available 
resources were required if it was to be arrested. However, it would be impossible to make the best use of such 
resources if a coordinated approach by the agencies concerned and international cooperation were not 
achieved. The most cost-effective use of resources at the global and country levels, and the most reliable 
provision of technical and strategic advice to governments, would be made possible only by establishing a 
coordinated programme of all major United Nations agencies involved in AIDS activities. Whatever the 
socioeconomic ramifications of AIDS might be, it was primarily a health problem，and therefore GPA, solidly 
anchored in WHO, was best qualified to coordinate the programme for the prevention and control of ADDS. 
Barbados had cosponsored the draft resolution，as it fully embraced the views expressed therein. 

Dr R O D R I G U E S (Brazil) congratulated W H O on both its headquarters-based and its regional 
programmes and welcomed the integration of former programme 13.11 into programme 13.13. With regard to 
the Director-General，s report, she made several suggestions, based on Brazil's experience in implementing 
strategies to prevent the spread of HIV/AIDS and sexually transmitted diseases. First, GPA should 
concentrate on integrating AIDS activities into primary health care services, as provided for in programme 4, 
in order to encourage community participation. Secondly, the cost-effectiveness of alternative forms of care 
should be explored by W H O and individual countries; thirdly, W H O should develop a new intervention model 
for HIV prevention among intravenous drug users; fourthly, within the framework of paragraph 10 of 
document A46/14, priority should be given to the elimination of congenital syphilis; fifthly, in relation to 
paragraph 12 of the same document, and in accordance with the Universal Declaration of Human Rights, 
country-level strategies should be based on nondiscriminatory directives, protection of human rights, and 
ethical considerations; and sixthly, W H O should develop or adapt methodologies to evaluate the cost-
effectiveness of international and national strategies. She appreciated the technical assistance that had been 
extended to Brazil, particularly the support of GPA, and requested that Brazil be included as a sponsor of the 
draft resolution. 

Dr DLAMINI (Swaziland) said that HIV/AIDS remained the decade's most challenging public health 
problem, as well as posing the biggest threat to health, socioeconomic development, and the very existence of 
humanity. Swaziland was therefore happy to cosponsor the draft resolution, because it had the potential to 
improve the coordination of efforts to meet the challenges of the AIDS pandemic. W H O must continue to lead 
the world's battle against AIDS，joined in its efforts by other multilateral and bilateral agencies, and 
nongovernmental organizations. Involvement was required at all levels’ whether national，community or family, 
and particular attention should be given to health care for women and children. 

W H O could solve problems of intersectoral collaboration by taking a multidisciplinary approach to the 
problem. She thanked W H O for leading the fight against AIDS, and specifically the Director of GPA, his 
deputy, and the entire staff of the Programme for their support to Swaziland, and hoped that they would 
continue to provide such guidance and strategies throughout the 1990s and beyond. 

Dr ZOBRIST (Switzerland) said that she was deeply concerned by the constant progression of AIDS, as 
shown by the appearance of the first effects of the third phase of the pandemic，namely the problem of 
orphans, the deaths of project staff and government officials, and the first signs of a negative impact on 
national economies. Better coordination of efforts was even more urgently needed than before. Switzerland 
had consolidated its efforts in a joint national programme，which had succeeded in slowing down the increase 
in AIDS cases, and changes in risk behaviour had been documented. A nondiscriminatory attitude towards 
AIDS sufferers had played a key role in the programme's success, and had avoided the drift into clandestinity 
of those infected with HIV. Such solidarity extended far beyond the health sector per se, and required the joint 
commitment of the social，educational，legislative and economic sectors. She was convinced, on the basis of 
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Switzerland's multidisciplinary approach, that coordination and multisectoral action were vital in order to avoid 
the dissipation of the limited resources available. 

She thus fully supported the proposal contained in the draft resolution that a feasibility study should be 
carried out with a view to establishing an AIDS programme co-financed with other organizations and bodies of 
the United Nations system. Such a study would examine the comparative benefits and roles of the various 
agencies concerning AIDS, in order to ensure that their efforts were in better agreement with WHO's global 
strategy. She hoped that the draft resolution would be supported by all delegations. 

Mrs H E R Z O G (Israel) said that the size of the pandemic and the absence of a vaccine required all 
countries, including those with a low incidence of AIDS, to use all possible preventive measures to minimize 
the spread of the disease. The recognition of the multifaceted aspects of AIDS and concern about its serious 
ramifications had prompted the United Nations system and other international and national agencies, as well 
as nongovernmental organizations, to undertake activities in support of the global strategy. That was a positive 
step, but too often, when bodies were engaged in activities in parallel but working independently of one 
another, both economic and human resources were wasted. 

While it was true that intersectoral cooperation was needed to achieve health for all, it was also true that 
AIDS must be dealt with by all sectors, in a concerted effort. It was to be hoped that the steps specified in the 
draft resolution would strengthen the global AIDS control programme. However, the need to evaluate national 
and international activities should be explicitly stated in the text. She therefore proposed that the words "as 
well as for monitoring and evaluation techniques" should be added at the end of the eighth preambular 
paragraph. 

Mrs LINI (Vanuatu) said that her delegation's commitment to seeing what could be done to cope with 
AIDS had prompted it to sponsor the draft resolution. In 1983，Vanuatu had been the first State to raise the 
subject of AIDS within the United Nations. It had done so out of its interest in issues affecting the survival of 
the human race. Another such issue was that of the effects of nuclear testing on human beings. An 
organization called Physicians for Social Responsibility had provided information on research on the link 
between nuclear radiation and the breakdown of the immune system in the human body. Radiation physicists 
had pointed out that the AIDS pandemic had first emerged in the 1980s in Africa, 20 years after that continent 
had registered the highest levels in the world of strontium-90 in babies born after receiving heavy doses of 
fallout from atmospheric nuclear bomb tests. 

Vanuatu had no cases of AIDS or HIV infection at present，but out of solidarity it felt affected by the 
situation in other areas of the world. AIDS was a disease that could exterminate the human race in the long 
run; in the immediate future it could decimate populations in areas where malaria was prevalent and immune 
systems were already weak. 

Mr DEBRUS (Germany) recalled that he had made three proposals during the working group's 
preparation of the draft resolution. The first was that, in the fourth preambular paragraph, the text should 
explicitly mention the impact of AIDS on the men, women and children already affected. The second was to 
reduce the number of United Nations consultative and coordinating groups and meetings called for. The third 
related to the views of the Management Committee, which in his delegation's view were very important. Those 
proposals had not been taken up because they had been considered by the working group to have been covered 
by the spirit of the draft resolution without necessitating explicit mention. He had not pressed for their 
inclusion, and fully supported the draft resolution. Its importance lay in the fact that it was an additional 
contribution to the body of resolutions on the reform of WHO. 

Mr YANTAIS (Greece) welcomed the fact that the draft resolution linked measures against AIDS and 
other sexually transmitted diseases under a single programme. The gravity of the AIDS pandemic called for 
the mass mobilization of efforts. Greece welcomed the attention given in the Global Programme to women 
and children suffering from the disease, but thought that there was a need for even greater emphasis on that 
point. The fight against discrimination against people with AIDS, which persisted in both developed and 
developing countries, should also be stressed. Prevention should be emphasized, in the form of either 
education or research. His country hoped that an effective vaccine would be developed against HIV, but also 
that the ethical aspects of AIDS research would not be neglected. In all countries, special attention should be 
given to the problem of AIDS as it affected adolescents，and to the important role of public health education 
and the mass media. Greece had implemented a programme which included the establishment of a legal entity 
to deal exclusively with cases of AIDS and hepatitis and the provision of facilities for persons suffering from 
AIDS. 
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Ms SIMMONDS (United Kingdom of Great Britain and Northern Ireland) said that her delegation 
welcomed the report and the steps taken to implement the revised global strategy for the prevention and 
control of AIDS. It was pleased that efforts were being made to give greater attention to women's issues and 
to develop strategies regarding women and AIDS. It supported the greater emphasis on sex education for 
children and adolescents and the development of health promotion projects using peer educators. 

Nongovernmental organizations played an important role in developing community-based projects. The 
United Kingdom welcomed their involvement in developing a strategic plan that supported and promoted 
activities at country and community levels. Given the widespread recognition of the major influence of other 
untreated sexually transmissible diseases in facilitating the transmission of HIV, her delegation was pleased to 
note that policies and interventions, such as the preparation of guidelines for the prevention of congenital 
syphilis，were being developed. It looked forward to hearing more about the work on sexually transmitted 
diseases within GPA. 

The interest shown by the pharmaceutical industry in collaborating with WHO on evaluating AIDS drugs 
and vaccines was encouraging. It was to be hoped that the Programme would continue its dialogue with them 
on providing drugs at an affordable price to developing countries. The United Kingdom fully supported efforts 
to combat complacency about the disease and discrimination against HIV-infected individuals and those with 
AIDS. It hoped that W H O would continue to make representations to those governments that had 
discriminatory policies. 

Her Government fully supported the steps taken to sharpen the focus of GPA，s activities. It was 
particularly keen to see the Programme concentrate on its areas of comparative advantage - research, the 
development of policy guidelines and the provision of strategic and technical guidance - rather than to cover 
too wide a range of activities. Cooperation on HIV and AIDS matters between the Programme and other 
organizations in the United Nations system was vital. She welcomed the commitment of the Programme and 
of other agencies to such cooperation, and their participation in the recently established Task Force on 
HIV/AIDS Coordination. 

Donor support for HIV/AIDS activities in developing countries was static at present. Her delegation 
was a sponsor of the draft resolution, and that support was aimed at obtaining greater resources for 
HIV/AIDS work in developing countries and to secure maximum cooperation of countries to try to prevent 
HIV infection and AIDS. 

Miss M I D D E L H O F F (Netherlands) said that her delegation was a cosponsor of the draft resolution as 
originally worded which, it was convinced, represented a constructive way of seeking greater coordination and 
cooperation within the international community for the benefit of the fight against the AIDS pandemic. In the 
updated version of the global strategy for the control of AIDS from 1992 onwards，mention was made of a new 
priority，namely communicating effectively the compelling public health argument for overcoming 
stigmatization and discrimination. The Netherlands would be grateful if GPA could provide information on 
activities already carried out in that area and on future plans. Her Government had recently sent to 
Parliament a policy document on AIDS and development cooperation. Its Minister of Development 
Cooperation had decided to increase the country's contribution to the Global Programme by 1 million Dutch 
guilders in 1993 and a further 1 million in 1994，bringing the total to 10 million. 

Professor COÇKUN (Turkey) drew attention to the ethical aspects of AIDS and HIV, as expressed in a 
number of resolutions including WHA45.35 and EB89.R19. The rights of persons affected by HIV and AIDS, 
and of the public as well，should be emphasized. Special attention should be given to preventing discrimination 
and stigmatization. Activities relating to the situation of children with AIDS and of orphans of people with 
AIDS should be carried out, as explicitly called for in resolution WHA43.10. 

He supported both the content and the spirit of the draft resolution, but would like to propose two 
amendments. In paragraph 2(2)，the phrase "HIV/AIDS" should be replaced by "HIV and AIDS", and the fifth 
preambular paragraph should be deleted. 

If there was no support for those amendments，he would not press for their adoption. H e endorsed the 
amendment put forward by the delegation of Israel. 

Mr DIOP (Senegal) said that the social and economic consequences of AIDS were alarming, especially 
for African countries, and the potential catastrophe that it represented for humanity was incalculable. His 
delegation wholeheartedly supported the draft resolution as it would provide the basis for coordinated action 
against AIDS by all United Nations bodies under the leadership of WHO, whose moral，legal and technical 
responsibilities, as well as its expertise，guaranteed it that preeminence. 

Both the Organization of African Unity，at its meeting of Heads of State and Government at Dakar in 
June 1992，and the African Development Bank, during the present week, had discussed action to deal with the 
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AIDS pandemic and its socioeconomic consequences. A global strategy was needed to fight AIDS; the 
Organization should be the prime mover in that strategy, coordinating action to implement it by all the 
intergovernmental and nongovernmental bodies concerned. His delegation welcomed the substantial assistance 
which developing countries received from U N D P for pursuing their AIDS prevention and control programmes 
in a manner consistent with their public health and national development priorities. His delegation 
commended the draft resolution to the Committee. 

Dr CHIMIMBA (Malawi) congratulated W H O on GPA，s efforts in spearheading action to control AIDS, 
the incidence of which was increasing in a disturbing manner. Its anticipated effects in sub-Saharan Africa, 
Asia and Latin America were a cause for concern, as was the disparity between the financial resources 
available to the Programme and the increasing demands made on it by Member States. The countries most 
affected by AIDS were unfortunately those with the smallest resources for combating it. Countries still very 
much needed the technical and financial support which the Programme provided. His delegation commended 
the GPA Management Committee on the move to establish an AIDS Coordination Forum, welcomed the 
proposal to strengthen the Inter-Agency Advisory Group on AIDS and approved the action called for in the 
draft resolution. In pursuing that action, it should be borne in mind that AIDS was basically a health issue but 
one which increasingly had social and economic consequences. W H O should continue to provide the technical 
and strategic management of AIDS prevention and control. At the national level, it was important to consider 
the impact of prevention and control measures on the family and the community. His delegation urged those 
countries and agencies which contributed to the Programme to continue to do so. Countries valued the 
leadership provided by the Programme in combating AIDS; that should be borne in mind by those who would 
be called upon to implement the study envisaged in the resolution. 

H e asked for information on the financial implications of the action proposed in the resolution and on 
the economic and organizational benefits of the joint programme which the resolution contemplated. 

Dr H O O D (New Zealand) said that her Government followed the strategy recommended by W H O for 
dealing with the AIDS pandemic, its policies being based on the containment of HIV/AIDS through the 
integrated application of public health principles, which included educational measures aimed at promoting 
safe sexual behaviour. New Zealand's emphasis was on reducing the incidence of infection. Part of its strategy 
involved the proposed enactment of human rights legislation which would outlaw discrimination on the grounds 
of sexual orientation; public health protection would nevertheless remain，particularly for the purpose of 
ensuring that a seropositive individual did not put the health of the general public at risk. HIV tests were 
voluntary and their results strictly confidential. Being keenly aware that the resources available to the 
Organization were limited, her delegation favoured measures which would result in cost-effective programmes. 
It viewed the action proposed in the draft resolution as a step in that direction and accordingly supported it. 

The CHAIRMAN announced that Bhutan had asked to be included among the sponsors of the draft 
resolution. 

Dr LARIVIÈRE (Canada) said that informal consultations had taken place among some of the sponsors. 
They accepted the amendments proposed by Brazil and Israel，as well as the change proposed by Turkey to 
paragraph 2(2). 

Professor COÇKUN (Turkey) said that, in order to accelerate the Committee's work, his delegation 
withdrew its proposal that the preambular paragraph relating to sexually transmitted diseases should be 
deleted. It nevertheless remained dissatisfied at the inclusion of that paragraph in the text. 

Dr VAN NIEUWENHOVE (Belgium) said that GPA should continue to play its pivotal role in 
combating the rapid spread of HIV and AIDS. Although primarily a public health problem, HIV/AIDS 
control had far-reaching socioeconomic implications which called for urgent action. It was therefore logical 
that United Nations bodies other than W H O should become more involved in HIV/AIDS control than before. 
The draft resolution did not seek to remove that control from the health sector nor to diminish the leadership 
of W H O in exercising it. His delegation was confident that the Director-General would find ways to avoid 
duplication of work among the organizations concerned. It would continue its full support for the 
Organization's Global Programme on AIDS until a cosponsored United Nations programme on HIV/AIDS 
was established. 

Professor MBEDE (Cameroon) said that prevention and control of the H IV /A IDS pandemic required 
coordinated multisectoral action at the global, regional and national levels. His delegation therefore strongly 



COMMITTEE В: TWELFTH MEETING 285 

endorsed the draft resolution. At the global and national level, however，the action to be taken under the 
resolution could lead to a redefinition of the role of W H O in relation to other United Nations bodies and to a 
situation in which the responsibility for formulating and coordinating health programmes rested ultimately with 
UNDP and ministries of finance. That prospect was a source of anxiety to his delegation and should be 
averted. It strongly commended the Organization for the work done by GPA and believed that, if ministries of 
health were not competent to deal with economic problems, economic bodies were not competent to deal with 
health problems, which would not simply be reduced to their economic aspects alone. Everything must 
therefore be done to ensure that WHO remained the lead organization in AIDS control, since AIDS was above 
all a health problem. 

Dr GEORGE-GUITON (France) said that her delegation's views on the coordination of AIDS 
prevention and control, and on the technical competence that those activities required, were identical with 
those put forward by the representative of the Executive Board in introducing the item. With regard to 
coordination, GPA obviously had a duty to collaborate closely with multilateral and bilateral donors and with 
nongovernmental organizations, especially where the implementation of national programmes was concerned. 
All donors must agree to pool their resources in the field and work together in support of those programmes. 
The resolution aimed at improving that kind of coordinated pursuit of a global AIDS strategy at the national 
level, and her delegation therefore supported it. 

The responsibility for formulating that strategy - in other words, for exercising the technical competence 
that she had mentioned - lay clearly with WHO. Although AIDS created problems in sectors other than 
health, it remained a health problem, if a highly complex one. W H O was unrivalled in the United Nations 
system in possessing the expertise to deal with such matters. Countries should not be deprived of that 
expertise on the grounds that W H O was going through a difficult period; her delegation did not accept that 
argument. Public health did need to take account of other disciplines, but that process should not be taken to 
such extremes that medical knowledge was rejected. Moreover, it was because physicians had the duty to 
protect the rights of human beings, and even more so those of sick people, that W H O was strongly opposed to 
discrimination against seropositive individuals. If organizations other than W H O were allowed to define world 
policy on AIDS prevention and control it was impossible to say what might happen. In the field, of course, 
appropriate action might be decided on a case-by-case basis through consultation between the Organization 
and agencies such as UNDP. While backing WHO, her delegation nevertheless believed that everything 
depended on the speed with which the reforms that had been requested were implemented. 

Dr JAKUBOWIAK (Poland), commenting on the Director-GeneraPs report on the implementation of 
the global AIDS prevention and control strategy, said that，while Poland did not have a high incidence of HIV 
infection, his Government was convinced of the need for vigorous action to prevent and control the spread of 
the disease. 

Recent social and political changes had led to changes in behaviour，especially among young people, that 
potentially increased the ways in which AIDS could spread. A significant increase in immigration had also 
contributed to the problem. Improvements in prophylaxis were vital in controlling infection; communication 
and health education must be the basis of any HIV prevention programme. 

Poland had been a cosponsor of resolution 1993/53 on the rights of HIV-infected people, adopted by the 
United Nations Commission on Human Rights at its Forty-Ninth Session in March 1993, and wished to be 
involved in any action taken in that field. Noting with satisfaction that the points that he had made, which 
were mentioned in the Director-General’s report, figured prominently in the draft resolution, his delegation 
wished to be added to the list of sponsors. 

Dr ÁLVAREZ DUANY (Cuba) said that, by the year 2000，the number of persons infected with HIV 
was expected to reach 30-40 mUlion. WHO should clearly retain its political, technical and economic 
leadership, in view of its activities at all levels and within the United Nations system; sharing or deviating 
from that role would only weaken the Programme. The Organization should be supported by the United 
Nations system in meeting the needs of the Programme. Health programmes might well be those best adapted 
to achieving the integration of all the United Nations organizations involved in responding to what was a 
serious world problem, while at the same time ensuring that each retained its leadership in its particular area 
of competence. 

In Cuba, the national AIDS prevention and control programme was continuing its work according to the 
epidemiological situation and the particular characteristics of the country, using a multisectoral approach. 
Thus principles on which the programme was based included secondary prevention, which involved，inter alia, 
the detention of infected people and epidemiological control. Consideration was being given to outpatient 
treatment for those who already received appropriate medical care together with economic support. The main 



286 FORTY-SIXTH WORLD HEALTH ASSEMBLY 

prerequisites for the programme's success were behavioural change and a continuing broadly based programme 
of health education in the community, and Cuba therefore placed particular emphasis on those activities. 

While progress was clearly being made, deficiencies still remained. As far as the detection of HIV-
infected people was concerned, nearly 14 million tests had been carried out in Cuba up to 22 April 1993. The 
number of seropositives detected was 919，giving an incidence of HIV infection of 0.07%; 180 of those found 
to be HIV-positive had since become ill，and 108 had died. Efforts were being made to produce better, low-
cost HIV test kits, to achieve the widest possible coverage of the population. 

His delegation supported all efforts by W H O to improve the work of the Programme. 

Dr UIRAB (Namibia) shared the view of many other Member States that a multisectoral response to the 
AIDS pandemic was needed to improve the prevention of the disease and mitigate its consequences, and that 
many different organizations needed to contribute to that response at national, regional and global levels. He 
welcomed the progress already made and hoped for even greater collaboration within the United Nations 
system in future. 

However, in view of the profound impact of the AIDS pandemic on health care services, the technical, 
strategic and policy guidance so far provided by W H O was still needed; closer collaboration with other 
agencies should not erode WHO's leadership in that area, to which it was so well suited. 

His delegation endorsed the draft resolution and wished to be added to the list of sponsors. 

Dr E L AZHARI (Morocco) said that his delegation was very satisfied with the efforts made by W H O to 
control AIDS and with the way in which the programme was being implemented, and especially with the way 
that adjustments had been made in accordance with the development of the disease. However, his country was 
concerned by the rapid spread of AIDS and the poor prospects of many countries, particularly the developing 
ones, whose economic difficulties could only be exacerbated by the spread of the disease. 

A multisectoral strategy, adapted to the needs of developing countries was therefore needed, if the rapid 
spread of the disease was to be halted. In the absence of any effective treatment, that strategy should be based 
on better integration of the control of the disease within the primary health care system, especially in the area 
of health information and education. Information campaigns with more specific targets were needed. One 
possibility, based on the experience of Morocco, would be an international event on AIDS prevention with the 
participation of a well known entertainer, which could be a vehicle for publicizing the key messages in AIDS 
prevention and control, and for increasing world public awareness of the AIDS problem. 

His country was also seriously concerned by the existence of epidemiologically dangerous reservoirs of 
HIV infection, such as prostitutes. Should priority be given to the protection of the community at the risk of 
sometimes infringing the rights of the individuals concerned，or should it be the other way round? His country 
would be grateful if the Secretariat could define the best and most realistic attitude towards situations of that 
type. 

Morocco was well aware of the changes which would have to be made to the global strategy for the 
prevention and control of AIDS, and fully endorsed the draft resolution. 

Dr THONTIRAVONG (Thailand) said that, since the inception of Thailand's national AIDS programme 
in 1987，the Government had focused public attention on the AIDS epidemic and had developed a 
comprehensive national strategy to deal with the various health, social and economic consequences of the 
disease. Significant progress had been made by the Ministry of Public Health in obtaining the support of other 
ministries, various public and private sector bodies, and community-based and nongovernmental organizations. 
The human and financial resources devoted to solving the AIDS problem were being increased, and that was 
leading to improvements in the national AIDS programme. 

Given the need for a multisectoral approach to iriitigate the social and economic consequences of AIDS, 
his delegation endorsed the draft resolution, but also wished to make a number of proposals. 

With regard to AIDS prevention and control at the global level, his Government strongly supported an 
approach based on cooperation and coordination. AIDS prevention and control at the global, regional, and 
national level would benefit from greater cooperation and coordination between nongovernmental 
organizations, bilateral donors and the United Nations system. His Government strongly recommended that 
WHO should take steps to strengthen existing coordination mechanisms. 

At regional level, technical cooperation in the field of AIDS prevention and control should also be 
strengthened. At national level, WHO, as the leading technical agency, should take the lead in improving 
AIDS prevention and control. To prevent duplication of effort，collaboration between the United Nations 
system, bilateral donors, nongovernmental organizations and others involved in AIDS prevention and control 
should also be strengthened. 
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WHO should continue to bring all the organizations involved under one umbrella, and should assist 
national authorities, especially with regard to the coordination of AIDS prevention and control activities at 
national, provincial and district level. 

It was important for W H O to take the lead in promoting coordination and cooperation, and the agencies 
concerned should increase their participation at global, regional and national level. 

Dr ISMAIL M O H A M E D (Sudan) said that the last field test in Harare had provided a practical strategy 
for tackling the AIDS problem which would be adapted by his Government to meet its own specific 
requirements. H e was optimistic that there was now the necessary political commitment at the highest level, 
and that the strategy formulated by GPA staff would lead to a radical improvement in the control of the 
disease. 

However, he still feared that implementation of the strategy could be hampered by lack of resources. He 
hoped for greater cooperation between WHO and nongovernmental organizations, which was especially 
important in combating a disease which recognized no borders. He emphasized that the situation in Africa, in 
particular, was catastrophic, since the disease affected many of the highly skilled and qualified people who 
were badly needed by developing countries. The problems faced by such countries were exacerbated by the 
lack of primary health care. H e therefore emphasized the need for concerted efforts to combat the disease. 

Dr CHÁVEZ PEÓN (Mexico) said that national efforts to combat HIV/AIDS should be given all 
possible support, based on a multisectoral approach, and should include a human rights committee to deal with 
such matters as research, discrimination and access to medical care. Budgetary and programme aspects were 
of major importance in assessing the magnitude of the problem. 

His delegation wished to join the list of sponsors of the draft resolution, which it would prefer to see 
adopted without amendments. 

Dr TEMU (United Republic of Tanzania) said that, like many developing countries, the United Republic 
of Tanzania was experiencing an increasing number of cases of HIV infection and AIDS. By the end of 1992 
over 37 000 cases of AIDS had been reported, while the projected number of cases of HIV infection stood at 
800 000. 

The medium-term programme adopted in May 1992 had placed the emphasis on a multisectoral 
approach, and several ministries had been allocated budgets to enable them to carry out the planned 
programmes. 

Decentralized AIDS prevention activities had reached the district level, and public awareness of the 
disease was now almost universal. In April 1993 the President of the United Republic of Tanzania had himself 
acted as chairman at a seminar on AIDS for officials of the ruling Party. An association called the Society on 
Women and AIDS was providing health education on AIDS，focusing on women and on how they could 
cooperate in controlling the deadly disease. 

Despite the prevailing constraints, his delegation felt that progress had been made by his country in the 
fight against AIDS. 

His delegation wished to be included in the list of sponsors of the draft resolution. 

Mr AL-JABER (Qatar) said that his delegation also wished to be included in the list of sponsors of the 
draft resolution. 

Despite the worldwide spread of the disease, Qatar had reported only a very limited number of cases of 
HIV/AIDS infection since 1984. In 1987，22 cases had been diagnosed, and in 1992 only 9 cases. Since the 
end of 1992 only 3 cases had been reported. Even so, no effort was being spared to combat the disease, 
particularly through strict control of blood supplies before transfusion. Measures had also been taken to 
ensure that expatriates were tested for HIV infection on entry into Qatar. 

WHO should extend every assistance to countries in fighting the spread of HIV/AIDS, particularly by 
promoting programmes aimed at educating young people，providing the means for testing for the infection, and 
discouraging drug abuse. 

Mrs KIMLIKOVÁ (Slovak Republic) said that the 5.5 million inhabitants of the Slovak Republic were 
still relatively unaffected by the spread of the HIV/AIDS pandemic, unlike neighbouring central European 
countries. By 15 April 1993，a cumulative total of 5 AIDS cases and 39 seropositive individuals had been 
reported in the Slovak Republic. Transmission appeared to have occurred mainly through sexual contact. 
With one exception’ all the cases had been detected in the capital, Bratislava, a city with a population of some 
500 000. There was，however, a possibility of underreporting, since the first 19 seropositives had been detected 
over a six-year period, while the remaining 20 had been found during the last three years. It was also 
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significant that the incidence of syphilis, which was a forerunner of the spread of HIV/AIDS, had increased. 
The extremely high abortion rate reflected a high frequency of unsafe sex. 

Previously, the national AIDS programme had not taken into account the complexity of the pandemic, 
concentrating instead on extensive screening, for example of blood donors, rather than on preventive measures. 
The infrastructure of the programme had not been developed，personnel had not been trained, and the 
necessary integration into internationally coordinated prevention programmes had been neglected. The 
importance of a specialized laboratory had been greatly underestimated, and reliance had been placed on 
central laboratories in Prague, the capital of the former Czech and Slovak Federal Republic. The Slovak 
Republic needed to build up its programme and to establish a reference laboratory. Partnership in concerted 
action throughout Europe was required to counteract the imminent advance of the deadly infection, the first 
signs of which were already apparent. 

Her delegation wished to be added to the list of sponsors of the draft resolution. 

Dr OJEDA MARTÍNEZ (Venezuela), said that Venezuela was making strenuous efforts to deal with the 
numerous problems presented by the HIV/AIDS epidemic，including the refusal to treat AIDS patients，and a 
shortage of beds in public hospitals; the first of those problems was being solved by means of health 
education. Coordinated action with the relevant nongovernmental organizations under the guidance of the 
Ministry of Health had been achieved, with the aim of attracting additional resources and using them more 
rationally. H e suggested that, in view of the scarcity and high cost of drugs used in the treatment of the 
disease, it might be appropriate to consider establishing a drugs bank. 

Professor RAHMAN (Bangladesh) said that policy formulation and implementation in the effort to 
control the spread of AIDS in Bangladesh currently depended on a tripartite coalition consisting of the 
National AIDS Committee, the Ministry of Health and Family Welfare, and the Director-General of Health 
Services. The National AIDS Committee was headed by the Deputy Leader of Parliament, and provided 
assistance to nine different ministries. It was concerned with policy formulation, planning and monitoring, and 
could initiate, decide and review programmes and activities. Currently, programme activities were focused on 
health-related areas, and it was expected that a multisectoral plan of action would shortly be implemented. 
Although central programme implementation could be termed satisfactory, further initiatives would be taken in 
the near future to ensure more effective implementation at the district level. 

With GPA assistance and bilateral support from donor countries，the Bangladesh AIDS Prevention and 
Control Programme had been able to continue its AIDS prevention activities，which consisted of promoting 
awareness of the disease, providing orientation and training programmes for immunologists, pathologists, 
microbiologists, laboratory technicians and other medical personnel, and conducting serosurveillance activities 
and diagnostic tests for the detection of HIV infection among high-risk groups. In addition, policy-initiative 
meetings were held by the National AIDS Committee and other bodies. 

With regard to the statistics of the AIDS situation in his country, he said that the total number of 
persons examined serologically so far was 215 840，of whom nine had proved HIV-positive and one had died of 
AIDS. All the male cases had acquired the infection outside the country, while female sex workers had been 
infected by sailors. 

His delegation wished to be included in the list of sponsors of the draft resolution. 

Mrs HUSSEIN (Egypt) said that her delegation also wished to be included in the list of sponsors. 

Dr BANKOWSKI (Council for International Organizations of Medical Sciences)，speaking at the 
invitation of the CHAIRMAN, said that perhaps the most sensitive ethical questions in connection with AIDS 
arose when clinical or field trials on new drugs or vaccines against the disease were initiated and sponsored in 
a developed country, as was usually the case, but were carried out in a developing one. That problem became 
still more complicated when potential research subjects were recruited from vulnerable population groups, such 
as children, pregnant and nursing women or mentally ill persons and when, in addition, those persons were 
from poor communities, whether in developing or developed countries. In such trials, very specific and strict 
measures must be taken by both investigators and sponsors in order to protect the human rights and welfare of 
the human subjects involved. 

Participation in drug and vaccine trials in the field of HIV infection and AIDS could involve a significant 
risk of social discrimination or harm, and every effort must be made to avoid that possibility. For example, 
participants in vaccine trials must be able to demonstrate that their HIV seropositivity was due to vaccination 
rather than to natural infection. 

Among the conditions for ensuring compliance with ethical requirements were the following: the 
individual consent of subjects must be guaranteed; the research protocol must be approved by an independent 
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ethical review committee in both the country initiating the research and the one where the research would be 
carried out; and the confidentiality of research data must be safeguarded. In addition to those points, the 
problems related to the selection of research subjects, their compensation for injury, ethical review procedures 
and the obligation of investigators and sponsoring agencies were discussed in the recently published 
International ethical guidelines for biomedical research involving human subjects. In those Guidelines’ particular 
emphasis was placed on research on AIDS in developing countries and disadvantaged communities in both 
developed and developing countries, and on the means by which human rights and the welfare of the subjects 
were to be protected. 

The Council recognized that formulating ethical guidelines for biomedical research involving human 
subjects would not resolve all the moral ambiguities that were encountered in everyday research on human 
subjects. They would, however, draw the attention of research workers to the need to consider the ethical 
implications of professional action and thus promote high professional and ethical standards in relation to both 
human attitudes and the quality of research. 

The CHAIRMAN said that Bangladesh, Egypt, Namibia, Slovak Republic, Spain and Venezuela had now 
joined the list of sponsors of the draft resolution. 

The meeting rose at 17HS5. 



THIRTEENTH MEETING 

Friday, 14 May 1993, at 9h00 

Chairman: Mr В. M. TAITT (Barbados) 

1. GLOBAL STRATEGY FOR THE PREVENTION AND CONTROL OF AIDS (PROGRESS REPORT): 
Item 20 of the Agenda (Resolution WHA45.35; Document A46/14) (continued) 

Dr MERSON (Global Programme on AIDS) replied to questions raised in both Committees A and B. 
In reply to the delegate of Nigeria concerning a perinatal vaccine that would prevent HTV transmission 

from a woman to her fetus, he said that in the planned trial to be undertaken in the United States of America 
a vaccine shown to be safe and immunogenic in both HIV-negative and HIV-positive adults would be 
administered to a small number of HIV-infected pregnant women. If it was found safe and immunogenic in 
those women, subsequent studies would be done in a larger number of women to determine if the vaccine had 
any impact on the course of their infection or decreased the rate of perinatal transmission. The vaccine was 
one of 15 being developed to prevent either HIV infection or progression to AIDS in HIV-infected people. 
The Global Programme on AIDS (GPA) was closely monitoring the development of those vaccines and 
collaborating with the Governments of Brazil, Rwanda, Thailand and Uganda to prepare for field trials in 
those countries of any vaccines that seemed safe, immunogenic and likely to be effective in developing 
countries. It was hoped that those trials could begin within two or three years. He assured the delegates of 
Brazil, Greece, Turkey and Mexico that W H O was involved in ensuring that, like all research on AIDS, all 
vaccine trials were ethically conducted, in accordance with the guidelines prepared by the Council for 
International Organizations of Medical Sciences. 

In reply to the delegate of Swaziland he said that a recent review in The Lancet estimated that infants 
breast-fed by HIV-infected women had about a 14% additional risk of HIV infection, which brought the overall 
risk of perinatal transmission to 30%. Although studies on HIV and breast-feeding were limited，and the 
additional risk might be somewhat higher or lower than 14%, the studies consistently showed that it was not 
negligible. Nevertheless, the enormous benefits of breast-feeding had been well documented, and for the vast 
majority of HIV-infected women and their infants it remained the best option. During the meeting that had 
led to the development of the W H O / U N I C E F consensus statement on HIV and breast-feeding in April 1992， 
it had been realized that there were issues that could not be adequately addressed there, such as the factors 
influencing a woman's ability to provide breast-milk substitutes safely (for example, her access to safe drinking-
water), and the concern that women who thought they might be HIV-infected would not breast-feed or might 
cease breast-feeding because of fear of infecting their infants. Since that meeting, a number of W H O 
programmes had been working in collaboration with UNICEF to draft guidelines on breast-feeding by HIV-
positive women, for the use of national policy-makers and health-care workers advising women on infant 
feeding. Those guidelines would deal with many issues that could not be covered in the consensus statement; 
they would be available later in 1993. With regard to the question on the preparation of medium-term plans, 
he said that GPA was collaborating with countries in preparing "second-generation" plans, which were more 
multisectoral in nature than the first-generation plans. Countries usually began by organizing consensus 
workshops in which representatives of different sectors agreed on major programme strategies and 
interventions and assigned areas of activity to various sectors. To assist that process, GPA had developed and 
successfully field-tested in Harare the previous month a programme management training course which would 
help senior national AIDS programme staff and staff of other relevant sectors to set objectives and targets, 
establish policies, decide on priority interventions and activities, and evaluate their programmes. Replying to 
the delegate of Botswana, he said that training modules were being finalized on the basis of the field test and 
should be available by the third quarter of the current year. GPA had also started to develop a supervisory 
skills course for first-level supervisors. Both those courses would help national staff to decide on priority 
activities for allocation of programme resources. 
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The delegates of Botswana, Brazil and the United Kingdom of Great Britain and Northern Ireland had 
stressed the importance of testing by GPA of the effectiveness and cost of prevention and care activities and 
disseminating information as widely as possible on lessons learnt. GPA would soon publish a report on 
successful preventive activities carried out in 13 countries as well as an analysis of the impact HIV-preventive 
activities could have in reducing HIV infections, AIDS-related deaths and associated social and economic costs 
in developing countries. For a mere US$ 1.5-2.9 billion a year, effective HIV prevention activities could be 
implemented in all developing countries. Military expenditures, for example, were some thousand times 
greater. GPA appreciated the need to share information rapidly on successful projects and would continue to 
do so through its new GPA Newsletter and other publications, as well as by offering services to national AIDS 
programmes in adapting projects to national and local conditions and in training national staff to carry them 
out. The programme was currently recruiting a physician-economist with much experience in cost-effectiveness 
and evaluation of AIDS control activities. 

In reply to the delegate of Malawi, he said that GPA was updating its teaching modules for basic nursing 
and midwifery education in prevention and care, and was finalizing a practical guide on infection control in 
health care settings. During the next biennium it would support studies on assisting nurses and other health 
workers to cope with the needs of HIV-infected persons, develop materials to help countries in comprehensive 
care planning, including nursing care, and undertake pilot projects to learn how better to integrate sexually 
transmitted disease control activities into maternal and child health and family planning services. The precise 
amount of resources provided for education of nurses was hard to measure, since GPA and other WHO 
programmes supported many activities at country level which touched on that area, but nurses were regarded 
as playing an essential role in institution and community care and counselling of HIV-infected persons, and 
most GPA activities at all levels were directed towards improving their performance and skills. National AIDS 
programmes were also being encouraged to include nurses in the planning and implementation of adequate 
AIDS care and to help retain nurses in the workforce despite the unusually heavy burden AIDS sometimes 
presented. GPA did not believe it was necessary to have separate facilities for AIDS patients: transmission of 
both HIV and hepatitis in hospital and other care facilities could best be prevented by following the concept of 
universal precautions; in fact, GPA discouraged separate facilities for AIDS patients because of stigmatization, 
which worked against other prevention efforts. 

GPA welcomed the suggestion by the United States delegate that it should indicate in subsequent reports 
the progress made in the six areas highlighted in the global AIDS strategy as requiring special attention during 
the next three to five years. The Programme also hoped to begin reporting on a series of indicators which 
countries could use to measure the progress of their HIV prevention activities. Protocols to measure those 
indicators - including knowledge of HIV transmission, frequency of high-risk sexual behaviour and condom use 
for individuals practising such behaviour, quality of case management for sexually transmitted diseases, and 
HIV prevalence - would soon be available for countries. In 1994, GPA hoped to present to the Health 
Assembly a number of global targets which could be used to gauge progress in dealing with the AIDS 
pandemic. 

He agreed with the Danish delegate speaking on behalf of the Nordic countries, and with the delegate of 
the United Kingdom, on the importance of AIDS education for the first generation to grow up during the 
AIDS pandemic. All available information showed that sex education in schools led to more responsible sexual 
behaviour and fewer unwanted pregnancies. GPA had undertaken many activities in the area of AIDS 
prevention and youth. For example, it had published with UNESCO a guide on school education for the 
prevention of AIDS and sexually transmitted diseases, and with UNESCO and UNICEF was developing a 
prototype curriculum for use by national curriculum planners, with sample materials for classroom activities, 
teachers，guides, and evaluation. GPA was also supporting studies in four countries on the conditions under 
which peer education worked most effectively among youth, and was about to finalize a guide for setting up 
AIDS prevention projects for young people out of school. The Danish delegate had also mentioned the 
importance of collaboration between GPA and other WHO programmes. TTie list of such programmes was 
extensive. To take just one - the tuberculosis programme, which had been discussed at length at the Health 
Assembly - one of GPA，s biggest challenges was to define cost-effective approaches for the treatment and 
prevention of tuberculosis in HIV-positive people. Since the enormously increased case load in tuberculosis 
around the world was an unavoidable consequence of HIV transmission, effective HIV prevention activities 
remained central to tuberculosis prevention. 

All the activities mentioned by the delegate of Brazil, such as integrating AIDS prevention and care into 
primary health care services and developing programmes for injecting drug users, were priorities for GPA. 
The Brazilian and United Kingdom delegates had particularly supported GPA's new and expanded efforts to 
control sexually transmitted diseases. Because such diseases were a risk factor in HIV transmission, providing 
effective case management for them was one of the main ways of preventing sexual transmission of HIV. Over 
the past year GPA had greatly expanded its work on sexually transmitted diseases in three main areas: design 
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and evaluation of simple flow charts for case management (particularly in women), which did not require 
expensive laboratory support; preparation of guidelines for national programmes with support to countries to 
implement them; and prevention of maternal and congenital syphilis. More information would be provided on 
those and other sexually transmitted disease control activities in GPA，s report to the Forty-seventh World 
Health Assembly. 

Replying to questions by the delegates of Brazil and the Netherlands about GPA,s activities in human 
rights, he said the Programme had adopted a policy on short-term travel restrictions on HIV-infected persons: 
it would not sponsor, support or participate in international conferences on AIDS in countries which imposed 
such restrictions. It was closely monitoring medium-term plans to help ensure that national AIDS programmes 
were promoting non-discriminatory policies and practices and were producing guidelines and other public 
information to that end. The Programme had just released guidelines on the control of HIV and AIDS in 
prisons. It had worked with the Special Rapporteur to the Sub-Commission on Prevention of Discrimination 
and Protection of Minorities on the preparation of his report on HIV and human rights. Since 1987 the staff 
of GPA and the Health Legislation unit had participated in and contributed to more than 30 international and 
national meetings on legal, ethical and human rights aspects of HIV/AIDS. 

GPA's new statement on HIV testing and counselling, which would be available shortly, clearly set out 
the public health argument against mandatory HTV testing, which was one form of discrimination and often the 
first step towards further discrimination. That statement would be widely disseminated. GPA was concerned 
about the excessive use of testing in some countries: except in the form of screening blood for transfusion, 
testing for HIV was not by itself a way to prevent the spread of HIV. Mandatory testing, in particular, 
diverted resources f rom other prevention efforts, never identified all or even most of the infected persons, and 
created the false impression that there was no longer a danger of HIV transmission, thereby interfering with 
AIDS education. 

Some delegates had referred to dilemmas over individual versus collective rights in HIV prevention. In 
the case of prostitutes and their clients, that dilemma did not arise, since restrictions on the movements of 
prostitutes could never be effective. What was needed was the cooperation of both prostitutes and their clients 
in ensuring that condoms were always used. 

In reply to the delegate of Qatar, he emphasized that the essentials for a safe blood transfusion 
programme were selection of safe blood donors; appropriate testing, processing and storage of blood; and 
appropriate use of blood. WHO's Global Blood Safety Initiative and the Regional Office for the Eastern 
Mediterranean had organized blood safety workshops in the Region, and one was to be held in September 
1993 in Amman. 

The delegate of Morocco had proposed that W H O should sponsor an international event promoting 
AIDS prevention. In fact, a worldwide event, World AIDS Day, with a common global theme, had been 
organized on 1 December every year since 1988. The current year's theme, AIDS: A Time to Act, had been 
chosen to emphasize the urgency of the situation. 

GPA advocated that all countries should begin planning events to mark World AIDS Day immediately. 
The Day was an opportunity for bringing together those already working to combat HIV and AIDS and those 
not yet involved. It was also an occasion to discuss HIV and how it was spread, to promote safer sexual 
practices, to promote compassionate care for HIV-infected people，and to speak out against stigmatization and 
discrimination. GPA had also been considering organizing other special events to increase awareness and to 
raise additional resources. Among the possibilities considered had been the use of celebrities as goodwill 
ambassadors for HIV/AIDS, and associating them with media or entertainment initiatives, such as concerts or 
telethons. 

With regard to the concern expressed by the delegate of Venezuela, he was fully aware of the enormous 
problem posed by the unavailability of drugs for the treatment of sexually transmitted diseases. Without access 
to antibiotics, control efforts were useless. 

In September 1992，GPA, together with the Action Programme on Essential Drugs, had organized a 
meeting on the problem with representatives of bilateral and United Nations bodies. That meeting had led to 
the formulation of a short list of drugs for the treatment of sexually transmitted diseases, which had been 
endorsed at a subsequent meeting of experts on those diseases in February 1993 and would shortly be made 
available to countries. The Programme was now seeking ways to make such drugs available at an affordable 
price. 

In addition, standard treatment approaches had been developed for opportunistic infections, and 
algorithms had been defined to optimize their use. The Programme was also seeking means to make such 
approaches more readily available, particularly drugs for treatment of oral and oesophageal candidiasis. H e 
hoped to be able to report progress in that area at future Health Assemblies. 

Many delegates had spoken on the issue of coordination. That was an issue that had received great 
attention following the report of the external review of the Programme submitted at the end of 1991, 
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recommending that a working group look into the structuring of United Nations collaboration, with the aim of 
ensuring that the United Nations system maximized and coordinated its assistance to national AIDS 
programmes, and that W H O and other organizations clarified their respective responsibilities. In response to 
the group's recommendation, the Global Management Committee had set up a task force to deal with global 
coordination issues and promote a coordinated implementation of policies and programmes among external 
support agencies at country, regional and global level. The task force consisted of 12 members, including 
representatives of governments, organizations and bodies of the United Nations system, and nongovernmental 
organizations. It was administered by WHO, and W H O was an ex officio member. 

In addition, the Interagency Advisory Group on AIDS, which included representatives f rom all 
organizations in the United Nations system, had taken a number of steps to strengthen its own role and 
effectiveness. Its goal was to improve the exchange of information and collaboration within the United Nations 
family. W H O continued to serve as the Secretariat for that Group. 

In view of the expansion of the H I V / A I D S pandemic, with its increasing health, social and economic 
consequences, and the considerable resource constraints faced by everyone in dealing with it, the Programme 
welcomed any proposal which would help to unify the international response. It saw the study proposed in the 
draft resolution as a continuation of that process. It would certainly work closely with its United Nations 
partners, and in collaboration with other relevant international organizations, nongovernmental organizations 
and Member States, as well as with the Global Management Committee and its task force, to ensure the study 
was submitted as requested to the Executive Board in January. 

In reply to the first question from the delegate of Malawi, he said that the proposed study would indeed 
incur costs, especially if a broad-based consultative process was to be followed. However, efforts would be 
made to keep those costs to a minimum. On the basis of previous studies, it had been estimated that the costs 
would range between US$ 100 000 and US$ 150 000. Given what was at stake, he believed that that would be 
money well spent. 

In reply to the second question from the delegate of Malawi, he said he believed it would be premature 
at the present stage to comment on the cost-effectiveness of a cosponsored programme. H e assumed that that 
would be one of the important subjects of the study. 

H e stressed that the Programme's primary goal, indeed its only goal, was to find better ways of ensuring 
collaboration among organizations and bodies of the United Nations system, and all external support agencies, 
so that they could better support national AIDS programmes and respond to the pandemic. H e was aware 
that, in HIV/AIDS as in other areas, many countries had difficulties in accommodating all the different views, 
approaches and procedures of the various members of the United Nations family, and believed that one 
outcome of the study would be proposals as to how those differences could be minimized in the future. 

Many delegates had noted that the study could have implications for the role of W H O in AIDS 
prevention and control. Like the delegate of Belgium, he did not believe that the resolution aimed to 
minimize the obvious health aspects of HIV prevention and care, or to diminish W H O ' s role in the fight 
against AIDS. He was confident that the proposed study would strengthen the Programme's efforts, and clarify 
the responsibilities of W H O and the other United Nations bodies. There should be no doubt in the minds of 
any of those present that W H O ' s efforts continued to be vital in the worldwide effort against HTV and AIDS， 
and that its enthusiasm, dedication and commitment would only be reinforced by the new challenges that lay 
ahead. 

The CHAIRMAN drew attention to an amended version of the draft resolution entitled "Study on a 
United Nations Programme on HTV/AIDS"，which had been introduced and discussed at earlier meetings. 
The original sponsors had been joined by Bangladesh, Bhutan，Brazil, Bulgaria, Egypt, Mexico, Namibia, Nepal, 
Netherlands, Poland, Qatar, Slovak Republic, Spain, Togo, Tunisia, Turkey and Venezuela. In addition, in the 
third preambular paragraph, the phrase "women and children and for" had been added before the words 
"overall health policy"; and, in the seventh preambular paragraph, the words "as well as for monitoring and 
evaluation techniques" had been added at the end of the sentence. 

The draft resolution entitled "Study on a United Nations Programme on HIV and AIDS"，as amended， 
was approved.1 

After the debate had closed on this agenda item, the following presentations were submitted under 
special authorization from the Chairman, and should not be considered in connection with any conclusions 
drawn or action taken by the Committee: 

1 Transmitted to the Health Assembly in the Committee's fifth report and adopted as resolution WHA46.37. 
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Professor KAHN (Pakistan) said that in view of the extraordinary importance of the AIDS problem, his 
delegation wished to be added to the list of sponsors of the resolution. The Global Programme on AIDS 
should continue to be coordinated by WHO, given the Organization's experience, technical competence and 
performance record. 

Dr DALLAL (Lebanon) said that his delegation also wished to sponsor the resolution. Lebanon was 
grateful for the valuable support given by the Regional Office for the Eastern Mediterranean to its national 
AIDS programme. Recently, in compliance with WHO strategy on the matter, the Ministry of Health had set 
up a committee for AIDS control, whose task was to follow up and evaluate progress in implementing the 
programme and to assess epidemiological trends in the spread of the disease. 

Dr ТАРА (Tonga) congratulated the Director of the Global Programme on AIDS and his staff on their 
dedicated work in implementing the global strategy. Since his last report to the Committee on the situation in 
his country, three more HIV-infected cases had been confirmed, bringing the total to four. That was a 
disappointing development, since it was the first known occurrence of heterosexual transmission of HIV in a 
country with a population of 100 000. No form of discrimination against such HIV-infected persons was 
practised in Tonga. 

2. FIFTH REPORT OF COMMITTEE В 

Dr MENCHACA (Secretary) read out the draft fifth report of the Committee. The text would shortly 
be distributed as document A46/55. 

The report was adopted.1 

3. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 9h55. 

1 See page 302. 



REPORTS OF COMMITTEES 

The text of resolutions and decisions recommended in committee reports and subsequently adopted 
without change by the Health Assembly have been replaced by the serial number (in square brackets) under 
which they appear in document WHA46/1993/REC/1 . The verbatim records of plenary meetings at which 
these reports were approved are reproduced in document WHA46/1993/REC/2 . Summary records of the 
meetings of the General Committee, Committee A and Committee В appear in this volume. 

COMMITTEE ON CREDENTIALS 

First report1 

[A46/41 - 5 May 1993] 

1. The Committee on Credentials met on 4 May 1993. Delegates of the following Member States were 
present: Burkina Faso, Chile, Colombia, Cyprus, Denmark, Egypt, Madagascar, New Zealand, Poland, 
Portugal, United Republic of Tanzania. 

2. The Committee elected the following officers: Mr A. Bisley (New Zealand) - Chairman; Dr Y. Zina 
(Burkina Faso) - Vice-Chairman; Dr К. A. Mmuni (United Republic of Tanzania) - Rapporteur. 

3. The Committee examined the credentials delivered to the Director-General in accordance with Rule 22 
of the Rules of Procedure of the World Health Assembly. 

4. The credentials of the delegates of the Member States listed at the end of this report were found to be 
in conformity with the Rules of Procedure; the Committee therefore proposes that the Health Assembly 
should recognize their validity. 

5. The Committee examined notifications from the Member States listed below that, while indicating the 
names of the delegates concerned, could not be considered as constituting formal credentials in accordance 
with the provisions of the Rules of Procedure. The Committee recommends to the Health Assembly that the 
delegates of these Member States be provisionally seated with all rights in the Assembly pending the arrival of 
their formal credentials: Armenia, Azerbaijan, Bosnia and Herzegovina, Estonia, Georgia, Italy, Latvia, 
Liberia, Lithuania, Micronesia, Federated States of, San Marino, Spain, Tajikistan, The Former Yugoslav 
Republic of Macedonia. 

6. With reference to the credentials of Zaire, the Committee heard a report that credentials from both the 
Government of President Mobutu and the transitional Government represented by Prime Minister Tshisekedi 
had been submitted. Its attention was also drawn to resolution 396 (V) of the United Nations General 
Assembly (14 December 1950)，in which the specialized agencies were requested to take into account the 
attitude of the General Assembly on the question of credentials of specific governments. It noted that the last 
time the credentials of Zaire had been considered by the General Assembly was in the autumn of 1992. The 
delegation of Denmark, reflecting the views of the European Community and its Member States, stated that it 
was in favour of recognizing the credentials issued by the transitional Government, and read out a statement, 
adopted by the European Community and its Member States, on the situation in Zaire. This statement was 

1 Approved by the Health Assembly at its fifth plenary meeting. 
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also supported by certain other delegations. On the other hand，certain delegations, not wishing to proceed 
too quickly, bearing in mind the complexity of the situation, were in favour of allowing time for further 
reflection. Accordingly, the Committee decided to postpone its consideration of the credentials of Zaire until 
its second meeting. 

States whose credentials it was recommended should be recognized as valid (see paragraph 4 above) 

Afghanistan; Albania; Algeria; Angola; Antigua and Barbuda; Argentina; Australia; Austria; Bahamas; 
Bahrain; Bangladesh; Barbados; Belarus; Belgium; Benin; Bhutan; Bolivia; Botswana; Brazil; Brunei 
Darussalam; Bulgaria; Burkina Faso; Burundi; Cameroon; Canada; Cape Verde; Central African 
Republic; Chad; Chile; China; Colombia; Comoros; Congo; Cook Islands; Costa Rica; Côte d'Ivoire; 
Croatia; Cuba; Cyprus; Czech Republic; Democratic People's Republic of Korea; Denmark; Djibouti; 
Dominican Republic; Ecuador; Egypt; El Salvador; Equatorial Guinea; Ethiopia; Fiji; Finland; France; 
Gabon; Gambia; Germany; Ghana; Greece; Guatemala; Guinea; Guinea-Bissau; Guyana; Haiti; 
Honduras; Hungary; Iceland; India; Indonesia; Iran, Islamic Republic of; Iraq; Ireland; Israel; Jamaica; 
Japan; Jordan; Kazakhstan; Kenya; Kiribati; Kuwait; Kyrgyzstan; Lao People's Democratic Republic; 
Lebanon; Lesotho; Libyan Arab Jamahiriya; Luxembourg; Madagascar; Malawi; Malaysia; Maldives; 
Mali; Malta; Mauritania; Mauritius; Mexico; Monaco; Mongolia; Morocco; Mozambique; Myanmar; 
Namibia; Nepal; Netherlands; New Zealand; Nicaragua; Niger; Nigeria; Norway; Oman; Pakistan; 
Panama; Papua New Guinea; Peru; Philippines; Poland; Portugal; Qatar; Republic of Korea; Republic of 
Moldova; Romania; Russian Federation; Rwanda; Saint Kitts and Nevis; Samoa; Sao Tome and Principe; 
Saudi Arabia; Senegal; Seychelles; Sierra Leone; Singapore; Slovak Republic; Slovenia; Solomon Islands; 
Somalia; Sri Lanka; Sudan; Suriname; Swaziland; Sweden; Switzerland; Syrian Arab Republic; Thailand; 
Togo; Tonga; Trinidad and Tobago; Tunisia; Turkey; Uganda; Ukraine; United Arab Emirates; 
United Kingdom of Great Britain and Northern Ireland; United Republic of Tanzania; United States of 
America; Uruguay; Vanuatu; Venezuela; Viet Nam; Yemen; Zambia; Zimbabwe. 

Second report1 

[A46/44 - 7 May 1993] 

1. The Committee on Credentials met on 6 May 1993，under the chairmanship of Mr A. Bisley 
(New Zealand). Dr Y. Zina (Burkina Faso) was Vice-Chairman and Dr К. A. Mmuni (United Republic of 
Tanzania) was Rapporteur. Delegates of the following Members were present: Burkina Faso, Colombia, 
Denmark, Egypt, New Zealand, Poland, Portugal, United Republic of Tanzania. 

2. The Committee examined the formal credentials of the delegates of Georgia, Italy, the Federated States 
of Micronesia, and Spain, who had been seated provisionally in the Health Assembly pending the arrival of 
their formal credentials. These credentials were found to be in conformity with the Rules of Procedure, and 
the Committee therefore proposes that the Health Assembly recognize their validity. 

3. The Committee also examined the formal credentials of Paraguay, which were found to be in conformity 
with the Rules of Procedure, and the Committee therefore proposes that the Health Assembly recognize their 
validity, thus enabling the delegation of Paraguay to participate with full rights in its work. 

4. The Committee reconsidered the credentials of Zaire and decided that it required more time to reflect 
on this issue and would take the matter up at its third meeting. 

1 Approved by the Health Assembly at its thirteenth plenary meeting. 
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Third report1 

[A46/51 -12 May 1993] 

1. The Committee on Credentials met on 11 May 1993，under the chairmanship of Mr A. Bisley 
(New Zealand). Dr Y. Zina (Burkina Faso) was Vice-Chairman and Dr К. A. Mmuni (United Republic of 
Tanzania) was Rapporteur. Delegates of the following Member States were present: Burkina Faso, Chile, 
Colombia, Cyprus, Denmark，Egypt, Madagascar, New Zealand, Portugal, United Republic of Tanzania. 

2. The Committee examined the formal credentials of the delegates of Liberia, Lithuania, San Marino and 
The Former Yugoslav Republic of Macedonia who had been seated provisionally in the Health Assembly 
pending the arrival of their formal credentials. These credentials were found to be in conformity with the 
Rules of Procedure, and the Committee therefore proposes that the Health Assembly recognize their validity. 

3. The Committee also examined the credentials submitted by Tuvalu whose formal instrument of 
acceptance of the W H O Constitution had been deposited with the Secretary-General of the United Nations on 
7 May 1993, and which had been admitted as a new Member State of W H O under agenda item 11 during the 
seventh plenary meeting of the Health Assembly. These credentials were found to be in conformity with the 
Rules of Procedure, and the Committee therefore proposes that the Health Assembly recognize their validity, 
thus enabling the Tuvalu delegation to participate with full rights in its work. 

4. The Committee examined the credentials submitted on behalf of Zaire. Having taken due note of 
resolution 396 (V) adopted by the United Nations General Assembly on 14 December 1950，recommending 
that whenever more than one authority claims to be the government entitled to represent a Member State the 
specialized agencies should take into account the attitude adopted by the General Assembly as to such State, 
the Committee recommends that the Health Assembly should accept the credentials issued on behalf of the 
President of the Republic of Zai re by the Minister of Foreign Affairs, Professor Mpinga Kasenda, dated 
24 April 1993，as well as credentials issued by the Permanent Mission of the Republic of Zaire to the Office of 
the United Nations and the Specialized Agencies at Geneva, one issued on 30 April 1993 and the other 
undated but received by the Secretary of the Committee on 7 May 1993. Nevertheless, having regard to the 
developments in the country since the General Assembly last considered the issue, the Committee took note of 
the fact that the General Assembly could be expected to consider the issue again during its coming session. 

5. The delegate of Chile explained that he agreed to the approach adopted by the Committee since it 
reflected the views of the African countries. 

6. Some other delegations stated that they would have preferred acceptance of the credentials issued by the 
transitional Government, or, as a compromise, only those issued by the Permanent Mission of Zaire in 
Geneva, but they were prepared to conform to the majority view of the Committee in order to ensure 
consensus. 

COMMITTEE ON NOMINATIONS 

First report2 

[A46/36 - 4 May 1993] 

The Committee on Nominations, consisting of delegates of the following Member States: Bahamas, 
Benin, Bolivia, Canada，China, Croatia, Djibouti, El Salvador, France, Gambia, Guinea-Bissau, Iran (Islamic 
Republic of), Lithuania, Malaysia, Mongolia, Russian Federation，Samoa, Seychelles, Sri Lanka, Sudan, Togo, 

1 Approved by the Health Assembly at its twelfth plenary meeting. 
2 Approved by the Health Assembly at its second plenary meeting. 
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United Kingdom of Great Britain and Northern Ireland, Venezuela, Yemen, and Zambia met on 3 May 1993. 
Dr S. de Silva (Sri Lanka) was elected Chairman. 

In accordance with Rule 25 of the Rules of Procedure of the Health Assembly and respecting the 
practice of regional rotation that has been followed for many years in this regard, the Committee decided to 
propose the nomination of Mr C. Órtendahl (Sweden) for the Office of President of the Forty-sixth World 
Health Assembly. 

Second report1 

[A46/37 - 4 May 1993] 

At its first meeting, held on 3 May 1993, the Committee on Nominations decided to propose to the 
Assembly, in accordance with Rule 25 of the Rules of Procedure of the Health Assembly, the following 
nominations: 

Vice-Presidents of the Assembly: Dr В. M. Kawimbe (Zambia), Dr R. Pereira (Honduras), Dr S. Dallai 
(Lebanon), Dr A. Sattar Yoosuf (Maldives), Mrs H. Lini (Vanuatu); 

Committee A: Chairman - Dr M. Sidhom (Tunisia); 

Committee В: Chairman - Mr В. M. Taitt (Barbados). 

Concerning the members of the General Committee to be elected under Rule 31 of the Rules of 
Procedure of the Assembly, the Committee decided to nominate the delegates of the following 17 countries: 
Bangladesh, Brazil, Cameroon, China, Cuba, France, Ghana, Japan, Kuwait，Mali, Norway, Qatar, Russian 
Federation, Uganda, United Kingdom of Great Britain and Northern Ireland, United States of America, and 
Zimbabwe. 

Third report2 

[A46/38 - 4 May 1993] 

At its first meeting, held on 3 May 1993，the Committee on Nominations decided to propose to each of 
the main Committees, in accordance with Rule 25 of the Rules of Procedure of the Assembly, the following 
nominations for the offices of Vice-Chairman and Rapporteur: 

Committee A: Vice-Chairmen: Dr L. A. Pico (Argentina) and Dr N. Tierney (Ireland); 
Rapporteur: Dr S. Varea (Fiji); 

Committee В: Vice-Chairmen: Dr N. Iyambo (Namibia) and Mr Mya Than (Myanmar); 
Rapporteur: Dr M. Hamdan (United Arab Emirates). 

1 Approved by the Health Assembly at its second plenary meeting. 
2 See summary records of the first meetings of Committees A and В (pp. 9 and 181). 
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GENERAL COMMITTEE 

Report1 

[A46/42 - 7 May 1993] 

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

At its meeting held on 6 May 1993, the General Committee, in accordance with Rule 102 of the Rules of 
Procedure of the Health Assembly, drew up the following list of 10 Members, in the English alphabetical order, 
to be transmitted to the Health Assembly for the purpose of the election of 10 Members to be entitled to 
designate a person to serve on the Executive Board: Costa Rica, Israel, Morocco, Nepal, Togo, Turkey, 
Uganda, United Republic of Tanzania, Viet Nam, Zaire. 

In the General Committee's opinion these 10 Members would provide, if elected, a balanced distribution 
on the Board as a whole. 

COMMITTEE A 

First report2 

[A46/47 - 10 May 1993] 

On the proposal of the Committee on Nominations’3 Dr L. A. Pico (Argentina) and Dr N. Tierney 
(Ireland) were elected Vice-Chairmen, and Dr S. Varea (Fiji) was elected Rapporteur. 

Committee A held its first five meetings on 4, 6, 7 and 8 May 1993 under the chairmanship of 
Dr M. Sidhom (Tunisia). 

It was decided to recommend to the Forty-sixth World Health Assembly the adoption of 
three resolutions relating to the following agenda items: 

18. Proposed programme budget for the financial period 1994-1995 
18.2 Programme policy matters 

Emergency and humanitarian relief operations [WHA46.6] 
International Conference on Nutrition: follow-up action [WHA46.7] 

19. Implementation of resolutions (progress reports by the Director-General) 
Use of tobacco within United Nations system buildings [WHA46.8]. 

1 See document WHA46/1993/REC/2, verbatim record of the eleventh plenary meeting, section 4. 
2 Approved by the Health Assembly at its eleventh plenary meeting. 
3 See the Committee's third report, above. 



300 FORTY-SIXTH WORLD HEALTH ASSEMBLY 

Second report1 

[A46/50 - 12 May 1993] 

Committee A held its sixth, seventh, eighth and ninth meetings on 10 and 11 May 1993, and decided at 
its sixth, eighth and ninth meetings to recommend to the Forty-sixth World Health Assembly the adoption of 
resolutions relating to the following agenda items: 

18. Proposed programme budget for the financial period 1994-1995 
18.1 General policy matters 

W H O response to global change [WHA46.16] 
18.2 Programme policy matters 

Health development in a changing world - a call for collective action [WHA46.17] 
Maternal and child health and family planning for health [WHA46.18] 
Nonproprietary names for pharmaceutical substances [WHA46.19] 

19. Implementation of resolutions (progress reports by the Director-General) 
W H O Global Strategy for Health and Environment [WHA46.20]. 

Third report2 

[A46/52 • 13 May 1993] 

Committee A held its tenth and eleventh meetings on 12 May 1993，and decided to recommend to the 
Forty-sixth World Health Assembly the adoption of resolutions relating to the following agenda items: 

18 

19 

Fourth report2 

[A46/54 - 14 May 1993] 

Committee A held its twelfth and thirteenth meetings on 13 May 1993, and decided to recommend to the 
Forty-sixth World Health Assembly the adoption of resolutions relating to the following agenda items: 

18. Proposed programme budget for the financial period 1994-1995 
18.3 Financial policy matters 

Appropriation resolution for the financial period 1994-1995 [WHA46.34] 
Budgetary reform [WHA46.35] 

19. Implementation of resolutions (progress reports by the Director-General) 
Tuberculosis programme [WHA46.36]. 

Proposed programme budget for the financial period 1994-1995 
18.2 Programme policy matters 

Increased support under the programme of intensified cooperation with countries in 
greatest need, in particular for the African countries [WHA46.30] 

Dengue prevention and control [WHA46.31] 
Control of malaria [WHA46.32] 

Implementation of resolutions (progress reports by the Director-General) 
Eradication of poliomyelitis [WHA46.331. 

1 Approved by the Health Assembly at its twelfth plenary meeting. 
2 Approved by the Health Assembly at its thirteenth plenary meeting. 
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COMMITTEE В 

First report1 

[A46/45 - 7 May 1993] 

Committee В held its first, second and third meetings on 4，5 and 6 May 1993 under the chairmanship of 
Mr В. M. Taitt (Barbados). On the proposal of the Committee on Nominations,2 Dr N. Iyambo (Namibia) 
and Mr Mya Than (Myanmar) were elected Vice-Chairmen, and Dr M. Hamdan (United Arab Emirates) was 
elected Rapporteur. 

It was decided to recommend to the Forty-sixth World Health Assembly the adoption of a resolution 
relating to the following agenda item: 

22. Review of the financial position of the Organization 
22.1 Interim financial report on the accounts of W H O for 1992 and comments thereon of the 

Committee of the Executive Board to Consider Certain Financial Matters prior to the Health 
Assembly (Article 18(f)； Financial Regulations 11.3 and 12.9) [WHA46.5]. 

Second report1 

[A46/46 - 8 May 1993] 

During its fourth meeting, held on 7 May 1993, Committee В decided to recommend to the Forty-sixth 
World Health Assembly the adoption of resolutions relating to the following agenda items: 

22.2 Status of collection of assessed contributions and status of advances to the Working Capital Fund 
[WHA46.9] 

22.3 Members in arrears in the payment of their contributions to an extent which would justify invoking 
Article 7 of the Constitution [WHA46.10] 

25. Method of work of the Health Assembly [WHA46.11] 
26.1 Assessment of new Members and Associate Members: 

Assessments of the Czech Republic and the Slovak Republic [WHA46.12] 
Assessment of The Former Yugoslav Republic of Macedonia [WHA46.13] 
Assessment of Tuvalu [WHA46.14] 

26.2 Scale of assessments for the financial period 1994-1995 [WHA46.15]. 

Third report3 

[A46/49 - 12 May 1993] 

During its fifth, sixth, seventh and eighth meetings, held on 10 and 11 May 1993, Committee В decided 
to recommend to the Forty-sixth World Health Assembly the adoption of resolutions and decisions relating to 
the following agenda items: 

1 Approved by the Health Assembly at its eleventh plenary meeting. 
2 See the Committee's third report, above. 
3 Approved by the Health Assembly at its twelfth plenary meeting. 
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22. Review of the financial position of the Organization 
22.1 Interim financial report on the accounts of W H O for 1992 and comments thereon of the 

Committee of the Executive Board to Consider Certain Financial Matters prior to the Health 
Assembly (Article 18(f); Financial Regulations 11.3 and 12.9) 

Special Report of the External Auditor [WHA46.21] 
28. Real Estate Fund [WHA46.22] 
29. Personnel matters 

29.1 Recruitment of international staff in WHO: biennial report 
Recruitment of international staff in WHO: geographical representation [WHA46.23] 
Recruitment of international staff in WHO: employment and participation of women 
[WHA46.24] 

29.2 Salaries for ungraded staff and the Director-General [WHA46.25] 
30. Health conditions of the Arab population in the occupied Arab territories, including Palestine 

[WHA46.26] — 
31. Collaboration within the United Nations system 

31.2 International Year of the Famüy (1994) [WHA46.27] 
31.3 Health assistance to specific countries 

Health assistance to specific countries - Cuba [WHA46.28] 
Health assistance to specific countries [WHA46.29] 

32. United Nations Joint Staff Pension Fund 
32.1 Annual Report of the United Nations Joint Staff Pension Board for 1992 [WHA46(10)] 
32.2 Appointment of representatives to the W H O Staff Pension Committee [WHA46(11)]. 

Fourth report1 

[A46/53 - 13 May 1993] 

During its tenth and eleventh meetings, held on 12 and 13 May 1993，Committee В decided to 
recommend to the Forty-sixth World Health Assembly the adoption of resolutions relating to the following 
agenda items: 

29. Personnel matters 
29.3 Meritorious within-grade increases [WHA46.38] 

31. Collaboration within the United Nations system 
31.1 General matters 

Health and medical services in times of armed conflict [WHA46.39] 
33. Health and environmental effects of nuclear weapons (item proposed by Ecuador, Mexico, Panama 

and Vanuatu in accordance with Rule 5(d)) 
Health and environmental effects of nuclear weapons [WHA46.40]. 

Fifth report1 

[A46/55 - 14 May 1993] 

During its thirteenth meeting, held on 14 May 1993, Committee В decided to recommend to the 
Forty-sixth World Health Assembly the adoption of a resolution relating to the following agenda item: 

Global strategy for the prevention and control of AIDS (progress report) 
Study on a United Nations Programme on HIV and AIDS [WHA46.37]. 

1 Approved by the Health Assembly at its thirteenth plenary meeting. 
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REPORT OF COMMITTEE В TO COMMITTEE A1 

[A46/48 - 10 May 1993] 

During the course of its fourth meeting, held on 7 May 1993, Committee В considered the 
recommendation on the use of available casual income to help finance the 1994-1995 budget as contained in 
the report of the Executive Board on its review of the proposed programme budget for 1994-1995 and the first 
report of the Committee of the Executive Board to Consider Certain Financial Matters prior to the Forty-sixth 
World Health Assembly. The Committee decided to recommend to Committee A that US$ 13 129 000 of 
available casual income be used to help finance the budget for 1994-1995. 

1 See page 215. 
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