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PREFACE 

The Fifty-second World Health Assembly was held at the Palais des Nations, Geneva, from 
17 to 25 May 1999, in accordance with the decision of the Executive Board at its 1 02nd session. Its 
proceedings are issued in three volumes, containing, in addition to other relevant material: 

Resolutions and decisions, annexes - document WHA52/1999/REC/l 

Verbatim records of plenary meetings, list of participants - document WHA52/1999/REC/2 

Summary records of committees and ministerial round tables, and reports of committees - document 
WHA5211999/REC/3 
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PART I 

SUMMARY RECORDS OF MEETINGS 
OF COMMITTEES 





GENERAL COMMITTEE 

FIRST MEETING 

Monday, 17 May 1999, at 13:10 

Chairman: Mrs M. de Beh~m ROSEIRA (Portugal) 
President of the Health Assembly 

ADOPTION OF THE AGENDA, PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 
AND ALLOCATION OF ITEMS TO THE MAIN COMMITTEES (Documents A52/1, A52/GC/1 
and A52/GC/2) 

The CHAIRMAN reminded the Committee that, under its terms of reference as defined in Rule 33 
ofthe Rules of Procedure ofthe Health Assembly, its first task was to consider item 1.4 (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 A52/1. The Committee would also consider the 
programme of work of the Assembly, including proposals for the addition of two supplementary agenda 
items. 

Deletion of agenda items 

The CHAIRMAN indicated that, if there was no objection, two items on the provisional agenda 
would be deleted, namely, item 6 (Admission of new Members and Associate Members), and the 
subsection of item 15 on Assessment of new Members and Associate Members. 

It was so agreed. 

Ministerial round tables 

The CHAIRMAN drew the Committee's attention to item 5 (Round tables: Lessons learned in world 
health) ofthe provisional agenda, which had been included in response to resolution EB103.R19 in order 
to enhance the involvement of ministers of health in policy discussions. It was proposed to hold several 
round-table meetings to discuss four issues, namely, Priority-setting in the health sector: challenges to 
ministers; Investment in hospitals: dilemmas faced by ministers; Finding the money: dilemmas faced by 
ministers; and HIV/AIDS: strategies for sustaining an adequate response to the epidemic. For procedural 
reasons, she proposed that the Health Assembly should establish special committees for the purpose under 
Rule 42 of the Rules of Procedure. 

In response to questions by the delegates of ARGENTINA and BURKINA FASO, the LEGAL 
COUNSEL said that the Committee was simply being asked to recommend the establishment of the round 
tables in some suitable form. Details, such as who would be entitled to speak, who would chair the round 
tables and what would be their outcome, would be decided later. 

The delegate of BURKINA FASO welcomed the idea as a very relevant one but health ministers 
would be forced to choose between four highly interesting and important topics. 
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The DIRECTOR-GENERAL said that such choices were unavoidable as it was not possible to 
extend the Health Assembly. Every effort had been made to provide an opportunity for a highly fruitful 
discussion. 

The delegate of the UNITED STATES OF AMERICA commended the innovation but wondered 
why the round tables should be considered as committees of the Health Assembly. Committees A and B 
were committees of the whole in which all countries could participate, whereas the round tables were 
limited in membership. If the latter were able to make proposals to the Assembly it would be unfair to 
restrict their membership. In his view it might not be necessary to consider them as committees. He asked 
if the Legal Counsel could explain why such a decision had been taken. 

The LEGAL COUNSEL replied that some framework was necessary and that the Rules of Procedure 
allowed the Assembly to establish committees of limited membership. As the round tables were intended 
simply to encourage an exchange of views, their limited membership had not been considered a problem. 
The issue of whether they could make proposals to the Assembly would be discussed later. 

The delegate of ARGENTINA supported the United States of America and recalled that, in the 
1980s, technical meetings had been held parallel to the Assembly. 

The delegate of FRANCE said that the purpose ofthe initiative was to provide ministers with an 
opportunity to exchange views with their colleagues from other countries. It was unreasonable to expect 
a strict framework for that purpose. The Organization had sought a way of involving ministers in policy
making and of enabling them to compare the situations in different countries. The legitimate concerns of 
certain countries could be addressed when the experiment was assessed. 

The CHAIRMAN took it that the Committee wished the proposal to be submitted to the plenary. 

It was so agreed. 

Proposed supplementary agenda items 

The CHAIRMAN drew the Committee's attention to a proposal for inclusion of a supplementary 
agenda item, in accordance with Rule 12 of the Rules of Procedure of the Health Assembly, from the 
Governments of the Solomon Islands, Saint Vincent and the Grenadines, Liberia, Honduras and Senegal, 
"Invitation to the Republic of China (Taiwan) to participate in the World Health Assembly as an 
Observer". 1 It should be noted that the same proposal had been made the previous year and had been 
rejected by the Assembly. 

The observer of HONDURAS, attending under Rule 31 of the Rules of Procedure, said that the 
Republic of China (Taiwan), which had expressed a desire over the years to participate in the Health 
Assembly, was a dynamic democracy with a legitimate government, ranked fourteenth in the world 
economy and maintaining economic, if not diplomatic, relations with most countries of the world. It had 
in the past been a Member of WHO. Referring to the disastrous situation in the Central American region 
as a result of Hurricane Mitch the previous year, he expressed warm appreciation of the valuable assistance 
provided by many countries, including the Republic of China (Taiwan). He therefore firmly supported the 
proposal to invite the Republic of China (Taiwan) to participate in the Health Assembly as an observer. 
In the coming millennium, the universality of WHO, of prime importance, would be enhanced if the 
Republic of China (Taiwan) were included within the Organization. 

1 Contained in document A52/GC/2. 
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The delegate of BURKINA FASO, stressing the fact that African countries, including his own, had 
benefited from assistance from the Republic of China (Taiwan) in promoting their health policies, endorsed 
the proposal made by the Observer of Honduras. 

The delegate of CHINA said that his delegation firmly opposed the proposal regarding Taiwan's 
participation in the Health Assembly as an observer. It was merely a repetition of similar proposals that 
had been rejected at the past two sessions ofthe Health Assembly to which the overwhelming majority of 
Member States were opposed. WHO, as a specialized agency of the United Nations, was open to sovereign 
states: as a province of China, Taiwan had no qualification whatsoever to participate in either WHO or the 
Health Assembly. The issue of representation of China in both the United Nations and WHO had long 
been resolved by United Nations General Assembly resolution 2758 (XXVI) and resolution WHA25.1: 
attempts to obtain Taiwan's participation, therefore, had no legal justification. By asking certain Member 
States to raise the issue once again, the Taiwanese authorities were clearly motivated by political 
considerations, attempting to create "two Chinas" or "one China, one Taiwan" in the Organization, thus 
contravening the United Nations Charter and the basic norms of international law, and undermining 
China's sovereignty and territorial integrity. The Chinese Government, which always attached importance 
to safeguarding the rights and interests of Chinese compatriots in Taiwan and was concerned with their 
health, was ready to seek a negotiated settlement through the appropriate channels, provided that the 
Taiwan authorities responded positively and ceased all separatist activities. Other countries should act in 
the interests of the unification of China. He therefore urged all members of the General Committee to reject 
the inclusion of the proposed item on the agenda of the current World Health Assembly. 

The delegate of SRI LANKA strongly endorsed the position ofthe delegate of China. 

The delegate of ARGENTINA, supported by the delegate of CUBA, said that the issue under 
discussion was a political matter which should be resolved within the United Nations General Assembly 
rather than in the current forum. The request to allow the Republic of China (Taiwan) to participate as an 
observer was inappropriate. 

The delegate of the RUSSIAN FEDERATION considered that it was pointless to continue 
discussion of a matter which had been resolved by previous resolutions of the United Nations General 
Assembly and the Health Assembly. 

The delegate of ZAMBIA said that, in view ofthe previous resolutions, bearing in mind Rules 3 and 
19 ofthe Rules ofProcedure ofthe Health Assembly governing invitations to send observers to the Health 
Assembly, and considering that WHO was primarily an intergovernmental institution whereas Taiwan had 
a territorial relationship with the People's Republic of China, her delegation considered that the request to 
allow the Republic of China (Taiwan) to participate as an observer should be rejected. 

The CHAIRMAN, noting that most speakers were not in favour of the proposal to include a 
supplementary agenda item to invite the Republic of China (Taiwan) to participate in the Health Assembly 
as an observer, proposed that a recommendation should be made to that effect to the Health Assembly at 
its plenary that afternoon. 

It was so agreed. 

The CHAIRMAN invited the Committee to consider a proposal for inclusion of a further 
supplementary agenda item, in accordance with Rule 12 ofthe Rules ofProcedure ofthe Health Assembly, 
from the Governments of Belgium, France, Romania and Spain, entitled "Use oflanguages at WH0". 1 

1 Contained in document A52/GC/2. 
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The delegate of FRANCE said that a number of countries had reiterated their concern over the use 
of languages in the Organization, a subject on which the Health Assembly had adopted resolution 
WHA50.32. World changes and globalization did not mean that all cultures had become unified. On the 
contrary, a diversity of responses to world issues such as health had emerged from the different countries, 
reflecting a diversity of languages which could not justify the use of a single working language. It was vital 
that WHO documents, which were dispatched throughout the world, should be made available to as many 
people as possible in the main languages of the different regions. 

The CHAIRMAN said that in the absence of any objection, she would take it that the Committee was 
in favour of recommending the inclusion of that item on the agenda of the Health Assembly. 

It was so agreed. 

Allocation of items to the main committees and programme of work of the Health Assembly 
(Documents A52/1 and A52/GC/1) 

The CHAIRMAN said that the Committee's recommendations on item 1 would be transmitted to 
the plenary that afternoon. Items 2 to 4 and 6 to 10 would also be taken up in plenary. 

With regard to item 5 (Round tables: lessons learned in world health), it had been agreed that the 
round tables would be considered as committees of the Health Assembly. In order to ensure an informal 
and lively discussion, it had been decided to limit the participation for each round table to those ministers 
of health, or delegates at ministerial level representing Member States at the Assembly, who had registered 
for participation. All other delegations, and representatives of Associate Members and observers, could 
attend as observers. The round tables would not adopt resolutions, but their chairmen would submit to the 
plenary an oral report on the discussions that had taken place. 

The delegate of ARGENTINA said that he had been asked to transmit to the Committee a request 
from the Holy See for participation in the round tables. In view of the high quality of the health services 
provided by the Catholic Church around the world, his delegation would support that request. 

The LEGAL COUNSEL, explained that the purpose of the round tables was to permit an active and 
dynamic exchange of views between health ministers of Member States. According to the Rules of 
Procedure of the Health Assembly, observers did not participate in discussions although they could make 
statements at the conclusion of agenda items; it had therefore not been felt appropriate to include them as 
participants. The Holy See could, of course, attend the round-table meetings in its capacity as observer. 

The CHAIRMAN concluded that the Committee wished to recommend to the Health Assembly that 
it should accept the allocation of the items to the main committees as set out in the provisional agenda, 
including the proposed arrangements for the round-table meetings. The supplementary agenda item which 
the Committee recommended should be included on the agenda would be dealt with in Committee B. 

She noted that the Executive Board had allocated the items on the provisional agenda between 
Committees A and B, based on their respective terms of reference. Since there had been some interest in 
considering the issue of casual income together with the budget, she suggested that the Committee 
recommend that consideration of that issue should be moved from Committee B to Committee A and taken 
up under item 12 (Proposed programme budget for 2000-200 I). 

It was so agreed. 
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The CHAIRMAN drew attention to the preliminary daily timetable for the Health Assembly, 
prepared by the Executive Board. 1 She noted that an additional plenary meeting would be required to 
complete the review of The world health report 1999. It was proposed that that additional meeting should 
be held on the morning of Thursday, 20 May, simultaneously with Committee A. At the request of a 
Member State, it was proposed to reschedule discussion of item I 7 (Health conditions of, and assistance 
to, the Arab population in the occupied Arab territories, including Palestine) so that it could take place in 
Committee Bon Thursday, 20 May. She took it that the Committee wished to recommend to the Health 
Assembly that it should accept the preliminary timetable, as amended, on the understanding that certain 
items might subsequently be transferred from one committee to the other, depending on their workload. 

It was so agreed. 

The CHAIRMAN reminded the Committee that the Executive Board in decision EB 1 03(3) had 
decided that the Fifty-second World Health Assembly should close no later than Tuesday, 25 May. 

Referring to the list of speakers for the debate on The world health report 1999, the Chairman 
suggested that, in accordance with established procedure, the order of speakers on the list, which already 
contained 61 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 or to the officer responsible for the 
list of speakers. Ifthe Committee had no objection, she would inform the plenary ofthose provisions. 

It was so agreed. 

The CHAIRMAN reminded the Committee that its next meeting would be held on Wednesday, 
19 May at 17:30. 

The meeting rose at 14:00. 

SECOND MEETING 

Wednesday, 19 May 1999, at 17:30 

Chairman: Mrs Maria de Belem ROSEIRA (Portugal) 
President of the Health Assembly 

PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The General Committee heard reports from Dr SULAIMAN (Oman), Chairman of Committee A, 
and Dr TAPIA (Mexico), Chairman of Committee B, on progress of work in their respective committees. 

The General Committee then drew up the programme of meetings for Thursday, 20 May and 
Friday, 21 May, on the understanding that on Friday, 21 May, Committees A and B would meet in joint 
session to consider the appropriation resolution, at an appropriate time to be decided by consultation 
between them. 

1 Document A52/GC/1. 
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The CHAIRMAN reminded the Committee that its next meeting would be held on Friday, 21 May, 
at 17:30. 

The meeting rose at 17:50. 

THIRD MEETING 

Friday, 21 May 1999, at 18:30 

Chairman: Dr T.J. STAMPS (Zimbabwe) 
Vice-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 representative to serve on the Executive Board was governed by Article 24 of the 
Constitution and by Rule 102 of the Rules of Procedure of the Health Assembly. To help the General 
Committee in its task, two documents were before it: a list indicating the present composition of the 
Executive Board by Region, on which were underlined the names of the 1 0 Members whose term of office 
would expire at the end of the Fifty-second World Health Assembly and which had to be replaced, and a 
table, by Region, of Members of the Organization which had been entitled to designate representatives to 
serve on the Executive Board. Vacancies, by region, were: Africa, 4; the Americas, 1; South-East 
Asia, 1; Europe, 2; the Eastern Mediterranean, 1; and the Western Pacific, 1. A third document contained 
a list of the 10 Members that it was suggested should be entitled to designate a representative to serve on 
the Executive Board. 

As no additional suggestions were made by the General Committee, the Chairman noted that the 
number of candidates was the same as the number of vacant seats on the Executive Board. He therefore 
presumed that the General Committee wished, as was allowed under Rule 80 of the Rules of Procedure, 
to proceed without taking a vote. 

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 representative to serve 
on the Executive Board: Belgium, Chad, Comoros, Congo, Cote d'Ivoire, Guatemala, India, Lebanon, 
Switzerland, Vanuatu. The list would be transmitted to the Health Assembly. 

It was so agreed. 

2. PROGRAMME OF WORK OF THE HEALTH ASSEMBLY 

The General Committee heard reports from Dr SULAIMAN (Oman), Chairman of Committee A, 
and Dr TAPIA (Mexico), Chairman of Committee B, on the progress of work in their committees. 
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The CHAIRMAN proposed to review progress of work with the Chairmen of the Committees and 
to revise the programme accordingly, if necessary. 

It was so agreed. 

The General Committee then drew up the programme of meetings for Saturday, 22 May, 
Monday, 24 May and Tuesday, 25 May. 

3. CLOSURE 

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

The meeting rose at 18:50. 





COMMITTEE A 

FIRST MEETING 

Monday, 17 May 1999, at 16:10 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 11 of the Agenda (Document 
A52/30) 

The CHAIRMAN expressed his gratitude at having been elected and welcomed those present. He 
was confident that any problems that might arise during consideration of the proposed programme budget 
for 2000-2001 and other items on the agenda would be solved with the goodwill of all and in the spirit of 
cooperation that had always prevailed at the Health Assembly. 

He then drew attention to the third report of the Committee on Nominations (document A52/30), 1 

in which Mr S. Nuamah Donkor (Ghana) and Dr M. Taha bin Arif (Malaysia) were nominated for the 
offices of Vice-Chairmen of Committee A and Professor A. Akanov (Kazakhstan) as Rappporteur. 

Decision: Committee A elected Mr S. Nuamah Donkor (Ghana) and Dr M. Taha bin Arif 
(Malaysia) as Vice-Chairmen and Professor A. Akanov (Kazakhstan) as Rapporteur.2 

2. ORGANIZATION OF WORK 

The CHAIRMAN, drawing attention to the heavy workload of the Health Assembly, called on 
speakers to limit the length of their interventions to three minutes. He suggested that the normal working 
hours should be from 9:00 to 12:30 and from 14:30 to 17:30. He asked delegates to arrive in good time 
so that the required quorum could be established prior to the meetings. 

Dr LARIVIERE (Canada) suggested that the requests for brevity in speaking and for delegates to 
arrive on time be repeated at intervals throughout the Health Assembly. 

It was so agreed. 

The meeting rose at 16:30. 

1 See page 277. 

2 Decision WHA52(4). 
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SECOND MEETING 

Wednesday, 19 May 1999, at 14:30 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

PROPOSED PROGRAMME BUDGET FOR 2000-2001: Item I2 of the Agenda (Resolution 
EB103.R6; Documents PPB/2000-200I, A52/INF.DOC./2, A52/INF.DOC./4 and A52/INF.DOC./8) 

Casual income (Document A52/I 7) 

The DIRECTOR-GENERAL said that the proposed programme budget (document PPB/2000-200 I) 
was an important part of the process of change under way at WHO. On assuming office in July I998, she 
had decided to make the proposed budget more strategic, more transparent and more in line with the new 
organizational structure. Targets and work plans would continue to be refined during the period ending 
December I999, and budget reform would continue in drawing up the next budget. The updated budget 
before the Health Assembly reflected many points raised at the I 03rd session of the Executive Board. 

With a view to enhancing efficiency, substantial administrative savings had been identified, and the 
resources thus released had been used for health priorities. The Cabinet undertook continuous evaluation 
with a view to shifting resources to priorities. The strategic direction for WHO included planning on the 
basis of both the regular budget and extrabudgetary resources. Some of the major voluntary donors were 
responding to that idea by providing resources for general themes. WHO was developing a new policy 
framework for extrabudgetary funding to help build that resource base. The target set for 2000-2001 was 
ambitious, but she hoped it would attract a larger, more broadly based group of donors. She had proposed 
that a portion of casual income be used for the health agenda. 

The budget would be used to measure the Organization's success or failure in achieving the clear-cut 
targets that had been set for the end of200I, and she would report on the implementation of those targets, 
cluster by cluster. 

In making her recommendation to the Board on the overall level of the regular budget, she had 
considered the increasing demands from Member States and had concluded that a continuing decrease in 
the regular resource base could not be recommended. That conclusion had been reinforced by discussions 
with Member States. She believed that the level of the proposed programme budget was appropriate and 
necessary, given the challenges facing the Organization over the coming two years. It was now up to 
Member States, the "owners" of WHO, to make the final decision. 

Dr CALMAN (United Kingdom of Great Britain and Northern Ireland) (Chairman of the Executive 
Board) said that the Executive Board had reviewed the budget in detail in the light of preliminary work 
undertaken at a joint meeting of the Administration, Budget and Finance Committee and the Programme 
Development Committee. The Board had noted the proposed redirection of funds from administrative to 
technical areas, which were shown in Annex I to document A52/INF.DOC./2, and had commended the 
report which focused on outcomes. 

The Board had been divided on the issue of the overall budget level. Roughly one-third of the 
members were prepared to support zero growth in real terms, with allowance for exchange rate adjustments 
and some cost increases; another third would support zero growth in nominal terms only, with the same 
nominal amount for 2000-200I as that approved for I998-l999, and the remaining members were 
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undecided. Accordingly, the Board had made no recommendation to the Health Assembly on the level of 
the budget. 

The Board had considered proposals from the Director-General for the allocation of casual income, 
estimated at the time at US$ 13.6 million. Such income had been used for programme activities twice in 
the Organization's history: US$ 20 million for malaria projects in Africa in 1996-1997, and 
US$ 6.4 million for the Organization's global information system in 1997. It had generally been used to 
reduce Member States' assessed contributions. The proposals were to allocate US$ 6.6 million to country 
activities for eradication of poliomyelitis and the Roll Back Malaria project and application of 
US$ 5.6 million to the 2000-2001 regular budget under the incentive scheme to reduce the assessed 
contributions of Member States. The Administration, Budget and Finance Committee had identified three 
options: to support the Director-General's proposal; to extend her proposal by including other health 
projects, such as improvement of water quality; and to allocate the full US$ 13.6 million towards reducing 
assessed contributions under the regular budget. Some members of the Board had considered that the 
proposal represented a change of policy that would indirectly increase budget levels. Others had taken the 
view that casual income was part of the regular budget and should therefore be applied to programme 
activities or returned to Member States. There had been support for eradication of poliomyelitis and the 
Roll Back Malaria project, but other priorities were also suggested. It had been noted that the return of 
casual income to Member States entailed an in built bias in favour of wealthy countries. Application of 
US$ 6.6 million to the proposed programmes could result in much greater savings for Member States 
worldwide, including an estimated US$ 1500 million due to the eradication of poliomyelitis. No consensus 
had been reached, and the matter had not been put to the vote in the Executive Board. The amount of 
casual income available had been finalized since the Board session at US$ 23.3 million. 

The Director-General had based her presentation of the headquarters part of the budget on the cluster 
structure. The Board had supported the idea of recasting the regional part of the budget prior to the 
Assembly to show the proposals grouped in terms of clusters. 

The Board had adopted resolution EB 1 03 .R6 requesting the Director-General to consider providing 
further budget-related information prior to the Assembly. 

Mrs KERN (Executive Director) outlined the structure of the proposed programme budget 
(document PPB/2000-2001), which was not only very much shorter than in the past but also clearer and 
more strategic. It represented a milestone in the transformation process and showed how the themes 
emphasized by the Director-General at the time of her election had been translated into goals, organization 
of work and allocation of resources. It also showed the relationship between the new organizational 
structure, the funding of activities and the new managerial process for planning and monitoring 
performance. Presentation of the objectives, expenditure and reallocations to priorities for each cluster 
made it easy to identify responsibilities, thereby enhancing transparency and providing a basis for assessing 
future outcomes. The proposed budget thus had a strategic focus based on a clear list of priorities, 
evidence, freeing of resources through more efficient administration and management and redirecting of 
resources to priority areas. 

The total budget proposed for 2000-2001 was US$ 1800 million, comprising US$ 843 million from 
the regular budget (i.e. assessed contributions) expressed in 1998-1999 prices and US$ 958 million from 
other sources (i.e. voluntary contributions). No increase in the regular budget over 1998-1999 levels was 
proposed, but an increase of 19% was sought from other sources. That was viewed as a reasonable 
increase, given the 16% average biennial increase in funding from other sources in the preceding decade. 
As requested by the governing bodies, US$ 1 0 million of regular budget resources had been shifted from 
headquarters and regional offices to countries. As a result, almost 40% of the regular budget would go to 
countries, the highest share that had ever been given to countries. Approximately one-third of the total 
budget would be devoted to communicable diseases. The smallest programme area- noncommunicable 
diseases, which accounted for a growing burden of ill-health - had been allocated the largest proportional 
increase (of almost 70% ), with a view to redressing the balance in its favour. Funding for all other areas 
had also increased, except for management and the executive functions, from which US$ 30 million had 
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been shifted to health priorities, a pattern evident throughout the Organization. Further savings in 2002-
2003 would call for investment in acquiring the necessary skills and technology in 2000-200 I. 

Turning to the clusters and major projects, she said that it was not surprising that communicable 
diseases accounted for more than one-third of the total budget since they accounted for the largest number 
of deaths per year, especially in poor countries. It was proposed to allocate just over US$ 30 million to 
headquarters and approximately US$ 20 million to regions for that purpose. Of the regions, that of the 
Americas would receive the largest amount, followed by the African Region, the Western Pacific Region 
and the South-East Asia Region. The Roll Back Malaria project and the Stop Tuberculosis Initiative were 
included in the cluster of Communicable diseases. 

Noncommunicable diseases were a growing threat in both developed and developing countries, 
accounting for nearly half the number of deaths recorded worldwide. It was an area in WHO that had 
traditionally been underfunded. As a first step towards redressing that situation, the Director-General 
proposed the allocation of almost US$ 15 million from the regular budget; the resulting increase of 70% 
would represent the largest single percentage increase in the proposed budget. That cluster included the 
Tobacco Free Initiative. 

Health systems and community health was the second largest cluster, with a budget of 
US$ 197 million. The Director-General proposed that US$ 60 million be allocated to the cluster from the 
regular budget, US$ 22 million for use at headquarters and US$ 38 million in the regions. The largest 
single regional share, US$ 13 million, would be allocated to Africa for the development of health systems 
and to support community health activities focusing on women, children and specific health problems such 
as AIDS. 

It was proposed to allocate US$ 160 million of the total budget to Sustainable development and 
healthy environments. Almost one-third of that sum would come from the regular budget, with 
US$ 22 million being allocated to headquarters and the remainder to the regions. Africa and Europe were 
planning the largest number of activities in that area, which covered work on poverty, globalization of 
health, the environment and emergencies. 

The cluster of Social change and mental health represented an amalgamation of activities in the areas 
of ageing, mental health and health promotion, which had been poorly funded in the past. The proposed 
budget for 2000-2001 was almost US$ 50 million, of which US$ 21 million would come from the regular 
budget, divided into US$ 11 million for headquarters and US$ 1 0 million for the regions, with the 
Americas receiving the largest amount. 

It was proposed to allocate US$ 136 million to the cluster of Health technology and pharmaceuticals 
of which US$ 33 million would come from the regular budget, comprising US$ 21 million for headquarters 
and US$ 12 million for the regions. That cluster included poliomyelitis eradication activities. 

US$ 75 million would be allocated to the cluster of Evidence and information for policy, a major 
initiative of the Director-General. Almost US$ 60 million of that sum would come from the regular budget, 
with US$ 32 million for use at headquarters and US$ 27 million for the regions. A significant proportion 
of the latter amount would go to the African Region, the Region of the Americas, the European Region and 
the Eastern Mediterranean Region. 

It was estimated that US$ 60 million would be needed for External relations and governing bodies 
to finance resource mobilization, external cooperation and partnerships and to service the governing bodies. 
US$ 50 million would come from the regular budget, US$ 30 million for use at headquarters and the 
remaining US$ 20 million for distribution among the regions. 

US$ 196 million had been budgeted for General management, including US$ 144 million from the 
regular budget, of which US$ 83 million would be used at headquarters and US$ 61 million in the regions. 
The regular budget funds for that cluster represented a reduction of approximately US$ 24 million from 
the 1998-1999 level. 

It was proposed to allocate US$ 35 million to the "executive area" (i.e. the Director-General, the 
regional directors and independent functions), of which US$ 27 million would come from the regular 
budget, comprising US$ 15 million for use at headquarters and US$ 12 million in the regions. That 
represented a reduction of almost US$ 6 million from the previous biennium, which would be redistributed 
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to the technical health areas. The Cabinet project of Partnerships for Health Sector Development was 
included in that area. 

The budget document showed the breakdown ofthe budget at country level in unprecedented detail. 
The relevant tables listed all 186 countries and territories that received funds from WHO, specifying for 
each country the funds allocated for country offices and programmes. They amounted to US$ 332 million 
from the regular budget, US$ 1 OS million from other sources and a further US$ 82 million from other 
sources that had not yet been allocated for specific activities. Those data had already prompted some 
debate about the total amounts being allocated to countries and their relevance to global priorities, the 
proportions allocated to country offices and programme activities, why some OECD countries were 
receiving funds and why similar amounts were allocated to countries of widely different size, complexity 
and needs. 

The governing bodies had recommended reallocation of funds from areas of lower priority such as 
administration, to health needs of high priority and had encouraged greater efficiency and savings and 
reallocation of resources to support new or expanded work in priority health areas. In the past, the 
Organization had been requested to cover cost increases from efficiency savings. In the proposed 
programme budget for 2000-2001, the Director-General had proposed savings in advance by eliminating 
some activities and by increasing efficiency. With regard to savings and resource reallocation at 
headquarters, most of the resources (posts) for the management support units had been transferred from 
general management, as many of the functions devolved to those units had previously been carried out by 
general management. A total of US$ 22 million had been transferred from the management and executive 
areas and reallocated to health priorities, two-thirds of which were earmarked for priorities set by the 
Director-General at the time of her appointment, i.e. for communicable diseases, notably the Roll Back 
Malaria project, for noncommunicable diseases, notably the Tobacco Free Initiative, and for the cluster of 
Evidence and information for policy. The savings had been achieved - not without some difficulty -
through staffing adjustments; the abolition of high-cost posts such as the Deputy Director-General and 
Assistant Directors-General; streamlining of SO programmes into 35 departments; discontinuation of free 
administrative support services to external agencies not immediately concerned with health, including the 
International Computing Centre; rationalization of publications and their free distribution; and a reduction 
in the hospitality grants previously available to directors. Similar processes had been undertaken for the 
reallocation of funds within technical clusters. Efforts to make savings were also under way at regional 
level, for instance at the Regional Office for the Americas, whose experience with subcontracting work and 
with automation might prove useful for headquarters in future. The considerable scope for further savings 
would require investment in the coming biennium. In that connection, the Executive Board had requested 
the Director-General to submit an efficiency savings plan at its 1 OSth session in January 2000. 

Although many global health issues demanded attention, the proposed programme budget did not 
propose any real increase but instead aimed at maintaining the real levels of the 1998-1999 budget in order 
to avoid further erosion of the fundamental resource base. The regular budget estimates in 1998-1999 
prices had therefore to be revised to take account of the impact of exchange rates and the estimated inflation 
for the biennium 2000-2001. Although official accounting at the Organization was in United States dollars, 
it had to make payments in countries with widely differing requirements, which complicated the calculation 
of cost increases. The exchange rate component of the cost increases focused on local currency expenditure 
at headquarters and at the five regional offices that did not use United States dollars. The rates were set 
at the time of the Health Assembly that adopted the budget, and subsequent gains or losses were paid into 
or offset by casual income up to a maximum approved by the Health Assembly through the exchange rate 
facility, which currently stood at US$ 31 million. The information contained in Table 5 (Exchange rate 
impact) of the proposed programme budget document was based on the exchange rate as at March 1999. 
Since that time, the United States dollar had strengthened and the cost increases presented in the document 
had to be adjusted accordingly. For the inflation component of the cost increases, a single figure ofS% was 
proposed for countries, whereas the rates for headquarters and the regional offices were based on data from 
appropriate sources. Table 1 on exchange rate movements and inflation projections in document 
A52/INF.DOC./8 consolidated the information contained in Tables 5 and 6 of the proposed programme 
budget and updated the exchange rates to May 1999. The total adjustment required for the biennium 
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2000-2001 was US$ 25.3 million. An analysis carried out by KPMG, commissioned by headquarters in 
the light of discussion about two regions that had recently experienced major economic crises, indicated 
that the rates proposed represented the minimum required to maintain the Organization's current level of 
programme activity. 

The governing bodies had requested information on targets and indicators and accountability for the 
use of funds. The issue had been addressed firstly by honing the text of the programme budget. 
Furthermore, a template had been designed to illustrate how achievements compared with objectives. A 
single page showed the challenges, how WHO would achieve the expected results and measurement of 
progress. The last would be monitored on the basis of targets and milestones, agreed indicators of success, 
and a series of assumptions and observations relating to the challenges. 

The main differences in the proposed programme budget from that of the previous biennium could 
be summarized as follows: it was a single budget which combined realistically planned expenditure from 
both regular budget and other sources. There was a shift of regular budget funds to Africa, and to a lesser 
extent to Europe, to countries and from administrative and executive areas to technical health areas. 
Regular and extrabudgetary funds for communicable diseases had been sizeably increased to shoulder the 
particular burden in low-income countries. Likewise, there was a major increase in the budget for 
noncommunicable diseases and a significant increase for evidence and information for policy and other 
areas, except for general management and the executive areas, which had been reduced by US$ 30 million. 
Greater accountability for the use of funds was ensured by allocation of funds to particular clusters, so that 
executive directors were responsible for their use, the setting of more explicit objectives and results for the 
end of the biennium, and by a strict monitoring system, entailing reporting to the governing bodies. 
Although it was too early to assess the health outcomes of the changes introduced by the new 
administration, the organizational reforms were already evident, and she was confident that the health 
outcomes would emerge clearly in the coming biennium. 

The casual income account contained income from interest earnings on regular budgetary funds, 
payments received from Member States in respect of arrears, savings from expenditures in prior periods 
and revenue from a variety of sources. Information had been circulated on the proposed use of the 
US$ 23.3 million in that account. 

Part I - Overview of expenditure plans 
Part IV - Countries 

The CHAIRMAN recalled that the Committee would begin with a general debate on Parts I and IV 
of the proposed programme budget. During that discussion, it would consider the budget alternatives of 
zero real growth and zero nominal growth. On the recommendation of the General Committee, it would 
also consider casual income. Thereafter, the Committee would discuss specific programme and budgetary 
matters for each cluster at headquarters, as reflected in Part II, together with corresponding sections for the 
regions (Part III). 

Health in countries was the main focus of WHO's work. The proposed programme budget 
represented a shift of funds from the headquarters and regional budgets to countries. The country 
component of the regular budget now stood at almost 40% of the total regular budget and was divided into 
funds for the WHO country offices and for country programme activities. For the first time, that 
breakdown was reflected in the budget proposals in Part IV. The challenge facing the Committee was to 
assess how such funds could best be used for the good of countries and for global health. 

Some members of the Executive Board had stressed the need to look more closely at the relative size, 
health needs and economic status of countries receiving funds from WHO. From Part IV ofthe proposed 
programme budget, it appeared that there was little rationale for the allocation of funds between countries. 
Furthermore, the extent to which funds were directed at WHO priorities was not always clear. Also, there 
had been instances when WHO and national ministries of health had discussed who had control of such 
funds. In order to achieve a more sustainable global impact on health, delegations might consider if it 
would make more sense to focus larger amounts of funds on fewer countries, to meet specific objectives 
to be achieved within agreed time-frames. 
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Mrs McCOY SANCHEZ (Nicaragua), speaking on behalf of the Central American group of 
countries (Belize, Costa Rica, Dominican Republic, El Salvador, Guatemala, Honduras, Nicaragua and 
Panama), welcomed the clearer presentation of the proposed programme budget and in general the 
transparent way it had been handled, for example through meetings with Member States. 

She endorsed the priorities proposed for the Organization by the Director-General, as well as the 
criteria defined for resource allocation at country level in the Americas in paragraph 249 of the budget 
proposals. However, she was greatly concerned by the proposed reduction in resource allocation for most 
of the countries of the Central American Group. That was particularly surprising since those countries had 
been hard hit by natural disasters, with well-known consequences, and one of the criteria for the distribution 
of resources was vulnerability to natural disasters and complex crises, including extremely difficult health 
conditions. The countries with reductions included Honduras and Nicaragua, which had been most 
seriously affected by Hurricane Mitch. 

In the Group's view, the proposed resource allocation did not meet the objective outlined in 
paragraph 248 of the document: to provide sufficient resources at country level for defining and 
implementing technical cooperation geared to satisfying national priorities. The question must therefore 
be reviewed, so that the proposed allocations were increased in accordance with defined criteria, or at least 
maintained at 1998-1999 levels. 

Dr VAN ETTEN (Netherlands) congratulated the Director-General and her staff on their hard work 
over the past 1 0 months, especially as reflected in the proposed programme budget. He particularly 
appreciated its format, transparency, strategic focus and the clarity of its priorities. For the first time in the 
Organization's history, regular and extrabudgetary resources had been combined into a single programme 
budget, greatly facilitating planning, priority-setting and interaction with donors. Moreover, as the 
Director-General herself had pointed out, the proposed programme budget was still only "work in 
progress". It was an impressive start. 

The Organization was at a crucial stage of its development. Important steps had already been taken 
towards reforming its structure, establishing a more ambitious programme and defining priorities. With 
its new strong leadership, a determination to carry through reform, a high profile as a lead agency in 
international health and an ambitious programme, the Organization deserved the full support of the Member 
States for the proposed programme budget. For that reason, the Netherlands strongly supported the zero 
real growth proposed by the Director-General in the programme budget. 

Mrs WIGZELL (Sweden), speaking on behalf of the Nordic countries (Denmark, Finland, Iceland, 
Norway and Sweden), said that the level of resources allocated to WHO was a measure of the confidence 
of Member States in the Organization's leadership. Good management often involved risk-taking, which 
was not about waiting for results, but about making investments that were expected to deliver results in the 
future. Steadily decreasing resources through zero nominal growth would not necessarily result in a more 
efficient organization; on the contrary, organizations that implemented reforms and strove for change based 
on results should perhaps be rewarded. 

Though challenging and very demanding for the Organization and Member States alike, strategic 
budgeting paid off and was worthwhile. The Director-General's desire to create one WHO with common 
strategic goal-setting based on the Organization's mission, was well reflected in the programme budget 
proposals, and she supported that approach. The proposed programme budget would enable Member States 
to assume their proper role of providing political and strategic guidance to WHO's work. It also made it 
possible to set priorities and objectives against the totality of available resources, whether from regular or 
extrabudgetary resources. The new approach would benefit both the Organization and the Member States 
by allowing them to examine the total resource base in a transparent manner. The strategy for resource 
mobilization should be transparent, well planned, flexible and credible. 

Voluntary contributions should be better coordinated so that the objectives of the programme budget 
could be met. The Organization needed a system of resource mobilization that would make it easier to plan 
ahead on a more predictable long-term basis. Results and performance should be monitored and evaluated 
in a systematic and transparent manner. Member States could only be involved in, and take full 
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responsibility for, their Organization by studying and debating the outcomes. It was crucial that the priority 
assigned to the further development of those functions should be equal to the priority assigned to 
developing the programme budget. 

The proposed activities in the programme budget provided a good investment in health. Health 
promotion required long-term sustainable investment if it was to contribute to poverty eradication. Arguing 
about the budget level took up valuable time at the expense of discussion on how to implement the 
proposed activities to meet the world's main health needs. The Nordic countries strongly favoured a zero 
real growth budget, which would enable WHO and the Member States to plan for activities with a long
term perspective. They were convinced that the proposed programme budget would give WHO the 
necessary tools to fulfil its ambitious goals. 

Ms RAO (India) commended the transparency and clarity of the proposed programme budget 2000-
200 I, which for the first time indicated the objectives and milestones for each cluster of health concerns, 
and expressed support for the concept of an integrated budget. In view of WHO's mandate, especially the 
consensus on Roll Back Malaria, the Tobacco Free Initiative, the Stop Tuberculosis Initiative, HIV I AIDS 
and poliomyelitis eradication, the need for real growth of budgetary resources was very clear and she fully 
supported the Director-General's proposal for a zero real growth budget. She understood that the enhanced 
resources would be allocated as set out in document A52/INF.DOC./8. 

She drew attention to certain concerns. First, ifthere was to be only one WHO, it was not clear why 
different criteria had been applied to the allocation of extrabudgetary resources. Under the 2000-2001 
budget proposals, the reduction for the South-East Asia Region was some 22%, falling from 24.2% to a 
nominal2.4% oftotal extrabudgetary funds (Table 4). Still more disturbing was the fact that, even of that 
nominal allocation, nothing was shown against Communicable diseases, Noncommunicable diseases, 
Sustainable development and healthy environments, or Health systems and community health (see table, 
page 11 0). Whether population or disease burden was taken as the yardstick, resource allocations between 
the regions seemed highly inequitable. The South-East Asia Region had over 25% of the world's 
population and 23% of the disease burden, but received only 11.9% of WHO's resources. Under 
Communicable diseases and Noncommunicable diseases, the burden of disease oflndia alone was equal 
to the whole of Africa and three-quarters ofthe European Region. If WHO's health goals were to be met, 
the reservoirs of disease in the countries of the South-East Asia Region would need high-priority assistance. 

Her second concern was prioritization among and within clusters. The downgrading of the 
Sustainable development cluster, combined with a low priority for tuberculosis in the Communicable 
diseases cluster was at odds with a major concern of the South-East Asia Region, namely the welfare of 
the poor. 

She requested clarification of the criteria applied to regular budget allocations to regions set out in 
resolution WHA51.31. Significant budgetary cuts had been imposed on the South-East Asia Region on 
grounds of population "smoothing", immunization coverage and UNDP's Human Development Index, and 
she found it difficult to understand the rationale behind those parameters. 

Lastly, she urged that WHO stand firm on giving highest priority to the linkage between resource 
allocation and disease burden. 

Mr KANEKO (Japan) commended the efforts made to revise the proposed programme budget, which 
was a substantial improvement over the previous version. However, he offered two further suggestions. 

First, although the intention had been to refine the results expected for 2000-2001 in order to make 
them more measurable, that intention was not always reflected in the budget proposals, and the expected 
results still seemed abstract for some clusters. He would appreciate the presentation of more measurable 
expected results at the Executive Board's session in January 2000. 

Secondly, while welcoming the uniformity of presentation ofthe regional office and headquarters 
budgets, he found it difficult to understand why the total budget for General management at regional level 
had decreased by only 2%, so that the budget for technical programmes at country level had not increased 
as expected. The administrative budget of one region had increased and one had remained the same, so 
there was evidently scope for further reductions in the area of General management at regional level. 
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Japan would continue to support the reforms initiated by the Director-General. However, he was 
strongly in favour of maintaining zero nominal growth. Many Member States were having difficulty in 
paying their assessed contributions at current levels, and Japan was seriously concerned about the negative 
consequences of an increase in the assessed contributions, particularly for the many countries affected by 
economic crisis. The result could be a deterioration in arrears. He believed that WHO should be able to 
cover the necessary cost increases by redirecting savings generated by reforms, thereby maintaining the 
same level of programme activities. Further, he could see no reason for making an exception to the rule 
of zero nominal growth, which had been applied in many other international organizations. 

With regard to the explanation of budgetary adjustments to meet zero real growth (paragraphs 14-22 
of the proposed programme budget), he noted from Table 5 that the local currency base subject to 
adjustment was only about 14% of the total regular budget for the biennium. He was not clear what that 
meant. Nor was he convinced by the estimate of the impact of inflation, which seemed to lack a firm basis. 

Mrs CAPLAN (Canada) commended the Director-General on the revised programme budget which 
testified to the efforts made to provide the additional information requested by the Executive Board. 
Canada's support for the Director-General's programme priorities, as set out clearly in the proposed 
programme budget, and her vision of the role that WHO could and must play in partnership with other 
organizations in the international community had already been reaffirmed. The proposed programme 
budget represented work well in progress and headed firmly in the right direction. 

A number of aspects of the draft text had been particularly appreciated: the greater precision of 
objectives, results statements and indicators in the text; the alignment of regional programmes with the 
cluster structure at headquarters to allow a comparison of priorities between regions and headquarters; the 
presentation of regular and extrabudgetary funds as one resource package; and clearer identification of 
accountability with the correspondence between programme management and the budget structure. In 
addition, the charts and tables provided in document A52/INF.DOC./2, which gave a clear picture of trends 
and key financial information required to assess programme costs, should in future form an integral part 
of programme budget documents. 

She welcomed the substantial progress made by WHO in strategic budgeting, an approach Canada 
had long advocated, and looked forward to the further development of indicators both for the overall 
programme and for specific clusters, and to the comprehensive monitoring and evaluation framework due 
to be presented to the Executive Board in January 2000. 

Clarity of objectives, focused budget activities, emphasis on results with appropriate targets and 
indicators, and careful monitoring and evaluation were essential to providing evidence that budget 
programmes were giving optimum value for money. In view of current national and international scarcity 
of resources, Member States needed that evidence to reassure their own constituents that funds placed in 
international organizations were being used efficiently and effectively. The proposed programme budget 
provided a solid groundwork for building that evidence base by presenting clear objective statements and 
results, with a commitment to develop precise indicators and a framework for evaluation and monitoring 
results, thus assisting Member States to assess appropriate resource levels in the future. 

Part of the challenging process of reform in WHO was necessarily a strong commitment to budgetary 
discipline and financial management. Fiscal prudence and the focused use of resources on WHO's 
comparative advantage within the United Nations system were a crucial component of good governance 
within the Organization and an essential element of the broader context of United Nations reform. 
Although fiscal restraint was not an end in itself, it was a current reality in most national administrations, 
and increasingly throughout the United Nations system. In view of the fact that many Member States were 
being affected by economic crisis in their countries and regions, Canada supported the full absorption of 
the 3% cost increases proposed by the Director-General. 

More efficient programme delivery was one of the stated objectives of the Director-General's reform 
agenda, which had been reflected in the objectives for General management and the programme clusters. 
She supported that commitment, believing that it was possible, while exercising budgetary restraint, to 
achieve greater efficiency and effectiveness in the implementation of mandated programmes through 
administrative savings and economies, without adversely affecting programme activities. She therefore 
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proposed that, as part of the efficiency savings plan to be presented to the Executive Board at its 1 05th 
session in January 2000, a target of3% should be fixed for the biennium, from administration and overhead 
costs where appropriate. 

Canada was committed to improving global health and addressing the health challenges of the 
twenty-first century. It fully supported the reform programme set out by the Director-General within and 
outside WHO, knowing that her leadership would move that agenda forward. Canada had responded to 
her call for additional resources through provision of extrabudgetary funds in key areas, such as the 
Renewal Fund, the Tobacco Free Initiative, immunization, tropical disease research, and poliomyelitis and 
malaria, among others. 

Professor VIOLAKI-PARASKEVA (Greece) commended the Director-General on a more friendly 
programme budget proposal for 2000-2001, which provided a clear description of WHO's work. She 
particularly appreciated the clarity and transparency of the text, the structure of the documentation, the 
presentation of regular and extrabudgetary resources by clusters, the information on regional programmes 
and the identification of priorities. Zero real growth was a reasonable demand, but insistence on zero 
nominal growth in the regular budget would affect the balance between budgetary and extrabudgetary funds 
and diminish the influence of the Board and the Health Assembly on important budgetary decisions. 

She welcomed the steps taken to combine income from the regular budget with that from anticipated 
extrabudgetary resources. However, dependence on extrabudgetary resources when regular budget funding 
had been reduced increased the vulnerability of important programmes. The new layout was very clear, 
especially with regard to investment at headquarters, and the language used was readily understandable. 
She welcomed the shift of funds to Africa and Europe. 

Preparation of the programme budget in its new format had not been a simple task, but it was an 
effort that must be maintained. The linkage between clusters and provision for cooperation among them 
did not seem to have received due attention in the proposed programme budget. She suggested that it was 
time to take a final decision on the issue of zero nominal growth or zero real growth. 

Dr SATCHER (United States of America) welcomed the impressive achievement ofthe Director
General and her staff in reshaping the programme budget and restructuring the Organization in less than 
one year. He was particularly impressed by the emphasis placed on target-setting and on evaluation 
techniques that would seek to ensure that WHO was implementing each of its programmes correctly. The 
identification of objectives for specific programmes was to be welcomed and their further refinement in 
coming months anticipated. He also welcomed the efforts made in the proposed programme budget to 
integrate the Organization's extrabudgetary resource targets with the programmes funded under the regular 
budget. Although that was a time-consuming process, it was very important for the Director-General, the 
Executive Board and the Health Assembly to begin to exert greater control over resources which were 
contributed voluntarily and to ensure that they were compatible with WHO programme priorities. 

The proposal currently before the Health Assembly was for a budget increase of over 
US$ 25 million, or what was termed zero real growth. The United States of America could not support 
such an increase in the regular budget and believed that it was not the correct time to ask Member States 
to pay assessments that were already beyond what many of them could afford. Difficulties were already 
being experienced in payment of assessed contributions; 63 of the Organization's 191 Members had made 
no payment at all in 1998. Some 30 Member States were at risk of losing their vote at the current Health 
Assembly by being over two years in arrears. The Working Capital Fund was exhausted and at the end of 
1998 a total of US$ 186 million in assessed contributions was owed to WHO by Member States. Owing 
to the shortfall payments, WHO was expected to have to resort to internal borrowing to maintain 
programme activities. In such circumstances, a higher budget with a consequent increase in assessed 
contributions would probably result in even more countries being unable to pay and a need for increased 
borrowing. 

Although the United States of America was one of the countries owing arrears from previous years, 
its present deficit ofUS$ 35 million was not the sole cause of WHO's current financial problems, since a 
total of US$ 151 million was owed by other Member States. The United States was, moreover, determined 
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to resolve problems relating to its payments to WHO, the United Nations and all the other agencies in the 
multilateral system. That made it all the more important for the Assembly to adopt a zero nominal growth 
budget that would remain at the same level as in the 1998-1999 budget, namely US$ 842 million. He 
considered it entirely feasible for WHO to work from such a position. The Director-General had achieved 
enormous reforms in her first months that would inevitably lead to new efficiencies and new savings. With 
those savings and the projected increase in extrabudgetary contributions, he believed that WHO could not 
only survive, but that it could be more effective than in the past, while remaining within a zero nominal 
growth budget. 

Professor GIRARD (France) said that a budget, in terms of its size, the choices it made and its degree 
of transparency, played an important strategic role in the life of any organization. Health was a 
fundamental concern of nations and peoples and the first of the services generally sought from a State by 
its citizens. Some countries had indeed, despite real economic difficulties, managed to increase their health 
budgets in response to perceived threats to health. Surely WHO ought to be able to do the same in 
advocating the priority that deserved to be given to health to all international organizations. There was no 
dishonour in seeking special treatment for WHO's budget. The threats to health were manifest, the 
Organization was pushing through critical changes, and, for the first time, extrabudgetary income exceeded 
that from the regular budget. 

It was important for an institution such as WHO to be in control of its budget, whether it came from 
regular or extrabudgetary sources. France therefore, as in the Executive Board, was firm in its support for 
zero real growth, which had only been supported by one-third of the members of the Executive Board in 
January, but now appeared to be gaining wider support. 

On the subject of casual income, he welcomed the fact that the account at the end of 1998 stood at 
considerably more than the US$ 6 million the Board had been led to expect in January. While he would 
like to know the reason for the difference in the two figures, he agreed that the main question was how the 
sum should be used. While he was not opposed to a portion of casual income being used to finance 
programmes, as the Director-General had proposed, there was, however, a catch. The current level of 
casual income was, fortuitously, almost equal to the difference between zero nominal growth and zero real 
growth, making it very tempting to use the totality of the casual income account to achieve a zero real 
growth budget. Yielding to that temptation would, however, be misplaced, since the present circumstances 
were unlikely to occur again. It would also necessarily affect any use of casual income in the future as an 
incentive to regular payment of contributions. In the interests of compromise, he therefore associated 
himself with those who supported the use of a portion of casual income for programme activities, but 
reaffirmed his support for the application to WHO of the principle of zero real growth. 

Mr LIU Peilong (China) welcomed the adjustments to strategies, structures and priorities made in 
the proposed programme budget for 2000-2001 submitted by the Director-General to the Executive Board 
at its 1 03rd session, and the subsequent revision with, for example, the inclusion of quantifiable indicators 
for many of the expected results, thereby ensuring that they were measurable. He welcomed the fact that 
the budgets for the regional offices had been adjusted to conform to the format used for headquarters, to 
facilitate a comprehensive overview of the operation of the programme budget throughout the Organization. 
The introduction of the Stop Tuberculosis Initiative was also appreciated. The supporting information 
provided in response to the Board's request was also welcomed. 

He expressed concern that WHO's regular budget had declined in real terms over the past 10 years. 
If that trend were to continue, WHO's regeneration and its ability to provide guidance in international 
health work would be adversely affected. He therefore endorsed the Director-General's recommendation 
for a zero real growth budget. 

With regard to the issue of extrabudgetary funding, document A52/INF.DOC./2 indicated in 
paragraph 7 that failure to achieve an increase of 19% in the biennium 2000-2001 would mean that the 
programmes financed through such funding would be affected. He asked what measures were in view to 
ensure that WHO priorities, in particular in relation to the three Cabinet projects and the Tuberculosis 
Initiative, would not be affected by any shortfall in extrabudgetary funding. Although the projects 
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mentioned were of significance in themselves and would also have an important effect on strengthening 
health departments and building up health system capabilities, they were dependent on extrabudgetary 
resources for between 7 5% and I 00% of their funding. 

The information submitted in the proposed programme budget should be presented not only in terms 
of clusters but also in terms of diseases, preferably using a matrix showing both clusters and diseases. He 
hoped that such a matrix could be used for the budget of each cluster. That would make the programme 
budget more transparent and make it easier to determine whether the budgetary arrangements corresponded 
to the priorities which had been defined. If the inclusion of such information were to make the proposed 
programme budget unduly long, the relevant data could perhaps be included in an annex for consultation 
purposes. 

Although the sequence of considerations relating to each cluster was set out clearly and logically in 
the proposed programme budget, there was a need to insert between the objectives set and the results 
expected a description of the specific programme activities required to achieve those objectives and the 
resource inputs they would need, in terms ofboth human and financial resources. Adding such information 
would make it easier to understand the means by which the objectives would be achieved and the 
relationship between objectives and budgetary resources. It should not involve extra work since data on 
specific programme activities and the resources they required already existed and had been used as a basis 
for drawing up the proposed budget in each area of work. The information should be presented in a concise 
manner, possibly in an annex for consultation purposes. 

In Part IV ofthe proposed programme budget the various regions had adopted different criteria for 
the distribution of resources. However, as a unified organization, WHO ought to adopt unified core criteria 
to describe the distribution of resources in the regions. That would not prevent any specific characteristics 
of a given region from being taken into account since additional criteria could be determined to cover local 
conditions. 

Mr BURRI (Switzerland) commended the new presentation and format of the proposed programme 
budget. He welcomed the parallel between the proposed programme budget and the organizational 
structure of WHO, which helped to make the Organization more transparent and accountable. 
Improvements could however still be made and he looked forward to seeing the further development of the 
budgeting instrument. 

The inclusion of extrabudgetary funding in the proposed programme budget had been particularly 
appreciated, since it provided a better perspective on what the Organization expected from its Member 
States and what it was willing to deliver in exchange. WHO's budgeting process was on the right track and 
would provide a useful model for other international organizations. The information provided in document 
A52/INF.DOC./2 in response to the comments and recommendations of the Executive Board was also 
welcomed. 

The question of whether WHO should have a zero real growth budget or a zero nominal growth 
budget was of minor importance to Switzerland since its regular contributions and its extrabudgetary 
contributions to WHO were covered by the same budget line in the national budget; in the short term an 
increase in one would be offset by a decrease in the other and vice versa. Increasing contributions to WHO, 
which was a goal, was thus seen by Switzerland as a medium-term process. The crucial point was not 
budget level but performance. When WHO was seen to improve its performance, it would encourage 
decision-makers to increase contributions both to the regular budget and to extrabudgetary funds. 

The issue of the budget level would, however, raise a conceptual question which would have to be 
addressed. WHO was an organization that was increasingly being steered by the contributors of 
extrabudgetary funding rather than by its Member States as a whole. In order to ensure that all its Member 
States had a say in the running of the Organization, he was convinced that an increase in the regular budget 
level would be needed at some point in the future. Unfortunately, at the present time, the financial 
problems of Member States were the predominant concern. Nevertheless, the basic decision between zero 
nominal growth and zero real growth was not as crucial as it might seem; he therefore welcomed the 
development of alternative ideas for providing WHO with more funding. He hoped that the debate on the 
budget would be carried out in a spirit of compromise and that a satisfactory formula would be agreed upon. 
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Mr HUBERT (Israel) considered the new format of the proposed programme budget to be easier, 
shorter and therefore more informative. He hoped that the new structure would be the basis for future 
budget reports. Nevertheless, he expressed concern about income from arrears being allocated to casual 
income. 

He welcomed the use of key indicators for the measurement of achievements and called for them to 
be developed even further to reflect changes in modem medical technology and their impact as a catalyst 
for changes in public health. In view of the importance of maintaining resource levels to cover the ever
increasing costs generated by the expansion of the population, with all its attendant problems, it was 
essential to adopt a positive index-linked system of funding. On this basis, Israel supported the zero real 
growth option. However, more work was needed on defining the level of contributions from Member 
States. Resource mobilization was a major issue. The proper management of all resources, including the 
correct identification of the sources of the various contributions and the manner in which the different types 
of funding were combined and used, could result in the freeing up of resources for use in other budgetary 
areas. 

Professor P AKDEE POTHISIRI (Thailand), speaking on behalf of the Member States of the South
East Asia Region, noted that the Organization's regular budget had been frozen with zero nominal growth 
for some four bienniums. This had resulted in a cumulative 17% reduction of the regular budget in real 
terms over eight years, which had definitely affected programme delivery. Although the efficiency of WHO 
programmes could undoubtedly be further improved, and would be, under the current leadership, greater 
resources were needed to meet increasing health needs and the old and new challenges faced by Member 
States throughout the world. The current level of resources did not match the constantly increasing demand 
for health care described in The world health report 1999. That demand was due, among other factors, to 
leading causes of death, such as malaria, HIV I AIDS and tobacco-related diseases. However, he also noted 
that, due to the economic crises in Africa, Asia, Eastern Europe and Latin America, many of the poorer 
countries could not pay even their assessed contributions at zero nominal growth levels. Moreover, 
resolution WHA51.31 had resulted in a budgetary reduction in nearly 100 countries in all regions. The zero 
real growth proposal offered some relief to those countries through the adjustment of the budget to reflect 
inflation and exchange rates. 

He observed, as pointed out in document A52/INF.DOC./8, that, of the US$ 25.3 million requested 
to adjust the proposed programme budget for inflation and currency exchange rates, US$ 0.8 million, or 
3.2%, would go to headquarters, US$7.9 million, or 31.2% would go to the regional offices, and 
US$ 16.6 million, or 65.6%, would be allocated to country programmes. The zero real growth proposal 
therefore benefited Member States, not the Organization as such. 

It was understood that a 3% increase in assessed contributions, although small, could present a 
sizeable financial burden to all Member States. The question was therefore how to approve the current 
budget proposal while placing the least possible burden on countries experiencing economic difficulties. 
It was also important to determine how the additional funds could best be used. The countries of the South
East Asia Region therefore proposed that the zero real growth proposal should be accepted in principle. 
The figure for cost increases due to inflation and currency exchange rates could then be discussed in greater 
detail. It would then be possible to consider how to maximize the benefit ofthe additional funds for a few 
priority programmes, particularly in the areas ofHIV/AIDS, tobacco and malaria. He suggested that, with 
a view to reaching consensus, after accepting the zero real growth proposal in principle, a small consultative 
group consisting of two or three representatives from each region should be appointed to work out detailed 
figures and other relevant measures. 

Dr FETISOV (Russian Federation) praised the proposed programme budget, which was designed 
to suit the new tasks facing the Organization. The Russian Federation supported the priority areas of 
activity covered by the nine clusters, which clarified the interrelationships between the technical 
programmes and would allow resources to be used more efficiently. Many of the recommendations in 
Executive Board resolution EB103.R6 had been taken into account in the revised programme budget. 
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The Director-General's plan to evaluate the activities of WHO headquarters and the regional offices 
on a biennial as well as a programme-by-programme basis was supported. That procedure could usefully 
be extended to activities at country level as well. The main priorities were the monitoring of budget 
expenditure and the development of objective criteria for measuring the effectiveness of the action 
undertaken. His country particularly welcomed the Director-General's efforts to consider regular budget 
resources together with funds from other sources used to finance selected programmes. He welcomed 
efforts to attract additional funding; however, the figures given in the proposed programme budget for 
funding from other sources were only estimates, since no data from the consolidated budget were yet 
available. An estimated rise in extrabudgetary resources of 19.1% (see document PPB/2000-2001, Table 1) 
seemed overly optimistic. 

The targets and results described in the proposed programme budget were vague, being expressed 
in general terms without reference to specific initiatives, programmes or countries. Expenditure within the 
individual clusters should be described in greater detail and, in particular, staff costs should be 
distinguished from other costs. A detailed evaluation of the effectiveness of use of budgetary resources in 
each cluster was required, using a system of indicators. 

The Russian Federation supported the proposed zero nominal growth budget, with absorption of all 
additional costs due to inflation or currency fluctuations. In principle, it also believed that surplus casual 
income should be returned to the Member States, as was the practice in most United Nations organizations, 
but it was willing to envisage other possible solutions. 

Mr KALBITZER (Germany) commended the well drafted and readable document. Improvements 
in efficiency should lead to budget savings of as much as 3% over the biennium, which should help to 
improve programme delivery. It was also important to achieve greater transparency in the budget process, 
particularly in WHO's accounts. A thorough review of the financial framework was needed to ensure that 
WHO's financial status could be clearly understood by all. 

On the subject of the overall budget level, Germany was in favour ofzero nominal growth in budgets 
for all international organizations, including WHO. Costs arising from the effects of inflation and exchange 
rate fluctuations should be covered by improvements in efficiency. WHO was a worthy cause, it was true, 
but so were many other organizations, and it was up to national governments to establish their own 
priorities. 

His country did not, in principle, agree that casual income should be used to supplement the regular 
budget. Such surpluses should be repaid to Member States. His delegation would continue to participate 
in informal discussions about a possible compromise solution, and he was sure that a consensus would be 
reached. 

Mr HAJAR (Yemen) thanked the Director-General for her efforts to reform the budget, which were 
now yielding results. The Regional Director for the Eastern Mediterranean had done a great deal to 
facilitate cooperation between the countries of the Region and WHO headquarters, in order to give the 
highest priority to the most important programmes and to avoid duplication of activities. Poliomyelitis was 
a particular concern: WHO had consolidated all its activities to combat the disease at international, regional 
and country level, although more resources were still needed. 

The review of programme activities should be more transparent and should ensure that activities were 
coordinated at all levels, including the country level, in order to achieve a more rational use of resources. 
The highest priority areas still had too few resources. 

Dr DLAMINI (Swaziland) acknowledged the work done on the preparation of the proposed 
programme budget and welcomed the reforms which had been carried out at WHO headquarters and the 
regional offices. Some 40% of countries would receive more resources, particularly in sub-Saharan Africa. 
The Regional Director for Africa and his staff had coped well with the difficulties of programme 
implementation caused by regional conflicts, which had made it necessary to move the Regional Office 
from Brazzaville. 
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The last 1 0 months had shown that increasing efficiency and transparency could bring real benefits. 
Her country supported the proposed zero real growth budget although it was an increase. Her country 
would try to improve its strategic planning and programme implementation in order to improve its 
performance, and pledged its support for the new reformed programmes. 

Professor PICO (Argentina) congratulated the Director-General on the quality and clarity of the 
proposed programme budget in its new format. His country endorsed the approach adopted in the new 
budget and the strategic planning behind it. That should be reflected in subsequent implementation and 
development of activities. What WHO needed now was a general strategy to improve management, which 
would increase the efficiency and effectiveness of the Organization. It was important to control expenditure 
and focus resources on budget priorities. His delegation welcomed WHO's efforts to lay down objective 
criteria for evaluation, although much work remained to be done in that area. 

On the question ofthe level of the budget, his Minister had said in the plenary session that Argentina 
was unable to allocate any more resources to WHO. His country therefore strongly supported the zero 
nominal growth budget. However, a valid compromise solution was acceptable along the lines suggested 
by the delegation of the United States. If all Member States contributed to a solution, a consensus could 
be achieved. 

Dr DURHAM (New Zealand) welcomed the strategic focus, transparency and improvea mechanisms 
for accountability in the proposed programme budget, although there was some unevenness in the 
presentation of the results expected in the various clusters. Her country had a policy of zero nominal 
budgetary growth which was applied to all United Nations organizations. That policy was justified by the 
figures shown in the document (PPB/2000-2001). For example, the section entitled '+Overview of 
expenditure plans", Table 2 showed that WHO headquarters had been able to achieve a 21% reduction in 
regular budget expenditure on general management, whereas the corresponding reduction at regional office 
level was only 2% (Table 3). That example was only one of many which suggested that further 
improvements in efficiency could be achieved. Her country supported the proposal that regional and 
country programmes should be reviewed using the same strategic focus, transparency and accountability 
mechanisms which had been used for the budget. 

The delegates of the United States and France, among others, had suggested a compromise solution, 
in which casual income might be used for non-recurring projects during the next biennium. Her delegation 
was happy to investigate such options further, since they would provide a breathing space in which the 
gains arising from the reform process could be fully realized. 

In the medium to long term, it was important to establish a financial management system which 
would secure WHO's financial position into the next millennium. The financial regulations should be 
reviewed in order to support, rather than obstruct, the development of an appropriate management system. 
That review should cover the management of the exchange rate facility, late payments and arrears, working 
capital, internal borrowing and payment incentives. The publication Modern financial management 
practice produced in 1998 by OECD would be a good starting point for that process. 

She thanked the Director-General and her staff for their hard work on the reforms, which would help 
the Organization to concentrate its efforts on the very real global health problems before it. 

Dr MODESTE CUR WEN (Grenada), speaking also on behalf of the Bahamas, Barbados, Guyana 
and Jamaica, welcomed the new format of the proposed programme budget and expressed her support for 
a zero real growth budget. Her delegation also supported the Director-General's recommendation1 that 
US$ 6.6 million of casual income should be used to finance activities at country level for the eradication 
of poliomyelitis and the Roll Back Malaria project. 

1 Document EBI03/l6. 
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Dr DARWISH (Egypt) welcomed the proposed programme budget, which showed a forward-looking 
attitude and reflected the need to support country programmes and improve national health systems. His 
delegation supported the zero real growth budget, which would help countries and regions facing serious 
health problems to set their own priorities. 

Mr WARRINGTON (United Kingdom of Great Britain and Northern Ireland) said that the proposed 
programme budget was easy to understand and gave a clear idea of the Director-General's strategic 
objectives for the coming biennium. It showed the link between extrabudgetary and regular budget funds 
and established a close correspondence between managerial and budgetary structures. 

His delegation wished to recognize the considerable additional work that had been done since the 
1 03rd session of the Executive Board in January 1999, in particular the presentation of the regional budgets 
in the same format as that used for the overall budget and the additional work done to identify specific 
targets and key indictors. 

More work remained to be done, particularly on the monitoring and evaluation framework. In 
general, however, the proposed programme budget was a model of strategic budgeting which could usefully 
be emulated elsewhere in the United Nations system. 

On the question of the overall budget level, his country fully supported the reform process begun by 
the Director-General and was in favour of a zero nominal growth budget in which all cost increases would 
be absorbed. In principle, the United Kingdom did not approve the use of casual income for ongoing 
programme activities. However, his Government was anxious to achieve a consensus. The best way 
forward would be a package involving both a zero nominal growth budget and additional expenditure 
funded through casual income. The amount of casual income involved and the conditions attached to its 
expenditure were a matter for negotiation. Another key element of the compromise solution would be a 
programme of efficiency savings, with the resources saved to be diverted to high priority activities. In the 
past, the Health Assembly in resolution WHA50.26 had called for efficiency savings of3% per biennium, 
which seemed a reasonable target for the next biennium. It would also be necessary to look at the overall 
financial structure of WHO in order to make it more understandable. 

Dr GALVIS RAMIREZ (Colombia) said that, despite the reduction in his country's budget 
allocation, Colombia was generally in favour of the proposed programme budget, which had succeeded in 
reducing staffing costs and improving the management of resources and the operation of the regional 
offices to free resources for new areas of development. His country supported the zero nominal growth 
budget. 

The meeting rose at 17:10. 
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PROPOSED PROGRAMME BUDGET FOR 2000-2001: Item 12 of the Agenda (Resolution 
EB103.R6; Documents PPB/2000-2001, A52/INF.DOC./2, A52/INF.DOC./4 and A52/INF.DOC./8) 
(continued) 

Casual income (Document A52/17) (continued) 
Part I - Overview of expenditure plans (continued) 
Part IV - Countries (continued) 

Dr AMMAR (Lebanon) applauded the effort put into preparing the proposed programme budget and 
stated Lebanon's support for zero real growth. He cautioned against a possible imbalance in the budget 
caused by the sizeable proportion of extrabudgetary funds. 

Greater importance should be attached to noncommunicable diseases and the resources currently 
allocated should accordingly be significantly increased. Many developing countries were undergoing a 
period of epidemiological transition and efforts to combat such diseases would not yield immediate results. 
He welcomed the fact that tobacco control- an integral part of the fight against noncommunicable diseases -
had been given top priority and endorsed the emphasis given to the development of health systems. 

Dr OTTO (Palau) commended the Director-General and her staff on presenting a very clear and 
concise programme budget. Palau associated itself with the views expressed by the delegations of 
Argentina, Germany, Japan, New Zealand and the United States of America. 

Mr MESSAOUI (Algeria) was satisfied with the presentation of the programme budget and grateful 
for the efforts made to explain it so clearly. He fully endorsed the principles underlying the budget and 
welcomed the balance that had been achieved on the basis of zero growth. An effort should be made to 
maintain a budget along those lines in future. 

Extrabudgetary resources made up the bulk of the total budget but were by definition subject to 
variation; perhaps a more detailed explanation could be provided on that score. He was pleased to note 
the increased resources destined for the African Region but recommended greater flexibility in future in 
the criteria applied to country resource allocation. 

Mrs KERN (Executive Director), responding to the many points raised, thanked delegates for their 
positive approach to the proposed programme budget as well as for their suggestions for improvement; 
reform was under way but there was still a long way to go before the Organization's budgetary and 
financial processes were fully streamlined. 

Regarding concerns voiced about the basis for cost increases, she pointed out that the independent 
study commissioned had indicated that the adjustments proposed to the budget were not high. She 
suggested that delegates might wish to consider further such studies in the future, if they facilitated 
decision-making. 

In answer to queries about funding for country programmes and in particular those of the Regional 
Office for the Americas, she explained that the total budget for countries in the Americas had remained the 
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same, although there were slight variations within some countries. Perhaps the confusion had arisen from 
the fact that funds for the Pan American Health Organization (PAHO) were no longer included in the 
programme budget document. 

Referring to comments on resolution WHA51.31, she said that the basis for regional allocations in 
the proposed budget was UNDP's Human Development Index as at June 1998. The budget allocations, 
formulated using UNDP data, had been examined by the regional committees in September 1998 and then 
included in the proposed programme budget. Allocations based on the new index for 1999 would be 
reported to the Executive Board at its 1 05th session. 

As far as casual income was concerned, it was usual to find variations between the estimate presented 
to the January session of the Executive Board and the final figures submitted to the Health Assembly in 
May. The principal reason for the increase in the casual income account in the proposed programme budget 
for 2000-2001 was an underestimate of unliquidated obligations from previous financial periods. 

She agreed that there was still scope for further efficiency measures at headquarters, however, some 
additional investment would be required before such measures could take effect. It was worth noting that 
the US$ 30 million shifted in the budget to priority areas represented a 3.5% efficiency dividend stemming 
mainly from the headquarters budget. 

The question of contributions in arrears and their implications for the budget would be dealt with 
by Committee B under the appropriate agenda item. However, a report would be prepared for the 
Executive Board at its 1 05th session on greater incentives for the full and timely payment of contributions. 
There was no doubt that the failure of Member States to meet their obligations in that regard impeded 
greater efficiency, since WHO's resources were also spent on following up the countries concerned. 

There was good reason to believe that the projected 19% growth in extrabudgetary resources was 
a realistic estimate. At the present juncture in the 1998-1999 biennium there was already a 15% increase 
in voluntary contributions over the previous biennium. In the past, use of voluntary funds had been 
restricted by conditions imposed by donors. Recently, far fewer conditions had been attached; that 
flexibility added to confidence that specific priority programmes and new initiatives largely funded through 
voluntary contributions would not be compromised. 

She reassured delegates that additional funds, both regular and extrabudgetary, had been allocated 
to priority areas, particularly to relief of disease burden. Examination of the programme budget document 
would show that allocation. With regard to ensuring greater transparency within clusters, she recalled that 
illustrations of mechanisms proposed for monitoring the use of funds were available for consultation and 
comments. Input from Member States on the subject would be most welcome since a decision on the 
matter would have to be taken before the end of the year. 

Mr VIANNA (Brazil) commended the Director-General on the restructuring and streamlining of the 
Organization and welcomed progress made in the presentation of the proposed programme budget. He 
expressed concern at the increased reliance on extrabudgetary resources. More than 53% of the proposed 
budget would depend on donations, as against 48% during the previous biennium. Moreover, the expected 
extrabudgetary resources and the action required to raise those funds still required clarification. What 
would be the impact on programme activities if funding targets were not reached and, in such an event, 
what criteria would be used to adjust programme implementation in the course of the year? While the 
Director-General had requested a modest 4% zero real growth in the regular budget, an optimistic and 
ambitious 19% increase in extrabudgetary resources had been proposed. 

Not only was dependency on extrabudgetary resources increasing, but the side-effects were 
jeopardizing the main core of programme activities. The Communicable diseases cluster's resources were 
over 80% from extrabudgetary donors; the Health technology and pharmaceuticals cluster had to rely on 
donations for more than 65% of its resources; and the Sustainable development and healthy environments 
cluster was expecting to receive almost 60% of its funding from extrabudgetary resources. On the other 
hand, a political decision had been taken to guarantee that more than 80% of the funding for 
noncommunicable diseases would come from the regular budget. What were the guiding criteria? 

Brazil supported the Director-General's proposal for zero real growth. Brazil would, if possible, 
increase its contribution by 4%, equivalent to one-quarter of a million US dollars. 
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Part II - Headquarters 

Communicable diseases (budget heading 1) 

Dr VAN ETTEN (Netherlands) endorsed the general approach advocated for the Communicable 
diseases cluster, which provided for comprehensive monitoring, prevention and control. Most noteworthy 
were the Stop Tuberculosis Initiative and Roll Back Malaria project, which he hoped would get under way 
without further delay. He sought more information on the financial aspects on the latter, particularly with 
regard to the use of extrabudgetary funds for the Roll Back Malaria project. 

He acknowledged the merit of emphasis on economic analysis and on the relationship between 
economic progress and the burden of disease. He wondered about the extent of involvement of the 
Evidence for policy and information cluster or institutions like the World Bank. Lastly, the Netherlands 
strongly supported the proposed 20% increase in research grants for the least developed countries. 

Ms RAO (India) observed that tuberculosis was a relatively low priority in terms of funding in the 
proposed programme budget. Was there any prospect of increasing the resources allocated given that 98% 
of cases of the disease were found in the developing countries? 

Dr JEANFRAN<;OIS (France) fully supported the proposed budget for communicable diseases. In 
particular, she welcomed the establishment of a worldwide network of WHO collaborating centres; owing 
to the scarcity of resources at headquarters and regional levels, it was certainly in the Organization's interest 
to make use of the resources available at country level. 

She also encouraged the broadening of access to WHO's network for rapid reporting and verification 
of disease outbreaks, epidemics, emerging and re-emerging diseases. Although there had been a slight 
increase in funding over the previous biennium it was still not sufficient for the gravity of the problem. 

Dr W A SISTO (Indonesia) said that, while he welcomed the increase of more than 16% in the budget 
for the cluster, he was concerned about the reduction in the funds available for surveillance. He sought 
further information on the global network of collaborating centres for monitoring communicable diseases. 
He had been apprised that some of the centres were not functioning properly and therefore recommended 
that any funds available should be used to improve existing centres rather than establish new ones. 

Dr SHINOZAKI (Japan), referring to the comments made by the delegate oflndia, said that he also 
set great store by the Stop Tuberculosis Initiative and hoped that it would yield good results in the future. 

Dr STAMPS (Zimbabwe) shared the concern already expressed that allocations for tuberculosis 
control were insufficient to meet the challenges. Why did HIV/AIDS appear to have been downgraded to 
a disease less important than rabies? He expressed the view that the effect of UN AIDS action on reducing 
or controlling HIV had been limited or worse. WHO should again take responsibility for HIV I AIDS, an 
infectious disease of public health importance, and should withdraw from the group of co-sponsoring 
organizations which was expending considerable resources without corresponding benefit to the countries 
carrying the disease burden. 

Professor VIOLAKI-PARASKEV A (Greece) asked for clarification on the sources of extrabudgetary 
funding. 

Mr MASHAKO (Democratic Republic of the Congo) welcomed the recognition of the problems 
facing the African continent, including growing poverty, epidemics, emerging and re-emerging diseases 
and armed conflicts. He noted the efforts to maintain an equitable balance among countries, the increase 
in the budget for Africa compared with the previous biennium and the emphasis placed on communicable 
diseases, especially malaria. Greater importance should have been accorded to tuberculosis, still a major 
problem in Africa, and to AIDS, as Africa accounted for 80% of cases. Similarly, more funds should be 
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allocated to surveillance if there were to be more tangible results. Only the steps he had outlined would 
make it possible to bring about a sustainable reduction in morbidity and mortality rates and a lasting 
improvement in health on the African continent. 

Dr DLAMINI (Swaziland) expressed full support for the proposed programme budget's provisions 
for the departments of Surveillance and response, Prevention and control, Eradication and elimination, and 
Research and development. However, the severity ofthe HIV/AIDS epidemic in sub-Saharan Africa, and 
particularly in southern Africa, should be better reflected in the budget. She urged the Health Assembly 
to recognize the threat of a global emergency and requested that HIV I AIDS and tuberculosis prevention 
and control be accorded a higher priority. WHO should show its commitment to complement the well 
appreciated efforts ofUNAIDS. 

Mr LIU Peilong (China) praised the clarity of WHO's objectives on the prevention and control of 
communicable diseases. He made three suggestions for enhancing the effectiveness of the proposed 
programme budget. Firstly, the priority should be the prevention and control of communicable diseases 
at the national level rather than at intercountry level. In view of the imbalance in health services 
development in different countries, emphasis should be given to establishing comprehensive surveillance 
systems at national level and to refining primary health care systems to provide training for health workers 
at the primary level. Secondly, tuberculosis and AIDS should be re-established as priorities of WHO's 
work, and that should be reflected in the allocation of resources. Thirdly, WHO should do more to promote 
technology and research in view oftheir importance to developing countries in terms of the prevention and 
control of communicable diseases. 

Dr SIDHOM (Tunisia) suggested that the resources allocated to communicable diseases under the 
proposed programme budget were appropriate. However, given the importance of the prevention and 
control of communicable diseases for bringing about an improvement in indicators, especially morbidity 
and mortality rates, he asked what precautions had been taken to secure funding from extrabudgetary 
sources. He agreed with the delegate of the Netherlands on the need for cooperation with other 
organizations to ensure the success of programmes. 

Dr KIYONGA (Uganda) expressed his support for the overall increase in the proposed budget for 
communicable diseases including Roll Back Malaria. He was grateful to donor countries for their support 
for the general increase. He agreed with previous speakers that more resources should be allocated to the 
Stop Tuberculosis Initiative. The relationship between tuberculosis and HIV/AIDS was now an established 
fact; it would be wrong to increase the resources for one without also supporting the efforts of UN AIDS 
to increase the resources available to combat the other. As the delegate of China had pointed out, 
surveillance capacities at country level for communicable diseases, particularly in Africa, needed 
strengthening. 

Professor PICO (Argentina) agreed that the prevention and control of communicable diseases 
through support to specific regional and country programmes should have priority in the light of the current 
medical and social significance of diseases such as tuberculosis, AIDS and malaria. The measures taken 
seemed to be appropriate on the basis of the criteria set out in the programme budget. He therefore 
supported the proposed increase. 

Dr MASHKHAS (Saudi Arabia) was in favour of special programmes in developing countries to 
detect communicable diseases and prevent the sort of epidemics that were currently afflicting Africa, 
causing morbidity and mortality rates to rise and depressing economic activity. The countries concerned 
should, as a matter of urgency, be given as much help with eradication as possible, either through WHO 
headquarters or through technical teams in the field. More resources should be deployed as a priority to 
eradicate the scourge of communicable diseases. 
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Mr CHAUDHRY (Pakistan) said that, in many countries the UNAIDS control efforts, although 
appreciated, were not proving very effective when it operated on its own. As the agency responsible for 
the control of communicable diseases and health promotion, WHO should fulfil its responsibilities by 
sharpening its focus on, and increasing its budget for, AIDS control and prevention. 

Dr HASSAN (Benin) agreed with other speakers that the focus on HIV/AIDS and tuberculosis 
should be intensified and that more resources should be allocated to the prevention and control of those 
diseases. Failure in those efforts would mean that most of the expected results on other fronts would not 
be achieved either. He, too, believed that WHO should take a more prominent leadership role and should 
encourage countries to make rational use of scarce resources. 

Dr ZEIDAN (Sudan) said that Sudan's efforts to combat malaria had received widespread support, 
and that both Sudan and its partners were in favour of the increased funding allocation for communicable 
diseases. He drew attention to the need for greater coordination of malaria eradication efforts on site and 
for strengthening systems at the local level. The Roll Back Malaria Africa Inception Meeting held in 
Nairobi in April 1999, in which Sudan had participated, had concluded that each country should itself 
endeavour to mobilize as many resources as possible from all potential donors. Since not all potential 
partners were represented locally, countries were often unable to contact the donors or maximize their 
resources at the local level. What was WHO's role in organizing resource mobilization from donors? How 
could the Organization channel resources to the countries in greatest need? 

Mr FAIREKA (Cook Islands) supported the increased allocation for the Communicable diseases 
cluster. He agreed with other speakers, however, that the allocation for tuberculosis was too low. As stated 
in the proposed programme budget, nearly two million people were killed by that disease annually, more 
than by any other infectious disease. 

Mr VIANNA (Brazil) pointed out that no mention had been made of dengue haemorrhagic fever, 
a disease which affected the whole of central and southern America. 

Dr ANTEZANA ARANIBAR (Bolivia) commended the Director-General's presentation of the 
programme budget. Bolivia favoured zero real growth for the budget. 

Although the epidemiological transition was generally acknowledged to be increasingly significant 
in developing countries, communicable diseases still constituted the most serious burden, not only for cost 
reasons but because of the profile of the population in both human and geographical terms. 

It would be interesting to see how the various clusters would reflect the shift in funds from 
headquarters to country level, in particular in the very important field of research and development into 
communicable diseases. How would that be put into practice in the less developed countries, which had 
the greatest problems? What would be the impact on regional budgets? He had noted with interest that not 
only in the Region of the Americas, but in Africa too, there had been a significant increase. In what way 
would the breakdown by surveillance, eradication and research be reflected at regional and country level? 

He agreed with the comments of the delegates from Benin, Cook Islands and Zimbabwe regarding 
more prevalent diseases such as AIDS and tuberculosis. 

Dr LARIVIERE (Canada) endorsed the emphasis placed on prevention and control of conimunicable 
diseases. Most of what was known about epidemiology and public health was the result of global 
experience in combating those diseases. Despite the growing burden of noncommunicable diseases 
worldwide, the task of controlling communicable diseases was by no means completed; that was true to 
a lesser degree in industrialized countries, but very obvious in the poorest countries. Canada attached the 
greatest importance to effective global disease surveillance and response and fully endorsed the proposed 
strategic approach in that regard, including the work on updating the International Health Regulations. 

Research in the cluster under review included some very important areas where WHO had played 
a unique role, for example, tropical disease research, vaccine development and pesticide evaluation. As 
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the delegate of the Netherlands had noted, it had been agreed that research grants in developing countries 
should be increased by 20%. According to the proposed programme budget, that increase was to be 
achieved through greater efficiencies in administering the research grant process. Was it reasonable to 
expect such large efficiency savings within the span of a single budget? Was that target related to the 
biennium or was it an aspirational target that might take longer to achieve? 

Dr W AHEED (Maldives) shared the view of previous delegations that budgetary allocations for 
tuberculosis and HIV I AIDS should be increased. 

Dr COLEMAN (Liberia) commended the Director-General on a transparent and objective 
programme budget, and thanked WHO for the substantially higher budgetary allocations to the African 
Region which recognized its heavy communicable disease burden. With the numerous problems afflicting 
the African Region - underdevelopment, increasing poverty, repeated epidemics, never-ending civil 
conflict - there was an urgent need to strengthen health systems throughout the Region. He also welcomed 
the reforms instituted by the Director-General. 

Dr HEYMANN (Executive Director) in response to the calls for increased resources to be allocated 
to combating tuberculosis, noted that the budget for activities related to tuberculosis had been increased 
by US$ 6 million, much of which was being spent on overcoming obstacles to improving tuberculosis 
control at the country level. The Stop Tuberculosis Initiative was one of the mechanisms through which 
such obstacles were being decreased, especially through intensive work with 22 high-prevalence countries. 
Work on tuberculosis had also begun to increase in volume in other departments in the cluster. Work had 
been commenced with the Special Programme for Research and Training in Tropical Diseases to expand 
its mandate to tuberculosis and dengue. Work on tuberculosis would continue to receive increased funding 
in the next biennium. 

He emphasized that the WHO collaborating centres were a very valuable resource, not only in 
serving as a reference point and assuring quality control in laboratory systems throughout the world, but 
also in their role as a global alert network to identity new diseases or reoccurrences of existing diseases. 
It was very strongly felt that the network should be expanded in developing countries. Work was therefore 
being carried out with many partners to strengthen laboratories and build expertise in developing countries. 
That would allow the global network of collaborating centres to be completed, with a view to improving 
the alert system and providing better support to public health laboratories throughout the world. 

He noted that the Roll Back Malaria project was being undertaken throughout the Organization and 
involved activities with partners outside WHO, as well as partnerships between clusters and particularly 
with the Communicable diseases cluster. 

On the question ofHIV/AIDS, he stated that WHO was working constructively with UNAIDS in 
order to expand work on issues which UN AIDS felt should be given more emphasis. In the Communicable 
diseases cluster, such areas included HIV surveillance, which was being transferred from UNAIDS to 
WHO as an activity for implementation within the context of the WHO/UNAIDS partnership. Discussions 
were also being held with the Health technology and pharmaceuticals cluster and UN AIDS to identity the 
manner in which WHO could promote the development of an HIV vaccine. 

In response to comments concerning the relatively low regular budget allocation to the 
Communicable diseases cluster, he explained that the proposed level of funding was justified on the 
grounds that the cluster had been successful in mobilizing extrabudgetary funding. As a result, regular 
budget resources were being allocated principally to its normative activities, which did not benefit from 
external support. He also recalled that the role of WHO was principally in facilitating, developing global 
guidance and mobilizing partnerships at the country level to support national activities. Although the 
support provided to countries might appear to be of a low level, as a result of WHO's partnership with the 
World Bank, bilateral donors and nongovernmental organizations, particularly on tuberculosis, malaria and 
surveillance activities, a great deal of support was actually being provided. 

In reply to the expressions of concern that insufficient emphasis was being placed on dengue 
haemorrhagic fever, he noted that efforts were being made to expand the mandate of the Special 
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Programme for Research and Training in Tropical Diseases to include the disease. New emphasis would 
also be placed, under the Prevention and control department in the Communicable diseases cluster, on 
developing stronger guidance for countries on that subject. 

With regard to the interest expressed in strengthening research in developing countries, he noted that 
WHO's target was a 20% increase in that area. He added that, in general terms, WHO hoped that it would 
reach all of its targets. If it did not do so during the coming budgetary period, it would continue to work 
towards them. He noted that, in comparison with the biennium 1992-1993, there had already been a 50% 
increase in activities relating to research in developing countries. He hoped that that trend would continue. 

Noncommunicable diseases (budget heading 2) 

Dr DURHAM (New Zealand) welcomed the 69% increase in the regular budget allocation to the 
Noncommunicable diseases cluster, as compared with the 1998-1999 biennium. The issues and challenges 
involved fully justified the increased expenditure. She pointed out that while the relative increase in the 
budget was significant, the budgetary allocation was still very small in absolute terms. She hoped that it 
would be progressively increased in subsequent bienniums. She asked how much of the US$ 10.3 million 
allocated to the regular budget would be used for the Tobacco Free Initiative, for each department, for the 
management support unit and for staff costs. The description of the expected results for the 
Noncommunicable diseases cluster lacked specificity and clarity. She asked whether the size of the budget 
allocation would permit the cluster to be effective in controlling noncommunicable diseases. If not, she 
requested information on the plans to address the problem. 

Ms RAO (India) also requested greater detail and clarity in the budget for the Noncommunicable 
diseases cluster, including the allocation for the Tobacco Free Initiative; she supported the near doubling 
of the budget allocation for the cluster, which was long overdue. Provision should also be made for the 
inclusion of health information and information dissemination, through both the media and training for the 
prevention of noncommunicable diseases. Recalling the unanimous concern expressed earlier in the debate 
that budgetary allocations to combat tuberculosis and HIV I AIDS should be increased, she hoped that some 
clarification could be given as to how those concerns would be taken into account. 

Mr HAJAR (Yemen) said that, since tobacco companies paid out vast sums to encourage young 
persons to smoke, the Tobacco Free Initiative should have a sufficiently high budget to counteract them. 
Despite official policy, many government officials and even health professionals continued to smoke 
whereas they should be setting an example. The Koran stated that people's actions should reflect their 
advice to others. It was not enough to promote World No Tobacco Day. If WHO wished to be a pioneer 
in the field, it should allocate sufficient resources for action to reduce the consumption of tobacco and 
achieve the objective of a world free of tobacco. 

Dr T ANGCHAROENSA THIEN (Thailand) observed that the budget at headquarters for the 
Noncommunicable diseases cluster amounted to US$ 14 million, or 1.5% of the total, and that at the 
regional level was US$ 4.8 million, representing 1.1% of the total. The total amount of US$ 18.8 million 
was spread over three major programme activities, namely the surveillance, prevention and management 
of noncommunicable diseases, which in his opinion would obviate effective action by the cluster. 

Although the Director-General had identified the Tobacco Free Initiative as a major project for 
WHO, the budget allocated to it was only US$ 8 million, or 0.4% of the Organization's total budget of 
US$ 1800 million. He questioned whether that sum, which amounted to less than 0.1% of the total tobacco 
advertising budget for a single country, would be adequate to combat such advertising, let alone 
exploitation of the world's population by the tobacco industry. He would raise questions about the 
proposed activities later. He recommended that the programme activities of the whole cluster be 
streamlined to give impetus to controlling noncommunicable diseases. If it was believed that tobacco was 
the only preventable risk factor for noncommunicable diseases, efforts should be concentrated on 
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strengthening national capacities to control tobacco consumption. A good balance was required in the 
cluster between action, research, information and surveillance. 

Professor KOLBEL (Czech Republic) joined previous speakers in welcoming the additional 
allocation of funds to the Noncommunicable diseases cluster. He noted that although emphasis had been 
placed on the prevention of congenital and genetic disorders, the objectives described in the proposed 
programme budget were too general. One of the results expected by the end of 2001 concerned the 
prevention of cardiovascular diseases; however, the programme appeared to be limited to developing 
countries. He recalled that the mortality rate from those diseases in central and eastern Europe accounted 
for about 55% of all deaths. Those countries should not therefore be omitted from any action carried out 
in the field by WHO. 

Dr SHAO Ruitai (China) also commended the efforts made to increase budget allocations and 
improve the structure of its programmes on noncommunicable diseases, which should include developing 
countries. The amount allocated was, however, still a minimum in relation to the extent of the burden of 
noncommunicable diseases. More experience was needed in the field, which could be gained by 
conducting pilot projects and analysing the results. 

Professor VIOLAKI-PARASKEV A (Greece) supported the proposed strategy for noncommunicable 
diseases, which accounted for a large proportion of health service budgets. The document should, however, 
specify which diseases were covered by the term "noncommunicable diseases". If they included cancer 
and diabetes, the proposed budget allocation was very small indeed. She noted that although one of the 
results expected by the end of2001 was consensus guidelines on ethical issues related to the prevention 
and management of genetic disorders, no details had been provided in the table of resources about amounts 
allocated for research and development. 

Dr LARIVlERE (Canada) said that effective control of noncommunicable diseases was the challenge 
of the new millennium, in which WHO would be called upon to play a key role. Within a few years, 
noncommunicable diseases would cause more deaths and suffering than communicable diseases; however, 
that should not be considered an inevitable consequence of worldwide success in reducing infant mortality 
and prolonging life expectancy. His country warmly welcomed the priority given by the Director-General 
to controlling tobacco use which was the main preventable cause of noncommunicable diseases. He 
acknowledged that it was too early to measure the performance of the Noncommunicable diseases cluster 
through impact indicators, since much remained to be done before WHO would be in a position to make 
a real difference. WHO should strengthen its partnerships with the many international nongovernmental 
organizations which had accumulated a wealth of knowledge and expertise on the prevention and control 
of noncommunicable diseases. It was important to build new partnerships, avoid duplication and address 
needs that had not yet been met, particularly in the poorest countries. 

Dr FETISOV (Russian Federation), while sharing the concern of the Director-General to reduce the 
volume of documentation submitted to the Assembly, considered that WHO had gone too far in that 
direction in the description of the activities ofthe Noncommunicable diseases cluster. In particular, he 
pointed to the lack of data on the incidence and significance of specific diseases. Although he welcomed 
the increased resources allocated by WHO to the cluster, he asked for more information on how those 
resources would be used and what action was planned to expand coverage. 

Dr HASSAN (Benin) joined with previous speakers in supporting the proposed strategy for 
noncommunicable diseases. Noncommunicable diseases were usually associated exclusively with the 
industrialized world, whereas the countries of the South were becoming increasingly concerned. He asked 
whether the term "genetic diseases" included such diseases as sickle-cell anaemia, the control of which 
might be one of the major challenges of the third millennium. He requested greater emphasis on promoting 
traditional medicine, as the cost of drugs was still too high for many populations. 
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Dr MANSOUR (Egypt) said that in view of the expected increase in morbidity from 
noncommunicable diseases, the cluster should be accorded priority. The commendable prevention efforts 
already under way in developing countries should be further strengthened. 

Dr SIDHOM (Tunisia) pointed out that both developed and developing countries faced increased 
incidences of noncommunicable diseases and regretted that more resources had not been proposed for the 
new cluster. Public campaigns should be launched to increase awareness of risk factors such as diet and 
tobacco. Congenital and genetic diseases should not be overlooked in view of their importance to the 
health ofthe individual and the family. 

Mr MASHAKO (Democratic Republic of the Congo) thanked the Director-General for according 
specific attention to the surveillance, prevention and management of noncommunicable diseases at country 
level, welcoming the inclusion of genetic diseases. Major results could not, however, be achieved with 
such limited resources. Although developing countries had increasing access to techniques and trained 
personnel for diagnosing noncommunicable diseases, they were often unable to meet the high costs of 
treatment at community level. In certain parts of sub-Saharan Africa, sickle-cell anaemia, cardiovascular 
diseases and cancer (especially cancer of the liver) posed a particular problem. Additional funds should 
be mobilized to support management of such cases in developing countries. 

Dr ZEIDAN (Sudan) endorsed the proposed increase in expenditure on noncommunicable diseases, 
but asked why no specific section had been devoted to research. Rehabilitation, particularly from genetic 
diseases, should also not be overlooked. 

Dr CHERAGHCHI (Islamic Republic of Iran) joined in expressing support for the proposed 
allocations, but suggested that communicable and noncommunicable diseases should be merged into one 
cluster for disease surveillance, prevention and control in future budgets. Country budgets could then be 
allocated according to national priorities and a unified disease surveillance system established. 

Dr MAHJOUR (Morocco) welcomed the proposed increase in expenditure on noncommunicable 
diseases, which posed a particularly heavy burden on developing countries which already faced the problem 
of emerging and re-emerging infectious diseases. It was to be hoped that WHO would focus in future on 
three areas: epidemiological surveillance, improved screening for disease and standardization of disease 
management at primary level, with a view to avoiding more costly tertiary treatment, which was a heavy 
drain on already insufficient health budgets. 

Mr CHAUDHRY (Pakistan) strongly supported the Tobacco Free Initiative. In Pakistan, smoking 
had been banned in offices, hospitals, educational institutions, on public transport and on domestic flights. 
His delegation was grateful to WHO and UNICEF for their support in the prevention and control of iodine 
deficiency disorders. About 35% of the salt marketed in his country was iodized, and 32% of households 
currently used it. 

Dr METINER (Turkey) welcomed the proposed allocation for noncommunicable diseases. They 
included chronic diseases, such as diabetes and hypertension, which were a major cause of organ damage 
and poor quality of life. Most of the countries of the European Region had initiated chronic disease 
management programmes; implementation of the St Vincent Declaration for improving diabetes care and 
research had met with particular success. 

Professor PICO (Argentina) expressed satisfaction that a separate cluster had been devoted to 
noncommunicable diseases and that the budget for that area would be virtually doubled. Given that 
WHO's resources were limited, there was no point in lamenting the lack of funding under each budget 
heading. WHO should seek additional resources for regional and country programmes on 
noncommunicable diseases, but so should individual Member States. 
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Dr ABUDAJAJA (Libyan Arab Jamahiriya) asked which cluster covered road accidents, which were 
a major cause of deaths. 

Dr CHEN (Executive Director) thanked Member States for their support of the new cluster. 
Responding to questions, she said that certain noncommunicable diseases were classified under other 
clusters. Mental health diseases, for example, came under the cluster for Social change and mental health, 
as did accidents, although related diseases, such as osteoporosis, came under her own cluster. Iodine 
deficiency was covered by the Sustainable development and healthy environments cluster. The diseases 
that received priority in the cluster for noncommunicable diseases included cardiovascular disease, cancer, 
diabetes, respiratory disease and genetic disorders. Although funding was limited, enough resources were 
available to enable the cluster at least to advance activities on noncommunicable diseases. Additional 
funding was expected in the next biennium from resources liberated from discontinued activities. 
Additional donor support might be attracted by advertising and awareness-raising activities currently under 
way, and through further collaboration with regional offices, Member States, nongovernmental 
organizations and other partners. The cluster cooperated with other clusters and resources were shared and 
duplication avoided with a view to maximizing efficiency. A strategic plan for the next five years was 
being prepared for submission to the Executive Board by the end of the year. Given that treatment for 
noncommunicable diseases was costly, priority would be placed on primary prevention; use of traditional 
medicine would be investigated. One aim was to compile global strategic guidelines for the control and 
prevention of noncommunicable diseases on the basis of research and pilot studies. 

The delegate ofNew Zealand had asked what proportion of the budget for the cluster was allocated 
to the Tobacco Free Initiative. Given that that was a Cabinet project, it had a separate budget of 
approximately US$ 5 million, compared with a total of approximately US$ 14 million for the whole cluster. 

Mrs KERN (Executive Director), in response to a question from the delegate oflndia, pointed out 
that the Director-General had not requested a real increase in the regular budget. If Member States wished 
additional funds to be allocated to a particular area, they should also propose an area in which a decrease 
could be made. The delegate ofNew Zealand had asked what proportion of the regular budget allocation 
would be used for staff costs. Approximately 70% of the allocation for noncommunicable diseases was 
used in that way, which was comparable to the proportion at headquarters as a whole. 

Health systems and community health (budget heading 3) 

Dr STAMPS (Zimbabwe) noted that budget allocations in other areas of activity, which might be 
considered more central to WHO's work than the current one, had been reduced. Moreover, the 
expenditure at headquarters level had not been significantly reduced in the proposed programme budget, 
as had been promised. He was therefore concerned to see that over US$ 60 million had been allocated to 
reproductive health and research, an area in which there was a danger of overlap with the work of the 
United Nations Fund for Population Activities (UNFPA). The medical aspects of reproductive health, such 
as sexually transmitted diseases, were central to WHO's activities, but paragraph 67 of the budget 
document, for example, referred to family planning and sexual behaviour, which might also be covered 
under the budget subheadings child and adolescent health and development and women's health. There 
was thus a danger of duplication, not only with the work ofUNFPA but also within the cluster itself. He 
was concerned by the proposal to conduct 30 studies by the end of2001 in the field of reproductive health, 
as in many such studies, the people of Africa acted as guinea-pigs for the rest of the world. Not only did 
the people of Africa not gain from the eventual results, but rich countries were discouraged from investing 
in Africa because the studies gave the impression that the burden of disease in Africa was insurmountable. 

Dr SHINOZAKI (Japan) noted that clear improvements had been made to the part of the proposed 
programme budget dealing with health systems and community health since the version submitted to the 
Executive Board in January 1999. In particular, the section "Initiative on HIV I AIDS and sexually 
transmitted infections" now focused more closely on areas in which WHO should take the lead. 
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Dr DLAMINI (Swaziland) welcomed the emphasis placed in the document on national policy 
development, capacity-building for health care providers and support for communities and families who 
cared for increasing numbers of ill people. She also welcomed the emphasis on women's health and looked 
forward to receiving a policy document outlining that agenda. Women were more numerous than men and 
had special needs in respect of the increased prevalence of tuberculosis, HIV I AIDS, malnutrition and 
poverty. More budgetary resources should therefore be allocated to women's needs. Although HIVIAIDS 
was one of the most destabilizing factors affecting any community, the allocation for activities in that field 
and for sexually transmitted infections in general did not appear in the proposed programme budget. She 
asked for that information to be supplied. 

Dr MALONE (United States of America) expressed her country's support for the mission and goals 
of the Health systems and community health cluster and concern about the lack of provision for the 
promotion of nursing care within WHO. A single permanent staff member was expected to coordinate and 
integrate nursing and midwifery issues throughout the nine clusters. In 1996, 1.6% of the permanent posts 
at WHO had been devoted to those tasks, which represented a decrease of 43% since 1992. That was 
unacceptable, given that the majority of professional health care providers throughout the world were 
nurses rather than physicians, and their role was increasing. How would nursing issues be adequately 
reflected in WHO's policy-making, decision-making and programme implementation? 

Professor LEOWSKI (Poland) said that, as far as he was aware, the Health systems and community 
health cluster was the only one with the expressly declared aim of supporting countries in their efforts to 
provide essential public health functions. However, the sum allocated to the relevant budget element 
(subheading 3.1, Health systems) was surely too small for such a vital area of work. Moreover, the other 
clusters also included public health activities. He was concerned that there would be duplication of efforts. 
He asked for an explanation of the intended balance it was hoped to achieve between public health 
activities and medical services. 

Dr MANSOUR (Egypt) said that the Health systems and community health cluster covered an area 
that accounted for some 65% of health activities in all countries. WHO should make optimal use of the 
available resources by discouraging unhealthy behaviour among young people, improving mother and child 
nutrition and by promoting the exchange of information between Member States. Public awareness should 
be increased through information campaigns in order to increase use of health services. 

Dr VAN ETTEN (Netherlands) said that his delegation attached great importance to WHO's 
activities with regard to reproductive health. He hoped that the various components of the previous Family 
and reproductive health programme, now distributed among various clusters, would remain well 
coordinated. The proposed programme budget made no mention of the Special Programme of Research, 
Development and Research Training in Human Reproduction although it commanded considerable 
resources, and he asked for details of its budget. His delegation hoped that the policy of integrated 
management of childhood illnesses would continue and asked whether a similar approach was planned for 
adolescent health. He echoed the request of the delegate of Swaziland for information about the budgetary 
allocation for the cross-cutting activity on HIV I AIDS and sexually transmitted infections. 

Ms RAO (India) said that the objectives and priorities of the Health systems and community health 
cluster reflected the priorities oflndia and the entire South-East Asia Region. India had one of the highest 
rates of maternal and child mortality in the world and a primary health system greatly in need of 
strengthening. The country also had a strong women's movement which could be used to promote better 
health. However, the budget allocation for health systems and community health in the South-East Asia 
Region had been reduced by over 30% owing to the lack of extrabudgetary resources. Only 
US$ 3.2 million had been allocated to the Region, out of the total of US$ 21 million in regular budget 
resources for the cluster as a whole, and the Region's allocation represented a 16% decrease from the 
previous biennium. She requested that the distortion be rectified. 
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Mrs HILSON (Canada) expressed her country's support for the strategic approach adopted for the 
budget ofthe Health systems and community health cluster. She concurred with the delegate of the United 
States, however, that the lack of representation of the nursing profession in WHO was regrettable. 
Although the job of the single nurse-scientist employed at headquarters was to coordinate nursing activities 
in all clusters, those activities were so few that the exercise appeared futile. Headquarters and regional 
programmes should reflect the actual situation in countries, where the great majority of health care 
providers were nurses, auxiliary nurses and midwives. More nurse-scientist posts should be created, and 
nursing activities should be integrated into all clusters. 

Dr ZEIDAN (Sudan) asked why the health of children and adolescents had been combined under 
the same subheading. Adolescent health was surely more closely linked with reproductive health, whereas 
child health was more appropriately related to maternal health. He hoped that WHO's activities in child 
health would not suffer from the reduction in the budget for the cluster by greater emphasis on adolescents, 
since the highest mortality rate in many countries was among children under five. 

Dr ISSAKA-TINORGAH (Ghana) welcomed the emphasis on institutional development in the 
Health systems and community health cluster. Two areas deserved particular attention, since they were 
those in which ministries of health were often less effective, namely working with communities and 
families and coordinating the activities of the private sector. He asked what institution-building activities 
WHO intended to undertake in the field ofHIV/AIDS. 

Professor VIOLAKI-PARASKEVA (Greece) said that effective health systems were essential for 
the provision of health care throughout people's lives. She asked for a definition of the phrase "physical 
health resources", which appeared in the second objective of the department of Health systems in the 
proposed programme budget. She also asked for more information about the collaboration between WHO 
and UNAIDS, with clarification of the relative level of contributions from the various sponsors. 

Professor AKIN (Turkey) welcomed the increase in the proposed budget for the Health systems and 
community health cluster. His delegation was particularly concerned with women's health. Evaluation of 
WHO's safe motherhood programme and a five-year follow-up to the International Conference on 
Population and Development showed that reproductive health was still a neglected area. The first five-year 
evaluation of progress in achieving the aims of the Fourth United Nations World Conference on Women, 
due to take place in 2000, should provide more guidance about women's issues. 

His delegation welcomed the well-defined objectives and clear statement of expected results for the 
Health systems and community health cluster but hoped that the results ofthe proposed research would be 
put into practice. He welcomed the proposal to prepare documents showing progress in implementing 
international women's health agreements (paragraph 68), and hoped that Member States would be involved 
closely. He suggested that a horizontal gender strategy be integrated into all areas of WHO activity. 

Mrs WIGZELL (Sweden), speaking on behalf ofthe Nordic countries, welcomed the creation of the 
Health systems and community health cluster, since health systems development was one of the most 
important areas of WHO activities. HIV I AIDS placed a tremendous strain on health systems in affected 
countries, and the Nordic countries therefore supported WHO's aim of increasing the capacity of health 
systems to cope with the pandemic. One important aspect of that goal was to increase the quality of care 
given to AIDS patients at all levels ofthe health care system, including home-based care. Emphasis should 
also be placed on nursing and psychosocial care and on support, education and guidance for health staff. 
Another important aspect was to ensure access to drugs for the treatment of opportunistic infections. It was 
to be hoped that cost-effective anti-retroviral drugs would soon become available in developing countries 
in order to reduce HIV transmission from mother to child and that the search for an effective HIV vaccine 
would soon bear fruit. 

A range of preventive measures needed to be taken, particularly giving adolescents the necessary 
means to protect themselves from infection with HIV and other sexually transmitted diseases, as well as 
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unwanted pregnancy. WHO had a very important role to play in combating the HIV I AIDS pandemic, and 
the Nordic countries trusted that the issue would be given high priority in WHO activities for health in 
sustainable development and health systems development. 

Dr CHERAGHCHI (Islamic Republic oflran) said that two components of the Health systems and 
community health cluster, namely reproductive health and research and women's health, were also the 
concern ofUNFPA and UNICEF, which provided considerable resources. He therefore asked why WHO 
should devote some US$ 76 million to those activities. In theory, the activities of the three agencies could 
be coordinated at country level, but in practice that was probably not feasible. He suggested that some or 
all ofthe budget allocated to those two areas of activity should be transferred to other, more needy sections. 

Dr FIKRI (United Arab Emirates), speaking on behalf of the six countries of the Gulf Cooperation 
Council: Bahrain, Kuwait, Qatar, Oman, Saudi Arabia and his own country, emphasized the role played 
by nurses in the development of health systems policy and strategy. He hoped that WHO and Member 
States would cooperate to restructure country programmes so as to include greater input from the nursing 
profession. The Council had organized seminars and campaigns to increase public awareness of nursing 
services and had drawn up a statute governing the work of nurses, which had enhanced the services 
rendered. 

The meeting rose at 12:30. 
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Health systems and community health (budget heading 3) (continued) 

Dr HASSAN (Benin), referring to the expected results of activities on HIV/AIDS and sexually 
transmitted infections, said that he was concerned that it had taken two decades to address the need for 
policies, standards and guidelines for the prevention of those conditions. He suggested that WHO first 
identify actions being undertaken in individual regions or countries and then provide the necessary support. 
In the case of Africa, the priority was probably the provision of anti-retroviral drugs so that patients had 
access to low-cost treatment. 

Dr W AHEED (Maldives) said that he joined the delegate of Zimbabwe in questioning the 
advisability of allocating a large sum in the proposed programme budget to reproductive health, which was 
an area best left to UNFP A. 

Mrs T APAKOUDI (Cyprus) supported the focus on community health since health care was a social 
rather than a medical problem and as such the responsibility of society as a whole. Communities should 
be made more health-sensitive in the interests of successful disease prevention and control. Emphasizing 
the role of nursing in that connection, she joined other speakers in calling for an increase in the number of 
nurses in the WHO structure to facilitate implementation of the numerous resolutions of the Health 
Assembly, WHA30.48, WHA36.11, WHA42.27, WHA45.5, WHA47.9, WHA48.8 and WHA49.1, on 
strengthening the role of nursing and midwifery in the achievement of health for all. It was also important 
to involve nurses in policy-making at country level. 

Dr OTTO (Palau) commended the thoughtful preparation of the goals, objectives and strategies of 
the cluster, and welcomed the emphasis on child and adolescent health and development and on women's 
health. However, despite the implicit recognition of the role of health educators and health promotion 
specialists, there was no clear provision for capacity-building as an integral part of health systems. He 
recommended that the omission be remedied. Furthermore, the role of boys, men and husbands in 
promoting and protecting family health had been neglected. The need to strengthen that role had been 
stressed by the Pacific island nations at a five-year follow-up to the International Conference on Population 
and Development held in The Hague in February 1999. Telemedicine should be viewed as a significant 
part of the development ofhealth systems, particularly in areas where great distances presented a barrier 
to the delivery of primary health care. 

-40-
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Dr JOHNS (South Africa) supported the proposed strategic direction of the cluster. He joined the 
delegate of Swaziland in requesting specification of the budget allocation for HIV I AIDS and sexually 
transmitted infections and asked for a clearer focus on institutional support for Member States, since the 
epidemic must be viewed as a global emergency. He endorsed ongoing collaboration with UN AIDS and 
urged WHO to view that partnership as a vital prerequisite for success. 

Mr MAGOLO (Zambia) endorsed the cluster and welcomed the proposed support for health sector 
reform. Many developing countries were handicapped in providing support for such reform by the loss of 
trained manpower to countries with stronger economies, an exodus that made health reforms, however well 
designed, difficult to implement. 

Dr GARA TE DOMiNGUEZ (Cuba) said that an integrated approach should include prevention and 
health promotion. While supporting the cluster objectives, he considered that more emphasis should be 
placed on primary health care as the only possible strategy for achieving the objectives for countries with 
limited economic resources. Cuba's health indicators had been achieved largely through the development 
of primary health care, particularly family health, by training specialists in integrated general medicine, who 
promoted community participation in the development of programmes for mothers, children and the elderly. 

Dr RAMA TLAPENG (Lesotho), while endorsing the cluster, asked whether the proposed capacity 
building for health providers would extend to community health workers, who provided the necessary link 
between hospitals and home-based care and could play an important role in attending patients with chronic 
illnesses, who were currently occupying a large proportion of hospital beds. She suggested that special 
attention be given to the community health workers programme to ensure quality care for patients who had 
to continue their treatment at home. 

Mrs MANDIC6 (Andorra) fully endorsed the objectives ofthe cluster. However, Andorra attached 
considerable importance to the role of nursing in community health and would therefore like to see more 
emphasis given to nursing in the stated objectives ofthe cluster. 

Dr SHISANA (Executive Director) thanked the delegates for their support. Responding to questions, 
she said that the Director-General had approved coordination of activities on HIV I AIDS and sexually 
transmitted infections by the cluster on Health systems and community health in order to ensure a 
strengthened WHO response to the epidemic within a broader context of health. The initiative 
encompassed 22 departments at headquarters, in the regions and in countries and was WHO's contribution 
to UNAIDS. The goals of the cross-cutting activities were fourfold. The first was to strengthen health 
systems through appropriate policies, strategies and financing for preventive and care services. 
Unfortunately, many countries had been unable to implement sound policies and plans owing to a lack of 
resources. WHO had a duty to support them in developing skills and to encourage donor countries to offer 
them support. The second and third goals were to improve prevention ofHIV infection and care of patients 
with HIV I AIDS through evidence-based interventions. The idea was to draw on existing research, to 
commission new research in areas where information was lacking and to generate knowledge and evidence 
for both prevention and care. The last goal was to increase the quality and amount of information available 
for monitoring and evaluating progress. The Organization planned to increase the capacity of developing 
countries to develop, implement and monitor programmes to improve access to drugs for HIV infection and 
HIV -related conditions. In selected countries, a rapid assessment would be made of health systems' 
responses to HIV I AIDS, which would be followed by dialogue and action plans at district level; more 
attention would be paid to the safety of blood and blood products. 

Regarding the question of the budget for HIVIAIDS, it was not listed under any one cluster. 
However, Figure 4 in Part I of the proposed programme budget indicated that, whereas expenditure on 
HIV I AIDS had amounted to roughly US$ 40 million in 1998-1999, it was expected to increase to about 
US$ 58 million in 2000-2001. The Organization expected governments to provide bilateral support to 
countries for the implementation of prevention and care strategies. 
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With respect to joint activities between WHO and UN AIDS, in January 1999 UN AIDS had brought 
together six cosponsors to set up a joint international partnership on HIV/AIDS in Africa, where about 
20 million people were infected with HIV. A clear programme of action would be drawn up and support 
provided to alleviate the burden of the epidemic. The Director-General supported the initiative and 
encouraged governments to continue contributing to action against AIDS in Africa. 

A joint WHO/UNAIDS programme to find a vaccine against HIV was to be formed, which would 
be located at WHO. It would continue work in progress and also prepare sites for vaccine trials, ensuring 
that ethical standards were maintained and that the public was well informed. Stimulation and coordination 
of relevant biomedical research was another key component of the programme. 

Turning to questions of child health, she said that WHO was drawing up a strategy to address the 
health requirements of children from 0 to 19 years of age, which would allow the Organization to use a "life 
cycle" approach in which links between age groups were considered. Child health and development were 
critical for both adolescent and adult health. Within the strategy, the nutrition of children and adolescents, 
particularly girls, would be given priority. Risk behaviour of adolescents would be addressed through an 
approach that increased their ability to deal not only with sexual and reproductive health but also with 
substance abuse, violence and other problems. Technical support for integrated management of childhood 
illness was being provided to 60 countries, and the Organization would continue to give priority to such 
activities. Experience gained in that activity would be used for the benefit of school-age children and 
adolescents bearing in mind their different needs. 

The Director-General had emphasized women's health by creating a specific department and had 
significantly increased the budget for that area. The final strategy would be drafted in close cooperation 
with other departments, drawing on technical expertise available throughout the Organization in its 
implementation. WHO was committed to implementing the Beijing Platform for Action and would work 
closely with countries in evaluating the progress achieved. 

The Special Programme of Research, Development and Research Training in Human Reproduction 
was a cosponsored programme with a mandate to implement the research agenda agreed by the Health 
Assembly in 1988 in resolution WHA41.9. The International Conference on Population and Development 
had assigned responsibilities to UNFPA, WHO and other United Nations bodies in that respect. WHO 
provided technical expertise in research, norms and standards and was the only United Nations agency with 
that mandate. It worked closely with the other agencies in translating knowledge into specific country 
programmes and activities. If WHO continued to ensure that such programmes were evidence-based, it 
would be easier to address many of the reproductive health problems that had been identified. 

The department of Health systems did not cover all essential public health functions because they 
were spread throughout the Organization. That department focused on helping countries ensure appropriate 
organization of their health-care systems, to develop policies and legislation that were geared to their needs 
and to ensure that public health functions were carried out by ministries of health and not left to the private 
sector. 

WHO recognized that nursing should be the core of discussions and strategies for health-care reform. 
It planned to help countries to strengthen nursing and midwifery within their health systems. While she 
agreed that the appointment of one nurse-scientist was not enough, nine nurses were working in the cluster. 
They were involved in broad policy development and planning, in drawing up guidelines and in providing 
support in programmes such as mother-to-child transmission ofHIV. The Organization counted on the 
leadership role of nurses in the communities to advance health reform at global, regional and local levels 
as part of the development agenda. The Organization counted on nurses to teach the care ofHIV/AIDS 
patients in hospital and at home, to contribute to safe pregnancy and to providing support and counselling, 
especially in stressful situations. They also promoted health initiatives such as healthy lifestyles. 

WHO worked closely with partners such as the International Council ofNurses to strengthen nursing 
and midwifery. A report on progress made in implementing resolution WHA49.1 would be given at the 
Fifty-fourth World Health Assembly in 2001, and nurses at all levels would be asked to participate in the 
preparation of that report. She hoped to present a comprehensive programme on the basis of consultations 
with WHO collaborating centres, the Council, expert committees, consultants and advisory groups. 



COMMITTEE A: FOURTH MEETING 43 

Sustainable development and healthy environments (budget heading 4) 

Mrs SINGH (Executive Director) read out a text that had been inadvertently omitted from the 
proposed programme budget: "To expand the recognition, understanding and documentation of the 
linkages between health and human rights, including the ways and extent to which respect, protection and 
fulfilment ofhuman rights on the one hand, and discrimination, neglect and violation of human rights on 
the other, impact on health; to ensure that WHO's policies, programmes and actions are respectful of 
human rights; and to enhance awareness, knowledge and skills about health and human rights within 
WHO, Member States and collaborating nongovernmental organizations". 

Dr LARIVIERE (Canada), welcoming the additional text, said that the cluster under discussion 
undoubtedly made WHO's most important contribution to global policies and strategies on health 
development. Globalization, equity, sustainable development, disaster preparedness and humanitarian 
assistance had unique health aspects which should be placed at the forefront of development. He advocated 
the adoption of a global "health first" policy, so that health and health in development were addressed as 
a priority. The cluster included key activities which contributed to global health development through the 
promotion of essential norms and standards, such as those of the International Programme on Chemical 
Safety, the Codex Alimentarius Commission and the department of Nutrition for health and development. 
Given the complexity of the challenge, it would be critical to ensure harmonious linkages both between 
programmes within the cluster and between clusters. 

Mr CHAUDHRY (Pakistan), noting that almost half of deaths in children under five years of age 
were associated with malnutrition, asked why the budget for the department ofNutrition for health and 
development within the cluster had been cut. If WHO appreciated the seriousness of the issue, it should 
increase the budget for that department. 

Dr SANGALA (Malawi) said that it was commonly acknowledged that poverty bred ill-health, and 
he commended the Director-General's approach to the issue. Although the proposed programme budget 
document stated that the deaths of five million children per year were associated with malnutrition, only 
US$ 6 million had been allocated to the department. He suggested that the imbalance be redressed by 
redistribution of funds within the cluster. 

Professor NURUL ANWAR (Bangladesh) said that environmental health hazards were an increasing 
problem in many countries. In Bangladesh, although safe drinking-water had been provided to nearly 90% 
ofthe population, shallow tube wells were found to be contaminated with arsenic, affecting a population 
of 53 million in 40 out of 64 districts. He hoped that the issue of arsenic contamination would be included 
in the cluster's activities and a budget allocated accordingly. 

Ms WIJNROKS (Netherlands) also welcomed the placing of health in the broader context of 
development and endorsed the views ofthe delegates of Malawi and Pakistan on the issue of nutrition. As 
malnutrition was a major risk factor for ill-health of poor people, it should receive a greater allocation in 
the budget. She sought clarification on responsibility for the issues of infant feeding and HIV I AIDS and 
on implementation of the International Code of Marketing of Breast-milk Substitutes. Although WHO had 
always been an important partner in ensuring clean water and sanitation, those issues had been diluted in 
the proposed programme budget within the department for Protection of the human environment. She 
requested more information on financial and technical aspects of the issue. 

Mr LEHMANN (Germany) noted with regret that the issues and challenges, mission and goals and 
main areas of work did not include targets for human rights. During the 1 03rd session of the Executive 
Board, WHO had been requested to strengthen its newly established focal point on human rights. He 
strongly urged WHO to reintroduce human rights into its strategy. 
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His country supported the proposed funding of the department of Nutrition for health and 
development, as nutrition was not only of great importance for human health in general but also in the 
prevention of noncommunicable diseases. The problems associated with obesity and eating disorders 
should be addressed by education and screening programmes. He urged that abolition of iodine deficiency 
be reintroduced, and national campaigns such as that in his country should be encouraged. Germany had 
also established a breastfeeding commission, which sought to control the marketing of infant milk formula. 
The emphasis on programmes such as malaria and tobacco use should be encouraged, but sufficient funds 
should be assured for the problems of nutrition. 

Professor VIOLAKI-PARASKEVA (Greece) noted that nutrition and food safety were important 
in public health. She asked for clarification of how activities in environmental and microbiological health 
were to be coordinated. She welcomed the collaboration between WHO and United Nations bodies on 
sustainable development and healthy environments and on emergency and humanitarian action. She was 
concerned, however, that the budget allocated to the cluster was insufficient for successful implementation 
of the programmes. 

Dr ALVIK (Norway) welcomed the reinstatement of human rights in the work of the cluster. 
Although the promotion of health as a human right was still in its infancy, some experience had been 
gained in viewing food as a human right and in the respect of reproductive rights. She hoped that the 
cluster would draw up clear indicators that could be used in monitoring and in reporting to the human rights 
treaty bodies. 

Dr ISSAKA-TINORGAH (Ghana) drew attention to the question of inadequate urban sanitation, a 
problem that was increasing with the movement of populations to urban areas. He requested that attention 
be focused specifically on that issue. 

Dr FETISOV (Russian Federation) said that the diversion offunds to emergency and humanitarian 
action in recent decades had had a negative impact on development programmes. Emergency relief was, 
however, a priority for WHO, and increased aid was being given to countries to enhance their preparedness 
for disasters. The technical and financial resources required for implementation of the programmes should 
be assessed carefully. A concentration of WHO's efforts on helping countries to prepare for emergencies 
implied long-term planning, which would be sustainable only if supported through the regular budget. The 
increase in extrabudgetary funding shown in the table of resources for the cluster could not be relied upon 
in the long term, and increased funding from the regular budget should be considered. 

Mrs TEMBO (Botswana) said that, in accordance with the WHO objective of raising the awareness 
of decision-makers on the benefits to be gained from investing in health, the Government of Botswana had 
included a section on the health and safety of workers in its national development plan. 

Dr SHAO Ruitai (China) welcomed the importance attached to health as a component of sustainable 
development. He considered that appropriate measures should be taken to ensure safe drinking-water. As 
malnutrition was closely related to epidemics, care should be taken to maintain close links with other 
appropriate clusters. 

Dr LEVENTHAL (Israel) said that the vicious circle of poverty and illness had been recognized 
since the 1840s. The third component of that circle was the environment, which was a global matter. He 
recalled that the Director-General, when Prime Minister ofNorway, had chaired part of the United Nations 
Conference on Environment and Development, held in Rio de Janeiro, in 1992. He inquired whether a 
similar conference was planned for the biennium 2000-2001. 

Dr COITINHO (Brazil) welcomed the cluster on Sustainable development and healthy environments 
and especially the introduction of a human rights approach to health, in which food and nutrition were 



COMMITTEE A: FOURTH MEETING 45 

viewed as a fundamental human right. A similar view was expressed in her country's national food and 
nutrition policy, and she called for more emphasis on concrete activities such as the identification of 
indicators and accountability mechanisms. As adequate nutrition was fundamental to health promotion, 
greater stress should be laid on healthy food habits. That theme should be explicitly included in the cluster 
and links made with respect to health promotion with the clusters on Noncommunicable diseases, Health 
systems and community health, and Social change and mental health. The budget provision for nutrition, 
which was the lowest in the cluster, should be increased. 

Ms SOSA MARQUEZ (Mexico) asked for more information about the "hazard and vulnerability 
profiles" that were to be established for a number of countries as one of the objectives of the department 
for Emergency and humanitarian action outlined in the proposed programme budget document. 

Speaking at the invitation of the CHAIRMAN, Dr DE PAEPE (Medicus Mundi Internationalis) said 
that the aim of his international nongovernmental organization, was to back up institutions in developing 
countries seeking to facilitate equitable access to quality health care. Sometimes it worked with state 
services but more often with non-profit-making private services whose actual or potential role in the 
functioning of health districts was frequently underestimated. Excessive privatization ofhealth care which 
did not incorporate the concept of equity would imperil universal access to essential care. Medic us Mundi 
Internationalis therefore suggested that governments should formalize the provision of a public service by 
private bodies to operate in that health district through official contracts. To facilitate such an integration 
it was proposed that institutions providing care be classified in accordance with their technical capacities, 
performance and catchment area rather than by their institutional identity. Such institutions would be 
regarded as providing a public service if they were accessible without discrimination to the population of 
a given area needing that level of care, and if they contributed to the implementation of the national health 
policy. The contracts should include agreed criteria in regard to regular evaluation of the relevance, quality 
and efficiency of the care provided, on the basis of which improvements could be made. Such health 
services, which performed a public health function, should have access to any body or assembly playing 
a significant role in the health district with a view to joint definition oflocal priorities. Lastly, the national 
or local authorities should support the efforts of such institutions to strengthen the district level health 
system by providing logistic and methodological support and by covering or sharing the additional costs 
arising from their integration into the health district. He hoped that the Health Assembly would give its 
support to Medicus Mundi Internationalis' proposal so that it could, in the future, become part of WHO's 
policy. 

Mrs SINGH (Executive Director) said that the role of the Sustainable development and healthy 
environments cluster was to promote health in an intersectoral setting, with a special focus on health risks 
in the most vulnerable countries and populations. The main functions would therefore be advocacy, 
consensus building, policy advice, information, norms and standard setting. In addition, problems in 
individual countries arising from the natural and the socioeconomic environment would be identified. In 
the case of arsenic contamination, for example, the cluster as a whole had responded by dealing with 
different aspects of the issue. Such an approach made it possible to identify problems that warranted 
international support and then to develop a suitable strategy. 

Much interest had been shown in nutrition. Concern had been expressed about the reduced 
budgetary allocation. However, the proposed regular budget allocation for the department ofNutrition for 
health and development was slightly higher for the period 2000-2001 than for 1998-1999, even though 
WHO's total action in the area involved a number of other clusters. She had noted the comments made and 
in particular the suggestion that funds be transferred within the cluster from other departments to the one 
concerned with nutrition. She would see if that were feasible as work progressed. There were many 
linkages with other departments both within and outside the cluster in areas such as infant feeding, anaemia 
in mothers, obesity, diet-related cardiovascular problems and so forth. The department ofNutrition for 
health and development had an effective global network with 28 WHO collaborating centres in food and 
nutrition. Replying to a specific point raised by the delegate of the Netherlands in connection with infant 



46 FIFTY -SECOND WORLD HEALTH ASSEMBLY 

feeding and HIV I AIDS, she said that the focal point in WHO was in the Health systems and community 
health cluster, while technical support was provided by the department of Nutrition for health and 
development. The focal point for the International Code ofMarketing ofBreast-milk Substitutes was the 
department of Nutrition for health and development but much of the work was done by a technical 
committee. On obesity, that same department worked in collaboration with the cluster on 
Noncommunicable diseases. A WHO Consultation on Obesity held in Geneva in 1997, had been organized 
by the department ofNutrition and the cluster on Noncommunicable diseases. There had also been a WHO 
technical consultation in 1998 on the behavioural, social and cultural aspects of preventing obesity. WHO 
was planning a series of regional meetings on obesity prevention strategies, the first of which would be held 
in November 1999 for countries in the Eastern Mediterranean Region. Efforts were also being made to 
conduct a review and analysis of the economic impact of overweight and obesity worldwide in 
collaboration with clusters on Evidence and information for policy, and Noncommunicable diseases. 

In regard to the department for the Protection of the human environment, concerns had been 
expressed about the proposed reduction in the regular budget from US$ 13.1 million to US$ 11.5 million. 
The transfer of certain posts to the department for Health in sustainable development accounted for that 
reduction. Concerning allocations within the department for the Protection of the human environment, the 
regular budget allocation with respect to food safety had been set at US$ 2. 7 million, showing no change 
over the previous biennium. Water, sanitation and health activities had been allocated US$ 3.1 million, 
Chemical safety US$ 2.7 million, and Occupational and environmental health US$ 3.0 million. WHO had 
been concentrating on safe drinking-water issues and related diseases. The provision of water and 
sanitation services was supported through a collaborating council and hence was not shown explicitly in 
the proposed budget of the department for the Protection of the human environment. 

In response to the issue of arsenic contamination raised by the delegate of Bangladesh, she said that 
the Sustainable development and healthy environments cluster had participated in a meeting in Dacca in 
December 1998 on the subject attended by several United Nations organizations and the regional offices 
for the Americas and for South-East Asia. Later, other meetings had taken place, a technical monograph 
had been prepared, and a plan drawn up to respond to the problem. 

In response to a question by the delegate of Greece on coordination between environment and 
microbiological health, she said that a cross-cluster initiative between the clusters on Communicable 
diseases and on Sustainable development and healthy environments had addressed the issue. A series of 
expert consultations on that topic had begun in March 1999. With regard to urban sanitation and the 
question raised by the delegate of Ghana, resolution WHA51.28 had endorsed the WHO strategy on 
sanitation for high-risk communities such as the urban poor. In reply to the delegate oflsrael, she said that 
a conference had been scheduled for 2002, 10 years after the United Nations Conference on Environment 
and Development, held in Rio de Janeiro, in which WHO would participate. 

With regard to the concerns expressed by the Russian Federation about the proposed reduction in 
the regular budget of the department of Emergency and humanitarian action, she replied that it had been 
very slight, from US$ 1.6 million to US$ 1.4 million. She noted that the multifarious activities of the 
department would have to be financed from extrabudgetary sources. The approach to human rights would 
be through identification of activities which would involve a number of other clusters throughout WHO. 
The relationship between WHO and the Office of the High Commissioner for Human Rights was being 
strengthened through meetings on areas of collaboration such as in-service training activities, the 
involvement of WHO in the work of the Special Rapporteurs and WHO participation in the working groups 
of Human Rights Treaty Bodies. 

Dr ALLEYNE (Regional Director for the Americas) noted that medicine was a social science and 
could not easily be broken down into categories. Many of the aspects to which Mrs Singh had referred had 
an impact on human development as a whole. For example, the issue of women's health was not purely 
a health question, but also a development issue. As such, it fell clearly within the purview ofthat particular 
cluster. Linkages within that cluster merited serious attention by Member States, since with the appropriate 
concepts, it should prove possible to move health to a higher place on the political agenda. Human 
development could be seen as the expression of various aspects, such as economics. Through the cluster's 



COMMITTEE A: FOURTH MEETING 47 

activities, it would be possible to show that improvement in health in fact led to greater economic growth 
and that investment in health was in tum conducive to advancement in other areas. A safe environment 
was one of the fundamental options offered by human development. Hence linkages within the cluster were 
a convincing expression of WHO's determination to enhance human development. 

Replying to the earlier comments on human rights, he urged that a scale of priorities within those 
rights should be established. 

He felt that nutrition should not be regarded solely from the point of view of biological and 
physiological breakdown owing to lack of food, but should be seen as making a positive contribution to 
health and human development. 

With regard to emergencies, he had noted that one extremely important aspect had failed to provoke 
comment, namely that of mitigation. WHO would never be in a position to attend to all emergency needs, 
however, as several delegates had pointed out, WHO's role was to prepare countries so that natural hazards 
did not result in disaster. Prevention and mitigation would figure prominently in the work of the cluster. 

He agreed with the delegate of Canada that linkages throughout the Organization needed to be seen 
more clearly and he hoped that there would be equal enthusiasm for the work of that cluster at country 
level, where those linkages would have the greatest effect. 

Social change and mental health (budget heading 5) 

Dr SHINOZAKI (Japan) welcomed the emphasis on health promotion. In view of the fact that that 
concept varied from country to country and region to region, he hoped that WHO would find innovative 
ways of evaluating the effects of health promotion activities. 

Dr LEVENTHAL (Israel) agreed with the delegate of Japan that health promotion constituted a 
cornerstone ofpublic health policy. He recalled resolution WHA51.12 on that subject, noting that health 
promotion was an extremely cost-effective policy. His delegation looked forward to the progress reports 
of the Director-General to the Executive Board at its 1 05th session and to the Fifty-third World Health 
Assembly. 

Dr LARIVIERE (Canada), recalling that 1999 was the United Nations Year of Older Persons, 
stressed the importance of healthy ageing. The fact that populations lived longer called for mobilization 
of economic, social and technical resources to support health in old age. WHO would be able to play a 
leading role at all levels. He inquired how the health dimension of ageing had been integrated into the 
work of all the relevant clusters and asked for some indication of activities planned in that area. 

He welcomed the emphasis in the proposed programme budget given to health promotion, a field 
in which WHO needed to maintain its leadership and in which Member States had to play their part by 
incorporating health promotion into their respective health systems. He was happy to accept the invitation 
extended by Mexico to attend the Fifth International Conference on Health Promotion to be held in 
Mexico City in the year 2000. 

Dr SATCHER (United States of America), referring to the fact that the use of psychoactive 
substances, including tobacco, accounted for 7% of the global burden of disease, pointed out that the 
United Nations was not a smoke-free environment and- even more disturbingly- nor was the Health 
Assembly. Recalling the number of deaths from cancer and cardiovascular disease caused by second-hand 
smoke, as well as its damaging effect on children, he felt that WHO could not advocate globally and fail 
to act locally. It was incumbent on WHO and upon all those who worked in the public health sector to set 
an example. He accordingly recommended that WHO take whatever action was necessary to ensure that 
the Fifty-third World Health Assembly was smoke-free. 

Dr KOLLO (Cameroon) congratulated the Director-General on the positive changes within WHO 
since she had taken office and encouraged Member States to provide WHO with the means to implement 
her guidelines. He associated himself with the remarks made by the delegates of other African countries, 
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the efforts made in the budget to take the African Region into account, with particular reference to the 
provisions for women and children. 

A large number of African and other developing countries were dependent on the sale of raw 
materials, such as tobacco and wood, with a negative result for health. Were any measures or incentives 
envisaged to tum such economies towards activities which were more beneficial to health, for example 
compensation for lack of earnings or debt cancellation? 

Mr LEHMANN (Germany) welcomed WHO's clear approach to health promotion, which was an 
important component of any effective health system. He described five strategies: the creation of health
oriented public policies; the creation of supportive environments; the coordination and strengthening of 
locally oriented activities; the development of personal skills; and reorienting of health services. In those 
areas and also with respect to the proceedings of the Fourth International Conference on Health Promotion, 
Jakarta, 1997, emphasis should be placed on intersectoral cooperation with other political and social groups 
(industry, the media) on the basis of partnership. 

Regarding social change and mental health, the central task with a view to the use of psychoactive 
substances was the dissemination and coordination of research results in order to devise strategies for 
reducing health and social problems. The goals included: the identification, examination and dissemination 
of cost-effective approaches to prevention and treatment; and, on the basis of available information, 
enhanced ability to deal with the problem of drugs and concomitant health and social problems, including 
addiction prevention. He requested support from WHO on evaluating the research results, as the country
specific context generally needed to be taken into account. Mental health promotion along with approaches 
to primary prevention should also be considered, including such aspects as prevention of violent behaviour 
and health promotion strategies in the context of social inequality. 

Professor MAMPUNZA (Democratic Republic of the Congo) said that health in general, and mental 
health in particular, was strongly affected by the new lifestyles brought about by socioeconomic 
development, particularly in developing countries. Contradictions tended to arise from the coming together 
oftraditional patterns of mental health, based on the collective memories of a social group, and anxiety
creating situations imposed by new social developments. The budget should therefore reflect the need to 
strengthen promotion and prevention activities in that area and to provide more effective care for the 
increasing numbers of people suffering from mental disorders. 

Professor VIOLAKI-PARASKEVA (Greece) welcomed the fact that the issues and challenges 
concerning social change and mental health (in particular paragraphs 91 and 95 of the proposed programme 
budget) focused on promoting health throughout the life span, with emphasis on healthy ageing. The 
financial impact of population ageing on health systems, the consequences for the family and particularly 
women were well known. Regarding mental health, she noted that the results expected by the end of 200 I 
included an education programme to teach mental health to primary care personnel and national reviews 
of stigma and violations of human rights and mental health in six countries: she hoped that the reports 
concerning those six countries would be made available. She also expressed the hope that the final aim of 
that part of the programme- to reduce the impact of mental and neurological disorders in society- would 
be achieved. 

Dr W ASISTO (Indonesia) expressed concern that substance abuse, which was on the increase in 
many developing countries, including Indonesia, and was exacerbated by poverty, had not received a 
sufficient allocation under the proposed regular budget. That part of the cluster would be funded mostly 
from other budgetary sources. He would welcome clarification concerning the current situation regarding 
substance abuse in the world and expressed the hope that WHO would cooperate more closely with other 
international organizations in controlling such problems. He also noted with regret the significant decrease 
in regular budget allocation for the South-East Asia Region which received no allocation for that cluster 
from other sources. 
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Ms MERINO JUAREZ (Mexico) was pleased to note Canada's acceptance of the invitation to the 
Fifth International Conference for Health Promotion. The support and presence of ministers of health 
throughout the world was crucial as a starting point for world commitment to ensuring that health 
promotion, with all its potential for bringing about change, was given high priority in national development 
policies. 

Ms RAO (India) expressed full support for the budget allocations for social change and mental 
health. However, she drew attention to the fact, reflected in The world health report 1999 that I 0. 7% of 
mortality occurred on account of injuries, of which 6.5% were largely unintentional. She suggested that 
some reference to that fact should be included in the proposed programme budget and a budgetary 
allocation made for raising awareness of injury and trauma care, developing technical guidelines and 
protocols, and drawing up national strategies and plans for providing such care, in order to cut down 
mortality and avoid accidents. As such injuries occurred largely in the younger productive age groups and 
treatment costs were high, the overall economic loss was substantial, thus providing adequate justification 
for WHO's intervention in that area. 

Mr CHAUDHRY (Pakistan), welcoming the focus on health promotion, requested clarification 
concerning health education. Previously, the relevant programme had been known as "Health education 
and health promotion". Did the fact that health education was no longer included in the title indicate that 
the scope of health promotion had been enlarged to encompass health education, or did WHO consider that 
there was less need for public health education programmes? 

Dr STAMPS (Zimbabwe) noted the growth and increasing variation of mental health problems over 
the previous decade, which had been extensive and largely under-recognized. He stressed that international 
leadership in medicine, by promoting increasingly bizarre modifications to normal biology (such as 
surrogacy, selective termination of pregnancy, cloning and euthanasia) was likely to provoke increasing 
psychiatric illness and mental stress. In the African Region, the premature loss of parents and social 
support as a result ofHIV/AIDS mortality led to mental health disorders and even to psychiatric problems 
in many people. Psychiatric services in low-income countries were already underserved and human capital 
in the field of mental health was becoming increasingly scarce. He therefore welcomed the emphasis being 
placed on social change and mental health, and in particular the concern over drug dependency. 

Ms D' ALMEIDA-MASSOUGBODJI (Benin) noted that countries were being increasingly 
confronted by pathologies due to migration (refugee populations, rural exodus, departure of young people 
to neighbouring countries in search of better jobs) which created increasing mental health or drug addiction 
problems. As few strategies and policies existed in that area, she suggested that WHO work in closer 
cooperation with the United Nations High Commissioner for Refugees and seek increased funding for 
dealing with such problems. 

Dr ANTEZANA ARANIBAR (Bolivia), concerning the need for programmes to combat substance 
abuse and to promote health education, emphasized the importance of the promotion of health throughout 
the life span which, in his view, should be coordinated, at both budgetary and programming levels, with 
the activities concerning Child and adolescent health and development (budget heading 3.2), particularly 
with regard to substance abuse, smoking and violence. He also stressed the importance of health education 
in schools and the need to give priority in the budget to activities which took account of the many diseases 
which were increasing in importance as a result of population ageing. 

Dr FLACHE (World Federation for Mental Health, World Association for Psychosocial 
Rehabilitation), speaking at the invitation of the CHAIRMAN, said that the proposed budget increase for 
the mental health programme in the forthcoming biennium, although not overwhelming, reflected a new 
emphasis given by WHO to that area, which was a source of satisfaction. He paid warm tribute to the 
Director-General for her acknowledgement of the growing importance of mental health problems in relation 
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to individual suffering and socioeconomic repercussions. He welcomed a number of recent decisions by 
the Director-General, in particular the appointment of the director of the department of Mental health in 
whom he expressed full confidence and, the organization of a consultation on setting the WHO agenda for 
mental health, with emphasis on the primary health care context. The World Federation for Mental Health 
and the World Association for Psychosocial Rehabilitation would make every effort to support WHO in 
its work. 

Dr SUZUKI (Executive Director) replied to questions raised in the debate which had covered six 
main areas: health promotion, active ageing, smoking, mental health, substance abuse and prevention of 
injury and violence. 

Regarding health promotion, which could act as a vehicle to work with other sectors, for example 
in areas such as the healthy school initiative and the healthy workplace, he fully agreed with delegates' 
comments on the importance of the programme; WHO was endeavouring to mainstream that activity, with 
emphasis on the horizontal nature of health promotion strategy. With regard to the point made by the 
delegate of Japan, it was important to collect, analyse and disseminate information on the best health 
promotion practices and policies, with a view to strengthening the evaluation component in that sector. He 
confirmed, responding to the delegate of Pakistan, that the change in the title of the health promotion 
department did not detract in any way from the importance attached to health education, which was an 
integral part of health promotion. Previously, health promotion, education and communication had shared 
a public relations component which had now become an independent department. 

The issue of activities concerned with ageing as raised by the delegate of Canada had previously 
come under health promotion but were now an independent and cross-cutting entity, working also with 
other departments in the cluster and with other clusters on subjects such as healthy eating for the elderly 
and training of primary health care workers on ageing. 

He fully agreed with the views expressed by the delegates of Cameroon and the United States of 
America concerning smoking, emphasizing that the Health Assembly was a nonsmoking event. Member 
States themselves might wish to reaffirm that point. 

Regarding mental health and the comments of Benin, Democratic Republic of the Congo and 
Zimbabwe, it was important that prevention and care of psychiatric and neurological disorders should be 
given emphasis, particularly treatable disorders (e.g. depression or epilepsy) for which a large majority of 
the population in many countries was not receiving cost-effective treatment. He fully agreed that increased 
action was required and would be forthcoming for mental health promotion for children, victims of violence 
and refugees. 

Regarding the proposed budget for substance abuse, which appeared to be declining, and in reference 
to the delegate oflndonesia's comment, it should be noted that the department had formerly been entitled 
Mental health and substance abuse. Following alterations to introduce a flatter structure, staff costs had 
been cut (hence an apparent decline in budget figures), but programme activity costs remained at the same 
level. 

Replying to the delegate of India, he said that violence and injury represented a large and costly 
disease burden in both developed and developing countries; WHO's emphasis should be on prevention 
within the public health context. 

The meeting rose at 16:45. 
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Part II- Headquarters (continued) 

Health technology and pharmaceuticals (budget heading 6) 

Dr SHINOZAKI (Japan) said thatthe countries of the Western Pacific Region had high expectations 
oftelehealth and telemedicine. He requested further information on how WHO planned to set norms and 
standards for health informatics. He underlined the importance of the expert committees on drug 
dependence and food safety whose activities were connected with WHO's normative function. 

Dr SID HOM (Tunisia) inquired what place the use of traditional medicines and medicinal plants had 
in pharmaceutical products. 

Dr THIERS (Belgium) said that, notwithstanding the cluster's modest allocation, Belgium attached 
great importance to Health technology and pharmaceuticals, including the rational use and quality of 
essential drugs. It would be regrettable if decades of work by WHO were undone by counterfeit products 
obtainable via the Internet or in local markets. As far as improving access to essential drugs in developing 
countries was concerned, Belgium was about to start cooperation specifically on that subject with WHO, 
at headquarters and in the Regional Office for Africa. Promotion of the use of essential drugs was a vital 
component of most of Belgium's collaboration in the health sector. He hoped that existing cooperation 
between Belgium and WHO on vaccine quality would continue. He was gratified to note that an important 
place had been accorded to the safety and quality of blood and blood products, the role of health 
laboratories and the establishment of laboratory networks. 

It was a pity that Tables 2 and 3 of the proposed programme budget gave only absolute figures in 
the column headed 2000-2001, without indicating what percentage of the whole each cluster represented. 
An indication of those percentages for the total, the regular budget and other sources would also be helpful. 

Dr W A SISTO (Indonesia) welcomed the increase, albeit minimal, in the allocation for the cluster. 
He had been encouraged to learn that 90% of the world's children had access to immunization, an 
achievement he hoped could be sustained by all Member States. Immunization was one of the most cost
effective interventions in the control of communicable diseases. Could clarification be given on the role 
ofheadquarters in vaccine development and an indication of the level of budgetary resources allocated to 
supporting research into new vaccines? Would a new vaccine be available in the near future for inclusion 
in the immunization programme? 

He appealed for sufficient funds from other sources to be allocated to the South-East Asia Region 
for the cluster under discussion as well as others. Attention should not be paid only to one or two regions 
which were already adequately endowed under the regular budget. 

- 51 -
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An operational study conducted by the Government in 1998 had revealed that over 50% of 
immunization health workers in Indonesia failed to follow safe injection practices. Starting in 1999, the 
Government would gradually introduce auto-destruct and uniject syringes to the immunization programme, 
thanks to support from the Japan International Cooperation Agency, the United States Agency for 
International Development, the World Bank and other donor agencies. 

Dr ANTEZANA ARANiBAR (Bolivia) said that health technology was possibly the most important 
area of investment in health given the foreign exchange implications for developing countries. During 
discussions in the Committee and at the round tables, speakers had repeatedly referred to the need to 
improve access to health technology, essential drugs and vaccines. Availability of, access to, and rational 
use of those technologies were not only vital in supporting health systems, they also lent credibility to 
health services and health practitioners. He congratulated the Director-General on bringing together the 
two pharmaceuticals programmes: norms and standards were very important both globally and nationally, 
and her action would facilitate the availability of effective and non-harmful drugs at national level. 

The Director-General had emphasized the importance of access to essential technologies, drugs and 
vaccines, including in the course of poliomyelitis eradication, and the role played by those technologies in 
health systems, especially primary health care. That was a clear expression of the principles of equity and 
solidarity in the pursuit of health for all. Bolivia firmly supported WHO's programme and effective action 
in the field ofhealth technologies in many countries. 

He thanked the Government of the Netherlands for its cooperation in setting up and running a 
national drugs and vaccines programme in Bolivia. He expressed his support for WHO's cooperation with 
WTO and WIPO on health and technology, and endorsed the focus of the cluster as set out in 
paragraph 1 06 of the proposed programme document. 

Referring to the remarks made by the delegates of Belgium and Indonesia he stressed the importance 
of blood safety in blood transfusions, the treatment ofhaemophiliacs and the prevention of communicable 
diseases. Voluntary funds were very important to the cluster and he hoped WHO could continue to count 
on the understanding and support of contributors. 

Dr CHERAGHCHI (Islamic Republic oflran) said the fact that one-third of the world's population 
lacked regular access to essential drugs was an indication of the size of the problem. He suggested 
reallocation of funds within the cluster in favour of essential drugs and other medicines. Was the 
promotion of the regulated and controlled use of traditional medicines included under essential drugs? That 
inclusion would be further reason for budgetary increase. 

Dr DURHAM (New Zealand) said that her country's experience with the cluster had exceeded its 
expectations of how WHO should operate. Cluster staff had used their convening power and technical 
expertise to support the search for a vaccine to fight the epidemic of serogroup B meningococcal disease 
in New Zealand, now in its eighth year. Her country highly valued WHO's ability and willingness to apply 
global expertise to a small country's problem. She hoped that other Member States' experience of 
interacting with the Organization was similar to New Zealand's experience with that cluster. The 
responsiveness, professionalism and technical competence of WHO were desperately needed and greatly 
appreciated. 

Ms WIJNROKS (Netherlands) commented on vaccines and other biologicals, recalling that WHO 
had committed to maintaining high levels of immunization coverage and reforming health systems. That 
link with health systems should be mentioned explicitly in the proposed programme budget. She 
appreciated the concrete results formulated for the period. However, was it realistic to expect global 
coverage with hepatitis B vaccine to be as high as 80% by the end of 2001? How could WHO be held 
accountable for achieving that target when it was national governments, not WHO, that were responsible 
for implementing vaccination programmes? 
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Ms PAULINO (Philippines) welcomed the focus on health technology and pharmaceuticals. She 
wished to add to the challenges detailed in paragraph 104 of the proposed programme budget; WHO 
should also ensure that new, or even relatively old, technologies which were considered generally 
appropriate and cost-effective, were used appropriately and rationally in specific cases. She had in mind 
the questionable evidence on the use or non-use of certain medical interventions by some service providers 
depending on the prevailing third-party payment scheme, for example, provider-induced demand for high
end diagnostics. On the whole, technology use was subject to diminishing returns. Having too much, too 
often of an otherwise good thing could prove unhealthy, and at times even deadly. She suggested that the 
health technology cluster should look into the matter more closely. 

Dr DLAMINI (Swaziland) underlined the importance of the cluster's work particularly for 
developing countries, a large proportion of whose budgets went on pharmaceuticals. Unwanted 
pharmaceuticals were "dumped" as donations, and monopolies of large pharmaceutical industries tended 
to push up the price of pharmaceuticals beyond countries' purchasing power. 

Blood safety was a critical issue, especially in view of the HIV I AIDS pandemic in some subregions, 
and she appealed for the establishment and strengthening of blood banks and of quality control laboratories 
and networks in developing countries. 

She hoped that research and manufacturing capacities in developing countries would be supported 
and encouraged, and that vaccine development research could be extended to include HIV. There was a 
need for extensive research into traditional medicines. 

Dr WOONTON (Niue) said that, as for many other developing countries, pharmaceuticals were the 
main component ofNiue's health budget. She therefore endorsed the inclusion of Health technology and 
pharmaceuticals in the proposed programme budget. The Health Assembly should consider urging 
manufacturers of pharmaceuticals to use packaging for drugs that was more easily biodegradable in order 
to avoid the growing problem of waste generated by imported drugs. 

Mr HUBERT (Israel) pointed out the lack of provision for basic and translational research in the 
activities of the cluster. Applied research was well supported by funds from industry, however, the 
universities, medical centres and other organizations which undertook basic research were left to fend for 
themselves. Translational research, that area in which basic research was converted into applied research, 
was virtually non-existent. WHO should play a more prominent role in promoting awareness and 
developing multinational cooperation to fund basic research, the core of applied research. WHO should 
promote and provide data on accessing equitable resources for the development of novel and creative ideas 
which would eventually lead to the alleviation of human suffering and misery. It should collect data and 
prepare a "clearing house" for grants, funds and research facilities to help generate global awareness of 
areas that required immediate attention. HIV I AIDS and the Human Genome Project were two good 
examples of basic and applied research being funded at a global level. He hoped that the Health Assembly 
would agree to study and discuss ideas for developing a global medical research promotion programme. 
He requested Member States to put forward ideas on that issue in all the WHO regions. 

Professor PICO (Argentina), welcoming the decision to combine health technology and 
pharmaceuticals into a single cluster, considered it one of the most important areas under consideration by 
the Health Assembly. He was convinced of the need to take an integrated approach to drugs and to extend 
immunization coverage. He welcomed the inclusion of the safety of blood and blood products. He 
endorsed the priority accorded to health technology which he hoped would enable progress to be made in 
the evaluation and rational use oftechnology and the promotion ofthe concept of appropriate technology, 
thus helping to improve the efficiency and quality of medical services. 

Health models should be humane with a solid ethical base; they should make rational use of 
technology without being in its thrall; and they should be cost-effective. It was his firm belief that equity 
in health systems would be very difficult to achieve in the absence of efficiency, rational use of technology 
and strict quality control. 
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Dr ABEBE (Nigeria) stressed the importance of auto-destruct injections for sustainable 
immunization in her country. Since they were more expensive than the usual syringes and needles, she 
requested the transfer of technology to establish local production. The effect would be to reduce costs and 
create jobs. 

She welcomed the inclusion of blood safety in the cluster. Most Nigerians, for cultural reasons, 
would rather not donate their own blood; it was urgent to introduce blood safety measures in her country. 

She commended the Director-General on the inclusion of the cluster, with which Nigeria hoped to 
work closely. 

Dr OTTO (Palau) associated his delegation with the comments of the delegate of Japan on the 
support expected from WHO, and of the delegate of the Philippines on the appropriate use of technology. 
He shared the concerns voiced by the delegates of Swaziland and Tunisia with regard to herbal and 
traditional medicines. 

Dr SHAO Ruitai (China), stressing the importance ofthe popularization of health technologies and 
essential drugs, said that WHO should accord equal importance to the popularization of appropriate 
technologies and essential drugs. Currently, many grassroots health institutions were unable to obtain 
guidance on the use of appropriate technology. He hoped that WHO would suggest some cost-effective 
and low-cost technologies for dissemination in developing countries, and enhance its monitoring of 
biomicrobial resistance. As to goals, the technology and resource guarantees for the eradication of 
vitamin A deficiency were, in his view, insufficient. Some countries and regions would find it difficult to 
reach the goal of 80% coverage for hepatitis B vaccine and 50% coverage for the Haemophilus influenzae 
type B (Hib) vaccine. 

Dr WIBULPOLPRASERT (Thailand), observing the growing influence of international trade on 
health services, health technology and pharmaceuticals, proposed that the Health technology and 
pharmaceuticals cluster should work more closely with countries in identifying appropriate measures to 
prevent adverse effects. Similarly, WHO should liaise closely with UNCTAD, WTO and other 
international organizations to prevent negative impact on the quality, rational use and cost of health 
technologies, including pharmaceuticals. A joint effort by several clusters was called for. It should include 
the cabinet project on Partnerships for Health Sector Development. 

Dr MARQUES DE LIMA (Sao Tome and Principe) recalled the particular importance of health 
technology and pharmaceuticals for developing countries. He therefore welcomed WHO's concern to 
update standards and guidelines on the quality, equity and effectiveness of drugs. He also commended the 
contribution made by WHO to the integration of hepatitis B vaccinations into national immunization 
programmes. However, he requested clarification on the approach that would be adopted for that purpose. 
In more concrete terms, how was WHO going to make it possible for the least developed countries to obtain 
hepatitis B vaccines at a reasonable cost? 

Dr SCHOLTZ (Executive Director), responding to the discussion, agreed with delegates that 
telehealth was important and should be integrated into all health systems. WHO had provided support to 
several countries to help build up telemedicine and telehealth systems. A cross-cluster team was currently 
being established, led by the Health technology and pharmaceuticals cluster, which included colleagues 
from other clusters, including Health systems and community health and Sustainable development and 
healthy environments. The objective of the team was to ensure that all aspects of telehealth could be 
integrated into an overall strategy. Discussions were also being held with potential donors to obtain support 
in standardizing, not only hardware, but also software, to prevent the occurrence of what was termed a 
"digital divide". 

Concerning the issue of drug safety and drug dependence, and the role of advisory boards, he 
confirmed that provision had been made for expert committees but it had been accidentally omitted from 
the proposed programme budget. The document would be corrected. 
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He recalled that traditional medicine was integral to the activities of the Essential drugs and other 
medicines department and that it accounted for 11% of the department's budget. WHO was currently 
defining the areas of traditional medicine on which it would focus in its work. He noted that, in view of 
the available resources, it would be impossible for the Organization to cover the whole field of traditional 
medicine. 

With regard to the comments by the delegate of Tunisia, he added that counterfeiting and quality 
assurance formed an integral part of the Revised Drug Strategy, which would be discussed later by the 
Committee. 

Turning to the subject of immunization and the role that the cluster would play in research and in 
maintaining and updating the Expanded Programme on Immunization, he noted that discussions were 
currently being held with UNICEF and the World Bank, as well as with the pharmaceutical industry and 
multi and bilateral donors, with a view to forging a new partnership which would ultimately work at the 
country level. An objective would be to ensure that the Expanded Programme on Immunization was 
maintained or increased in countries where its coverage might have fallen. Another objective was the 
adequate implementation of new vaccines, such as hepatitis B, Hib, and pneumococcal and rotavirus 
vaccines. The principal issue was how to focus on and finance such a partnership. It was hoped that 
discussions on that topic would be concluded by the end of the year. With regard to research and 
development work on vaccines, a broad discussion in the Organization had led to the establishment of a 
cross-cluster initiative in the form of a working group to examine all activities in the area of vaccines and 
other biologicals. A prioritization meeting to be held in June 1999 to discuss the issue would bring together 
representatives from WHO and academia, with the industry as observers. 

He emphasized the importance of safe injection, especially in support of the priority given by the 
organization to blood safety. The objective was being pursued aggressively, not only through activities 
financed by the regular budget, but also in WHO's drive for extrabudgetary funding. 

With reference to the question raised by the delegates of China and the Netherlands concerning the 
target of 80% global coverage by the hepatitis B vaccine, he noted that it was very difficult to attribute 
specific responsibilities for particular items and targets in the budget. WHO would take its share of such 
responsibility. The target had been agreed upon in partnership between WHO and its Member States. It 
would be achieved through the establishment of action plans, and particularly the final action plan for 
partnership on the immunization initiative. 

In response to the comment by the delegate of Swaziland on the dumping of pharmaceuticals and 
unwanted donations, he referred to guidelines on the subject which had recently been reviewed, and the 
need for their integration into national law. 

Turning to the points made by the delegate of Israel on the function of WHO in transferring the 
findings of basic research to applied research, he noted that the role of WHO in relation to research, 
particularly in the area of health technology and pharmaceuticals, lay mainly in prioritization and 
identifYing partners to carry out research. The pharmaceutical industry as a whole spent US$ 40 billion 
a year on research, of which I 0% was allocated to basic research. In view of the enormity of such sums, 
it had been decided that the most that WHO could do would be to enable and guide research through the 
provision of "seed money". 

Evidence and information for policy (budget heading 7) 

Dr SHINOZAKI (Japan) gave strong support for the clear policy direction established by the 
Evidence and information for policy cluster. Capacity building in health policy-making, based on scientific 
evidence, should be one of the underlying principles of the activities of each WHO cluster. The clusters 
should use the results of research to develop criteria for the evaluation and analysis of health systems to 
support capacity-building in developing countries. Cross-cluster cooperation should be strongly 
encouraged. 

Professor AKIN (Turkey) drew attention to two issues faced by many countries. The first concerned 
the collection and documentation of reliable data, while the second related to the interpretation and use of 
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such data for policy formulation. The efforts of WHO to cooperate with Member States in improving their 
capabilities in those fields was therefore to be welcomed. The use of WHO collaborating centres would 
be a cost-effective and sustainable technical channel for the provision of such support to countries. WHO 
should also be commended for producing and disseminating technical and policy documents which were 
very helpful in guiding countries. The increased importance given to such activities in the cluster was 
therefore welcome. 

However, it should also be emphasized that, within the United Nations system, each organization 
often created its own indicators to monitor the implementation of health programmes and the health status 
of the population. In view of the limited resources and capacity of some Member States, such practices 
could create difficulties. United Nations organizations and bodies should therefore be urged to improve 
their communication and develop standard indicators for international use. In that connection, the efforts 
made by the European Region to develop health indicators as a means of monitoring the health-for-all goals 
set out under "Health 21" deserved acknowledgment. Similar efforts by other United Nations 
organizations, based on appropriate collaboration, would be helpful in improving the common 
understanding of health data. It would also help Member States collect better quality information, a field 
in which leadership was expected from WHO. 

Dr BOUFFORD (United States of America) warmly welcomed the potential offered by the creation 
of the Evidence and information for policy cluster in strengthening the knowledge and scientific basis for 
health policy and medical decision-making. However, she requested clarification on two points. The first 
issue was whether the cluster had been entrusted with the mainstreaming of WHO gender policy through 
the analysis of the health status of the population and the disease burden of men and women. Although 
responsibility in that area had been specifically identified in document A52/INF.DOC./2 it was not included 
in the proposed programme budget, despite being raised as a concern at the Executive Board. In view of 
the fact that much health and medical research data did not include explicit information on women, it would 
be helpful to understand how regular budget resources would be used to address such an important 
information gap. 

A second concern related to the approach which WHO would adopt to provide support for essential 
public health functions in areas such as safe water, waste disposal, disease surveillance, safe food, drugs 
and blood supply, which were usually the responsibilities of ministries of health or health authorities at the 
regional or local levels. In view of the fact that such responsibilities were spread across several clusters, 
and taking into account the statement in the proposed programme budget that a core set of indicators of 
health system performance would be developed and disseminated under the present cluster, she asked 
whether such indicators would relate to the above population-oriented public health functions, as well as 
public health care delivery systems. She also requested clarification on how an integrated approach would 
be adopted for the provision of programmatic and budgetary support to countries to help them develop their 
capacity to provide essential public health functions for their populations. The issue involved work in 
several clusters and was not adequately addressed in the proposed programme budget document. 

Dr CHOUJAA JRONDI (Morocco) welcomed the creation of the cluster, which would undoubtedly 
provide the information needed by health practitioners and decision-makers for their health policy 
decisions. It was essential for the cluster to provide substantial support to developing countries for the 
formulation of effective and efficient health policies founded on a sound factual basis. Most of the 
countries concerned were currently preparing or implementing reforms in their health systems. WHO 
should therefore promote the dissemination of information on the experiences of the various countries, 
including the results of studies and research on health systems in developing countries. 

Mrs WIGZELL (Sweden) reaffirmed the need for sharp analysis of evidence as a basis for both 
policy formulation and practical action. She therefore expressed appreciation of the objective of developing 
such analysis in cooperation with other actors, and through WHO's capacity-building work in Member 
States. In particular, she emphasized the importance of analysing inequalities, including gender 
inequalities. That very important aspect was not visible in the structure of the cluster, nor was information 
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provided on the resources allocated for gender mainstreaming, despite the importance accorded to this issue 
by the Director-General and the fact that it had already commenced in many WHO programmes. 
Experience from the implementation of gender mainstreaming clearly demonstrated the time and effort 
taken to raise awareness of gender issues and achieve acceptance, compliance and results. Successful 
gender mainstreaming required strong support from policy-makers, administrators and all the partners 
responsible for improving the health of the population, including health professionals and the appropriate 
nongovernmental organizations. Concrete goals formulated in a manner which made it possible to monitor 
and evaluate outcomes were essential. Her delegation therefore looked forward to a report on the progress 
achieved through the development of visible strategies and guidelines for gender mainstreaming in WHO's 
activities and budget. 

Mr HAJAR (Yemen) reaffirmed the vital importance of adopting wise health policy decisions. He 
proposed the provision of training on the compilation and analyses ofhealth information, which should be 
integrated into epidemiological training. It was very important to ensure the reliability of the information 
published in WHO documents. However, he warned that some very important data published by WHO 
for certain countries was incorrect. It was essential to be able to rely on the figures provided by countries 
and regional offices. 

Professor PICO (Argentina) expressed support for the major objectives of the cluster. He 
commended WHO on fulfilling one of its priority functions through technical cooperation and the 
dissemination of information to Member States, with the objective of improving their capacity for strategic 
planning and providing more and better-quality health coverage for their populations. Such activities 
should be channelled through the respective regional offices. He reaffirmed the fundamental importance 
of strengthening national capacities of countries to analyse information and use scientific data as a means 
of improving the accessibility, efficiency and quality of health care. The exchange of information and the 
availability of recent data would help decision-makers and planners to replicate successful initiatives in 
their own health systems, while preventing the repetition of errors. WHO, through its regional offices, 
would therefore be making a significant contribution at the country level to improving the quality of life 
of the population. 

Dr ABUDAJAJA (Libyan Arab Jamahirya) stated that the statistical tables annexed to The world 
health report 1999 were far from accurate. It had been the rule in WHO only to publish data provided by 
countries. However, information had been included which had been derived from UNDP, or calculated 
according to a formula which was not approved by most countries for maternal mortality. Furthermore, 
some data were very old. He therefore called upon WHO in future to ensure that the information provided 
was reliable. The issue had been raised in plenary by several Member States from the Eastern 
Mediterranean Region, reflecting the general view in that Region. 

Ms PAULINO (Philippines) commended the establishment of a cluster dedicated to the focused and 
systematic generation and analysis of information, not only for health policy, but also at a more practical 
level to support priority setting and the allocation of scarce and dwindling resources. She added that the 
Regional Office for the Western Pacific had already made progress in that direction through the publication 
in 1995 of a framework document entitled New horizons in health and the development of a companion 
set of indicators in consultation with Member States. There were good grounds for hoping that the work 
of the cluster would eventually minimize, if not eliminate, the wasteful use of resources in compiling 
unnecessary or irrelevant data. It would be instrumental in ensuring that reliable evidence and information 
reached the intended users and other interested parties in a timely manner and an understandable format. 

In view of the low levels of health expenditure in most developing countries, including her own 
country, the expected results of the cluster's work would go a long way towards the establishment of an 
information base, which would contribute to generating greater financing for health and better care from 
the available resources, which was fully in line with the stated objectives of the Director-General. 
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Dr WIBULPOLPRASERT (Thailand) expressed satisfaction at the creation of the cluster and the 
development of clear and rational programmes. However, he made two additional proposals. He called 
on WHO, as a world leader in the field of health, to communicate directly with the world public. WHO 
should prepare radio and television programmes of its own for international media, such as the BBC, CNN 
and Reuters, as well as the print media, as those were a very effective channel for the active dissemination 
of information. Where such programmes could be made interactive, with audience participation, they 
would further increase the profile of the Organization. That could not fail to have a positive impact on 
health development and civil support for health in Member States. While the publications and web page 
of WHO were good and should be maintained, they were not sufficient in themselves. 

He also noted that, at a time when many developing countries were faced by an economic crisis, 
conditions relating to the public sector, including health reform were often attached to international loans. 
While such conditions were sometimes reasonable, some of them were too radical, inappropriate to the 
national situation and liable to create social turmoil. The countries concerned were badly in need of 
technical support from WHO to counterbalance the major social implications of the measures sometimes 
proposed by financial institutions. What was needed was a hot line or emergency response team in WHO. 

Ms RAO (India) strongly endorsed the initiatives of the cluster and the proposal to promote applied 
research on the relationship between the economy and health. She re-emphasized the importance of 
referring in the objectives and expected results of the cluster to research on gender-related issues, poverty 
and vulnerable groups. The possibility of overlap between clusters would also need to be addressed. While 
her delegation did not oppose the proposed allocations for the cluster, she suggested that, if it were 
necessary to identify additional resources for tuberculosis or HIV I AIDS, the budget for the present cluster 
should be retained or marginally increased, while other resources could be diverted to the Stop Tuberculosis 
Initiative. 

Dr ANTEZANA ARANIBAR (Bolivia) re-emphasized the importance of the cluster, not only for 
health policy development, but also for decision-making and health measures. The countries which had 
the greatest need of data were precisely those with the lowest capacity to compile and analyse the necessary 
information, namely the least developed and poorest countries. He therefore endorsed the objectives of the 
cluster with regard to the strengthening of national capacities, not only to compile data, but also to analyse 
them in collaboration with WHO, with a view to the transfer to Member States of analytical capacities 
which would support the development of effective and efficient health policies based on essential 
information. He joined with previous speakers in reaffirming the importance of action to strengthen basic 
public health functions and fully endorsed the provision of support to developing countries, in accordance 
with the economic, social and cultural context of the countries concerned. 

Dr SHAO Ruitai (China), in welcoming the establishment of the cluster, noted that a database would 
be established which, by helping countries to compile and share information, would contribute to the 
improvement of health policies. He therefore hoped that close relations would be established with Member 
States as a means of providing timely information and strengthening the capacity of health officials to 
analyse health information for policy formulation. 

Mr BULANE (Lesotho) expressed support for the cluster. His country was currently undertaking 
health sector reforms and would particularly appreciate guidance on effective allocation of resources, 
especially on policies for strengthening district health care delivery. 

Professor GRANGAUD (Algeria) reiterated the need to avoid duplication of efforts; other 
international bodies also were involved in data-gathering. Were any efforts being made to coordinate with 
UNICEF's country survey to evaluate World Summit for Children indicators? It would be useful to have 
a procedure for the dissemination of programme-related information between countries, regions and 
headquarters, something which had often been lacking. 
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Mr GAL VIS RAMIREZ (Colombia) proposed that technical and academic sessions be included in 
future health assemblies so that delegates might acquaint themselves with issues at the forefront of research 
and subsequently put new knowledge and technologies into practice at country level. 

Professor LEOWSKI (Poland) requested further clarification on the assignment of responsibility for 
data-gathering between the different clusters, as one of the stated objectives of the Health systems and 
community health cluster was also to establish health information systems to facilitate planning at national 
level. There appeared to be a similar overlap in surveillance activities between communicable and 
noncommunicable diseases. No mention was made of positive long-term health indicators. 

Mrs T APAKOUDI (Cyprus) expressed support for the cluster. For the effectiveness and quality 
of health systems to be improved, evidence-based practice must be strengthened and research results made 
available to all. 

Dr ABEBE (Nigeria) remarked that information was the key to power. WHO was to be commended 
on its wide range of publications. However, if countries and programmes were to obtain maximum benefit, 
those publications must be more widely disseminated. 

Dr FRENK (Executive Director) thanked Member States for their support. Responding to the issues 
raised, he said that there was a work plan for several internal networks to link technical areas throughout 
the Organization, including regional offices, particularly with a view to generating and disseminating 
information across clusters. The three areas to be prioritized were: epidemiology; assessment of the 
effectiveness and cost of health interventions; and health systems. 

Responsibilities between clusters were clearly divided. The cluster on Evidence and information for 
policy focused on providing tools for health policy decision makers, whereas the Health systems and 
community health cluster concentrated on providing technical support to countries. Cooperation between 
the two clusters was vital; however the division of responsibilities ensured that the information database 
remained neutral, and that information-gathering was not confused with advocacy. His cluster was not 
involved in decision-making as such, but rather in making evidence available to decision makers, including 
both civil society and governments. 

As part of its mandate, Evidence and information for policy was also concerned with incorporating 
a gender perspective into the mainstream of WHO's work at all levels, inter alia by providing data, 
disaggregated by sex, on all epidemiological matters, on issues such as access to, use of, and quality of 
health services. The cluster also planned to address gender bias in disability and disease classification 
systems and to review health legislation to offer conclusions on gender-related matters. It would conduct 
a multicentre study on the incidence and prevalence of violence against women, with the cooperation of 
the Social change and mental health cluster. 

For the purpose of work on essential public health functions, the term "health system" was not 
limited to personal health services; it also covered all activities for promoting or restoring health. The aim 
was to collect evidence based on cost-effectiveness and social acceptability of interventions, broken down 
according to social group and environment. 

The cluster was also active in a number of forums for the coordination of information generation 
activities within the United Nations on health and development. 

Countries in the Eastern Mediterranean Region could be assured that the data provided in the annex 
to The world health report 1999 had been collated from a variety of sources including the United Nations 
Population Division. Member States should submit notifications of any errors in the data to allow for 
improvement of the document. 

Training and capacity-building at country level was an area requiring further strengthening in 
collaboration with General management; a series of workshops had been organized to that end. 

The cluster was also actively involved in the Director-General's initiative for further dialogue with 
the Bretton Woods institutions. 
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As the delegates of Nigeria and Thailand had pointed out, it was necessary to promote wider 
dissemination of WHO publications. The cluster was cooperating with the media to that end, helping, inter 
alia, to ensure that any statistical information was correct. 

Dr ALLEYNE (Regional Director for the Americas) added that it was to be hoped that the dearth 
of comments from Member States on Research policy and cooperation (budget heading 7.3) was not 
indicative of a lack of interest in so important an aspect of the cluster's work. The effort to strengthen 
countries' capacities to collect and collate information should engage all levels of the Organization at 
headquarters and in the regions. It was important, too, to initiate the collection of some data, however 
minimal, to serve as a basis for further improvement of the process. 

WHO should maintain its confidence in its own ability to gather data on health issues, and seek to 
strengthen it, without worrying too much about what its sister agencies were doing, taking heart from the 
successful production of data on basic health indicators from many countries. The Organization should 
continue to play its important role in statistic gathering within the United Nations system. 

As to the division of responsibilities between clusters, generally speaking, data on the health of 
populations would tend to be covered by the budget heading under discussion, whereas information on 
health systems would mainly be covered by the Health systems and community health cluster. 

No answer was possible to Poland's concern over the lack of positive health indicators. The issue 
had preoccupied the Organization for the past 50 years and would no doubt continue to do so well into the 
future. 

External relations and governing bodies (budget heading 8) (Resolution EB103.R7) 

The CHAIRMAN drew the Committee's attention to the draft resolution on reimbursement of travel 
expenses for attendance at regional committees contained in resolution EB I 03 .R 7. 

Dr SHIN OZAKI (Japan) expressed the hope that in mobilizing resources for the cluster, due account 
would be taken of country requirements and different financial years. 

Dr STAMPS (Zimbabwe), welcoming the strengthening of external relations and governing bodies, 
said it was high time that WHO reclaimed the vanguard on health. The Organization's abdication of its 
responsibilities to others had affected countries' capacities to finance health activities, resulting in an 
overwhelming tendency to seek "non-democratic" sources of funding for specific programmes. As a 
consequence, policies were increasingly driven by external agendas rather than by public health needs. As 
to the draft resolution, he saw no need to change the current system, which was operating smoothly. 

Ms WIJNROKS (Netherlands) said that external partnerships were to be welcomed. Had any 
guidelines been elaborated on collaboration with the private sector, particularly with regard to industry? 

Dr OMASWA (Uganda) commended the Director-General on her efforts to reassert WHO's 
leadership in health. In the not-so-distant past, other United Nations specialized organizations had 
regrettably assumed responsibility for implementing certain country programmes which clearly fell within 
WHO's remit. Intersectoral collaboration was to be welcomed, provided the Organization did not 
relinquish its turf to other agencies. 

Dr LARIVIERE (Canada) said that the new External relations and governing bodies cluster was to 
be welcomed for bringing a number of necessarily related functions together. Strengthening the offices 
responsible for liaison between WHO and other major multilateral and regional organizations should help 
the Organization to influence the development agenda for health and mobilize the technical support and 
resources it needed to implement its programmes. In recent years, every WHO programme had seemed to 
be trying to mobilize extrabudgetary resources on an individual basis, so that donor governments and 
agencies were talking to many WHO departments simultaneously. The new cluster appeared to present a 
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more coordinated approach to the mobilization of support from both multilateral and bilateral donors. It 
should reduce the time which individual programmes needed to spend raising extrabudgetary funds, and 
should make the Organization think harder about its strategy for presenting its priority programmes to 
potential supporters. His delegation welcomed the strategic direction adopted by the new cluster. 

Ms SILKA VUTH (Thailand) suggested that, within the current cluster, WHO should consider the 
development of innovative horizontal structures to replace or support the outdated vertical structures in the 
regions. In her own part of the world, the ten member states of the Association of South-East Asian 
Nations (ASEAN) and six countries of the Mekong basin were divided between two WHO regions, South
East Asia and the Western Pacific, which made it difficult for them to collaborate. There was a danger that 
countries in such a situation might abandon WHO and work together under other umbrella organizations. 
She therefore called upon WHO to give direct support to interregional health collaboration on a horizontal 
basis. To that end, more case studies in the various regions might be needed to determine, for example, 
how WHO could make real use of the recommendations of the Oslo Conference on Sustainable 
Development in 1988. She hoped that the new cluster would develop innovative activities and not merely 
stick to the old established routines. 

Dr DURHAM (New Zealand) said that she shared the views of the Netherlands delegation on the 
need for guidelines on the development of intensive and creative collaboration with the private sector. 
Such guidelines should be made available to Member States as well as a description of the key principles 
governing collaboration between WHO and the private sector, and the safeguards in place to prevent 
conflicts of interest or infringement of WHO's impartiality. 

Professor SITTHI-AMORN (International Medical Parliamentarians Organization), speaking at the 
invitation of the CHAIRMAN, said that his organization, founded in 1993, aimed to promote cooperation 
in international policy-making and parliamentary activities on issues of concern to world health and medical 
care. It aimed to promote the highest possible standards of ethics in medical and health care services, 
promote better global understanding of those services, study and improve the ecological environment 
through the promotion of stable and sound economic development and promote international exchanges 
of experience, information and opinion on medical matters. 

The Organization had held a number of regional and international meetings and seminars on health 
development themes to inform and motivate parliamentarians with a medical background. In 1998, it had 
published a global directory of parliamentarians with a medical or nursing background, which listed 879 
medical professionals, including a number at ministerial level. The Organization planned to mobilize 
medical parliamentarians and members of health committees in various parliaments to work actively for 
preventive health, both in parliament and in their own constituencies. He looked forward to continued 
growth in collaboration with WHO in the·future. 

Dr LY AGOUBI-OUAHCHI (Executive Director) responding to delegates' questions, said that, with 
regard to mobilization of resources, account had to be taken of the fact that the financial year differed from 
one country to another. The new biennial cycle for the mobilization of resources had made income 
planning simpler but it still had to take account of individual countries' fiscal policies. 

WHO guidelines on cooperation with the private sector were currently being finalized and would 
shortly be available to Member States. A committee on relations with the private sector had been set up, 
involving all clusters and the WHO legal service. In extending its partnership with the private sector, the 
Organization's main concern must always be to preserve its integrity and independence. It thus consistently 
refused to work with companies where an actual or potential conflict of interest might be involved. General 
principles governing the use of WHO's name and logo had been drawn up some years before and would 
be included in the guidelines. 

Because of the increasing importance of voluntary contributions, a resource mobilization strategy 
had been drawn up for submission to the Executive Board at its session immediately following the Health 
Assembly. The strategy was designed to improve coordination and reduce the expense and bureaucracy 
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involved in fund-raising - a concern mentioned by the delegate of Canada. In addition, it would improve 
priority setting and ensure any fund-raising activities. 

The delegates of Zimbabwe and Uganda had drawn attention to the need for WHO to maintain its 
leadership role in the international health field. The principal task of the External relations and governing 
bodies cluster was to establish and maintain partnerships and alliances with other key sectors, while 
reaffirming that leadership role, thus acting as a catalyst, ensuring a high profile for health issues in 
international development issues and programmes. 

WHO had sought to strengthen its cooperation with bilateral and multilateral agencies by enlarging 
its liaison offices in New York, Washington, Brussels and Addis Ababa and increasing its collaboration 
with the United Nations, the European Union, the Bretton Woods institutions and the Organization for 
African Unity. For the first time, the Director-General had had a working meeting with the Director
General ofthe International Monetary Fund, in the autumn of 1998. Another meeting had recently taken 
place between WHO, the World Bank and IMF officials in Geneva. A meeting had been held between 
WHO and UNFPA, and had led to agreement on coordination of work on reproductive and sexual health 
at country level. 

The Organization was committed to establishing the central role of health in development. A 
meeting recently held in London had brought together the officials responsible for external cooperation in 
the main donor countries and ministers of health from countries in a number of WHO regions with the aim 
of reaching consensus on the central role ofhealth in development, reporting on the progress of work to 
demonstrate the links between health and poverty and laying the foundation for closer cooperation between 
administrations responsible for development and WHO. 

The draft resolution was approved. 1 

General management (budget heading 9) 

Dr STAMPS (Zimbabwe) welcomed WHO's commitment to creating an integrated human resources 
policy, particularly since the changes so far appeared to have brought a distinct "whitening" among senior 
policy-makers at headquarters, who seemed increasingly dominated by an Aryan minority. 

He emphasized the need to integrate the human rights aspect of health into WHO's activities. The 
issue deserved consideration at a senior level, for example at Cabinet level through the General 
management cluster; it did not seem to have been dealt with in any of the other clusters. 

Savings made as a result of increases in efficiency in the General management cluster should be 
reallocated to country programmes, especially those for developing and for least developed countries, rather 
than to the technical clusters, as suggested, since the latter had not yet had a chance to prove their worth. 

Dr THORNE (United Kingdom of Great Britain and Northern Ireland) asked, in relation to an issue 
raised during the discussion on Health systems and community health, exactly how many full-time nurses 
and midwives were employed within WHO on issues related solely to their professional expertise. 

Mrs KERN (Executive Director) said that WHO was not directly concerned with actual nursing or 
health care delivery but focused on policy-making and standard-setting in the health field, where nursing 
issues formed a valuable component of its cross-cluster activities. Nine nurses were employed in the Health 
systems and community health cluster. Other nurses were employed in the General management cluster 
but there they worked for the Joint Medical Service, providing actual nursing care to WHO staff. However, 
those nurses and other staff members who had had nursing training, were often consulted on health policy 
or advisory issues, even where the topic was not specifically concerned with nursing. 

In response to the delegate of Zimbabwe's comments on efficiency savings, a total of some 
US$ 3 million had been allocated from headquarters to country level; what was more, approximately 70% 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA52.9. 
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of expenditure on major programmes took place at country level. For the first time ever, the percentage 
of the regular budget reaching countries had attained 40%, while for only the second time headquarters had 
been allocated a lower percentage than countries. 

She did not agree with the delegate of Zimbabwe that there had been a "whitening" of senior policy
makers at headquarters. A closer look at the Director-General's new Cabinet would show that it was fully 
representative of all WHO regions. 

In further response to the delegate of Zimbabwe, the issue of human rights was addressed most 
particularly in the Sustainable development and healthy environments cluster, but it was also a cross-cluster 
issue affecting all WHO activities and thus was part of the responsibilities of each cluster. 

Dr STAMPS (Zimbabwe) said that human rights, because of its universal importance, should surely 
be addressed first of all in the General management cluster, where general policy was developed. 

Mrs KERN (Executive Director) assured Dr Stamps that WHO did see human rights as a universal 
issue of concern to all parts of the Organization. The General management cluster, however, was not 
responsible for overall WHO policy; each cluster was responsible for its own policy-making. General 
management was more of a "housekeeping" department, responsible for personnel, financing, 
administration, computer services and other services. The particular emphasis given to human rights in the 
Sustainable development and healthy environments cluster was a recognition of its importance in the 
development of sustainable health policies. 

Director-General, Regional Directors and independent functions (budget heading 1 0) 

Mr RAHMAN (Bangladesh) said he would welcome more information on partnerships for health 
sector development, particularly in relation to its activities at country level. He wondered why that Cabinet 
project came under the Director-General's cluster rather than the Health systems and community health 
cluster. Furthermore, since the Director-General was expected to report on WHO's participation within 
the United Nations Development Assistance Framework in building partnerships with other 
intergovernmental organizations, he questioned the need for the project, fearing a duplication of effort. 

Mr AITKEN (Senior Policy Adviser) said it had been decided to place the project, which was, like 
all other Cabinet projects, cross-cluster in nature, in the Director-General's cluster since it dealt with both 
organizational and substantive issues. It would be largely funded by extrabudgetary resources. 

Dr JANOVSKY (Project Manager) said that leaflets containing additional information on the project 
were available to delegations for consultation. Basically, the project was about internal change in the 
Organization. It re-examined the way in which the clusters, country offices and regional offices worked 
together with countries and development partners. Its brief was to promote a holistic view of the health 
sector and the broader, political and economic context in which it operated. The project was, in addition, 
intended to act as a catalyst in cooperating with all clusters and regions in identifying areas where work 
needed to be done. 

She assured the delegate of Bangladesh that there would be no overlapping with the clusters, on the 
contrary, the purpose of the project was to ensure greater coordination in order to serve Member States 
better and cooperate better with development partners. The project would be run on a very small budget 
for a limited period of time. 

Mr RAHMAN (Bangladesh) enquired how the project would tie in with WHO's existing efforts to 
cooperate with the United Nations system and other intergovernmental organizations such as IMF and the 
World Bank. He expressed concern about the risk of partnerships emerging on two different fronts. 
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Mr AITKEN (Senior Policy Adviser) said that close working relationships had already been 
established with IMF and the World Bank in connection with the project. The project would help WHO 
focus its efforts more clearly when cooperating with such organizations. 

(For continuation, see summary record of the eighth meeting, section 3.) 

2. TECHNICAL AND HEALTH MATTERS: Item 13 ofthe Agenda 

Roll Back Malaria (Resolution EB 1 03 .R9; Document A52/6) 

Dr SANOU IRA (Representative of the Executive Board), reporting on the Board's discussion of 
the subject at its 1 03rd session in January 1999, traced the history of the Roll Back Malaria project since 
the launching of the initiative in May 1998. The project would be of worldwide scope, although the 
spearhead of the campaign would be Africa, which shouldered the heaviest burden of the disease. The aim 
was to halve the cases of malaria in the world by the year 2010 in the following ways: through joint action 
by an international partnership, working on the basis of agreed strategies; through community-based action 
against malaria, using reliable data and technical expertise; through high-level international and national 
commitment to strengthening the health sector, by adopting appropriate measures against malaria; and 
through encouraging strategic investment in the research and development of cost-effective new tools. 

The Executive Board had approved the innovative concept of the Roll Back Malaria project, 
welcoming in particular its ability to generate new working methods in WHO and to act as a development 
strategy for the health sector. It had called for the involvement of all malaria-endemic regions in the world 
in the project and urged that it should be carried out principally by the governments of those countries. The 
importance of avoiding a vertical approach specific to the disease had been stressed. She drew attention 
to the draft resolution recommended by the Executive Board in resolution EB103.R9. 

Dr THIERS (Belgium) expressed strong support for the Director-General's Roll Back Malaria 
project, albeit with a degree of scepticism given the fact that past projects had fallen short of their aims. 
It was essential to ensure that what was a time-limited project would lead to long-term activities by both 
WHO and the countries concerned to combat malaria. He very much wanted to believe in the new project 
for it embodied a radical departure, instituting a global and intersectoral approach at all levels. Moreover, 
in view of the similarity of its approach to that ofthe UNAIDS project, he would welcome cooperation 
between the two projects in the field at country level in combating both major diseases, despite the very 
different preventive measures required in each case. 

Belgium had considerable experience oftackling specific health problems by means of integrated 
and horizontal public-health approaches. An example was provided by the Institute of Tropical Medicine 
in Antwerp, which was currently involved in a number of projects to combat malaria in Burundi, Rwanda 
and VietNam. Belgium was willing to make all its relevant expertise fully available to WHO. 

Professor VIOLAKI-PARASKEVA (Greece) said that with between 300 and 500 million cases per 
year malaria represented an enormous disease burden, whose links with poverty and impact on economic 
issues could not be overlooked. The Roll Back Malaria project thus called for broad-ranging partnerships 
at country level. It should serve to enhance the capacity of the health sector in general, with special 
emphasis on human development. It should encourage the development of new methods for controlling 
vector transmission and not focus solely on antimalarial agents, since vector resistance was the main 
problem. Efforts to promote the development of malaria vaccine must also be continued. Stressing the 
importance of maintaining a multisectoral approach and a global geographic perspective for the project, 
she enquired as to its expected timeframe. 
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Mr LEHMANN (Germany) expressed his country's support for the Roll Back Malaria project and 
endorsed the draft resolution. Germany was already sponsoring a number of programmes for research and 
control of communicable diseases, including malaria, which laid a particular burden on developing 
countries. The increased occurrence of resistant pathogens underlined the need for action. 

Germany would continue to contribute towards the Roll Back Malaria project; the recent increase 
in the extrabudgetary resources it would provide for 1999 would directly benefit the project. However, 
Germany was not entirely satisfied with the current methods for reporting to donor countries on the 
utilization of project funds. In theory, a final report on the project should be submitted to each individual 
donor, but in practice, in the interests of economy, joint reports were prepared which failed to specifY how 
different donations were spent. On several occasions Germany had stipulated that its contributions should 
not be used to cover the costs of excessive business travel or attendance at conferences, but should be used 
to fund direct action in recipient countries. He hoped that the matter would be followed up and a better 
system of reporting to individual donor countries found in the future. 

Dr MAHJOUR (Morocco) endorsed the Roll Back Malaria project and the draft resolution. At a 
conference held the previous year in Tunisia, North African health ministers had concluded that it was 
possible to eradicate malaria in their countries and had pledged to do their utmost to achieve that end 
through, inter alia, the implementation of new and multisectoral projects. The goal was to eradicate the 
disease at source by targeting villages which were the most severely affected. 

Morocco had expressed its support for the project from its inception and would continue to 
encourage the Organization's efforts to meet its goals within the prescribed timeframe. 

Dr KEUSCH (United States of America) said that the morbidity and mortality caused by malaria 
resulted in much poverty and suffering. Public health leaders must therefore work together to mobilize 
resources. Furthermore, since the tools available for malaria control were not ideal, efforts to encourage 
new research and expand national commitment to malaria prevention must be sustained. Continuing 
controversy over the widespread use of DDT also meant that appropriate substitutes for vector control 
needed to be identified and evaluated. 

In connection with the Roll Back Malaria project, the United States had expanded its support for 
country-level efforts to prevent and control the disease, particularly in Africa and South-East Asia. The 
Roll Back Malaria project would complement and be complemented by current research and training under 
the Multilateral Initiative on Malaria, in which the United States was closely involved. The Multilateral 
Initiative on Malaria had already made significant progress in improving research facilities for African 
scientists, working in Africa and generally in fostering coordination in the malaria research community. 
He looked forward to continuing the momentum and cooperation with WHO in that effort. In addition, a 
number of United States Government agencies were undertaking increased research into the development 
of a malaria vaccine, understanding the mechanism of development of drug resistance and on vector 
control. 

There was a clear link between Roll Back Malaria and the request in resolution WHA50.13 to 
address the problem of persistent organic pollutants, including DDT. Those involved in the relevant 
negotiations under the auspices of UNEP sought assurances that all parties concerned were making an 
effort to phase out DDT without undermining the global effort against malaria. WHO's active leadership 
was crucial in ensuring a successful outcome on that score. He applauded the Organization's efforts to 
establish an action plan for helping countries to rely less on DDT. However, since the relevant negotiations 
were scheduled to conclude in the year 2000, he warned that the action plan would need to be considered 
by the Executive Board at its 1 05th session in January of that year. 

He enquired whether there were any plans for close cooperation between the cluster on 
Communicable diseases, responsible for malaria, and that on Sustainable development and healthy 
environments dealing with the promotion of chemical safety. Commending WHO's leadership, he 
expressed his country's willingness to cooperate in the global partnership for Roll Back Malaria. 
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Dr BERGEVIN (Canada) welcomed the fact that Roll Back Malaria had been made a Cabinet project 
and launched in cooperation with UNICEF, the World Bank and UNDP. Canada had always been a 
proponent of a new international effort to combat malaria, and had already pledged funds for the project. 
Canada's commitment would be long term, even if that meant several decades. It looked forward to 
enhanced cooperation on the issue with UNICEF, especially with regard to universal access to treated 
bednets for children and pregnant women as well as timely access to effective antimalarial drugs for 
children and prophylaxis in pregnancy. He expressed satisfaction at the progress made by the Roll Back 
Malaria project so far. 

The meeting rose at 12:30. 



SIXTH MEETING 

Friday, 21 May 1999, at 14:35 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

TECHNICAL AND HEALTH MATTERS: Item 13 of the Agenda (continued) 

Roll Back Malaria (Resolution EB103.R9; Document A52/6) (continued) 

Dr DURHAM (New Zealand) said that New Zealand supported the Roll Back Malaria project. 
However, it was essential that any pesticides provided to control the vector had properties consistent with 
those established for other international programmes, such as the prior informed consent procedure 
envisaged in the Rotterdam Convention and in the binding instrument under negotiation for the control of 
persistent organic pollutants, both of which had been launched under the aegis of the United Nations 
Environment Programme. 

In view of current negotiations for a global convention on persistent organic pollutants, the transition 
to the use of acceptable pesticides should be treated as a matter of urgency, as the delegate of the United 
States of America had pointed out. She endorsed, therefore, the initiative to assist countries in replacing 
organochlorine-based insecticides such as DDT: their use was no longer appropriate, even in public health
mandated programmes. 

Dr MAJOR! (Italy) lent his full support to the Roll Back Malaria project and endorsed the draft 
resolution contained within resolution EB 1 03.R9, welcoming the renewed determination in WHO to 
continue its action against malaria following the procedures provided by the Global Malaria Control 
programme. 

That action was also reflected in Italy's programme of multilateral and bilateral cooperation with 
sub-Saharan countries such as Burkina Paso, countries from the Hom of Africa, Madagascar and Tanzania. 
The Italian Government had already pledged financial support to the Roll Back Malaria project. The 
project had already been backed by both donor and malaria-endemic countries. However, success would 
depend on strong commitment, especially from the malaria-endemic countries, which should implement 
malaria control through health sector strengthening and reform. He sought assurance from WHO that no 
delay or conflict of interest would arise from implementation of malaria control at local level. The 
increased emphasis in the Roll Back Malaria project on training and capacity-building in order to ensure 
success in what would be a long-term endeavour was also appreciated. 

Dr SANGALA (Malawi) said that, until recently, malaria had accounted for the highest morbidity 
and mortality rates in sub-Saharan Africa, although it had currently been overtaken by HIV I AIDS. Malawi 
welcomed the Roll Back Malaria project and the accompanying draft resolution. A major challenge in 
developing countries was to make antimalarial drugs readily available. Although over 80% of Malawians 
were within eight kilometres of a health facility, that was too far for sick people to walk and many died as 
a result. The Government of Malawi had launched a health initiative to make four essential medicines 
(antimalarials, simple analgesics, antiworm tablets and oral rehydration salts) available through a health 
surveillance assistant within walking distance for all Malawians. Malawi appreciated the role of 
insecticides. It had launched the use of impregnated mosquito nets in several districts through 
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nongovernmental organizations and public health facilities. It was intended to make treated nets affordable 
throughout the country. 

Ms RAO (India) said that the annual incidence of malaria in India had been rising since 1994 and 
now stood at two million cases. Deaths had increased from 16% to 18% of cases over the previous two 
years. In India and in South-East Asia as a whole, malaria was localized in tribal areas and affected the 
poorest populations. All Member States of the South-East Asia Region therefore welcomed the Roll Back 
Malaria project. However, the project was designed to respond to the needs of African countries and would 
require adaptation to meet the different needs of South-East Asia where the situation in terms of population 
density, topology, socioeconomic conditions and the functioning of primary health care systems was 
different. Technical support from WHO was required for research and for finding alternative pesticides 
to DDT, which was currently being phased out. Malaria represented a heavy disease burden and a high 
priority public health problem for countries in Asia, which needed support from WHO to combat the 
disease. 

Dr SIL W AMBA (Zambia) welcomed the Roll Back Malaria project. He commended in particular 
its emphasis on partnerships and a united response to the problem. However, the possibility of involving 
neighbouring countries in joint malaria control activities should be further explored. The establishment 
of the WHO Roll Back Malaria team had been a positive step and the meetings it had held that year had 
proved productive. A number of donor countries had already come forward, but he called for further 
strengthening of the financial base in order to ensure the success of the project. 

Dr STAMPS (Zimbabwe) joined previous speakers in welcoming the Roll Back Malaria project. 
The use of DDT had been abandoned by Zimbabwe in 1990 because of concerns about the negative effect 
of its accumulation in the environment: it was believed that it had led to neuromyositis in the trunks of 
elephants and to fragile egg shells in fish eagles. He noted that strong support for the abandonment of DDT 
had come from the tobacco-farming industry. However, the cost of DDT was some 5% of the overall cost 
of a modem synthetic pyrethroid. The high cost of the alternative insecticide and the fact that more than 
one spraying programme had to be carried out in epidemic areas for effective vector control had meant that, 
even with a 1 0-fold budget allocation, the Government budget would only permit selective spraying. A 
number of areas which were not sprayed had led to outbreaks of malaria. As a consequence, it had been 
decided to reintroduce DDT spraying in some areas where little environmental hazard had been adduced. 
While endorsing the draft resolution, he considered that since Africa bore 90% of the disease burden and 
90% of deaths in respect of malaria, it would be appropriate to include in the preamble a reference to other 
recent initiatives such as the 1997 Harare Declaration on Malaria Prevention and Control and the 
subsequent African Initiative on Malaria. Although the Roll Back Malaria project appeared to be modelled 
on the UN AIDS experience, he hoped it would not follow the same unproductive route as UN AIDS, which 
managed to spend US$ 60 million annually but had yet to develop a strategic plan, and would instead make 
a real difference in a short span of time. 

Dr SHINOZAKI (Japan) said that WHO's emphasis on global partnership in promoting Roll Back 
Malaria was of great value. However, he was concerned whether there had been sufficient discussion and 
agreement on the overall plan including the setting of specific time frames. He requested that donor 
countries be kept informed on progress, for example by updating the overall plan with the implementation 
plans for each programme every six months. 

Through the Global Parasitic Diseases Control Initiative, known as the Hashimoto Initiative, Japan 
had sent coordinators to Kenya, Ghana and Thailand to support the establishment of research and training 
centres and had set up a coordinating body to plan activities for those centres. Japan hoped to share its 
experiences and strategies in parasitic disease control in close collaboration with WHO in order to promote 
South-South cooperation. He endorsed the draft resolution. 



COMMITTEE A: SIXTH MEETING 69 

Mr GUDMUNDSSON (Iceland) said that, although malaria was not endemic in Iceland, it was 
encountered not infrequently in tourists arriving from disease-endemic areas. The disease was, however, 
a major problem worldwide and, if global warming continued, malaria could spread. The Roll Back 
Malaria effort was therefore both timely and necessary and Iceland pledged its full support to the project. 

Mr RAHMAN (Bangladesh) welcomed the Roll Back Malaria project. While recognizing that 
Africa bore 85% of the disease burden, he drew attention to the many countries in South-East Asia affected 
by malaria. He urged that a disease control programme be pursued in that Region and that adequate 
funding be assured by WHO to enable successful action to be taken there. 

Dr MARQUES DE LIMA (Sao Tome and Principe) said that malaria was both the principal cause 
of morbidity and mortality and a decisive factor in poverty in Sao Tome and Principe. He therefore lent 
his full support to the Roll Back Malaria project and endorsed the draft resolution. 

Dr MONISSOV (Russian Federation) said that the Russian Federation shared the concerns of other 
countries in respect of malaria. The incidence of malaria in the Russian Federation was increasing at a rate 
of 20%-30% per year to a current annual incidence of 1100 cases. There had been local transmission of 
the disease in five regions. There was a need for a global effort to combat malaria in disease-endemic areas, 
with funding provided by developed countries. In approaching the problem, international cooperation 
should take into account two distinct aspects: chemical prophylaxis and new methods of vector control. 
WHO should seek to improve the tactics for malaria control in countries where malaria was re-emerging 
but morbidity was still at a fairly low level. The Roll Back Malaria project was timely and its collaborative 
approach was welcomed. The Russian Federation was prepared to cooperate actively in its implementation. 
However, the need to extend measures to disease-endemic countries in the European Region should not 
be forgotten. The Russian Federation was involved in providing training in malaria control for specialists 
from countries of the Commonwealth oflndependent States but such countries also needed WHO support 
as well as supplies of antimalarials. He endorsed the draft resolution. 

Dr SHONGWE (Swaziland) joined previous speakers in supporting the Roll Back Malaria project. 
In Swaziland, as in most countries in Africa, malaria was a major cause of morbidity and mortality. He 
therefore welcomed the high priority given to the subject and its increased budget allocation. He supported 
the building of partnerships under the leadership of WHO. However, he urged that malaria control should 
not be viewed solely as a vertical exercise but should be integrated with other primary health care 
programmes. The success of the Roll Back Malaria project would depend on a high degree of community 
participation. He fully endorsed the draft resolution. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that the United 
Kingdom was an enthusiastic supporter of the Roll Back Malaria project. Significant progress had been 
made in building consensus among partners and mapping out priority directions for development. He was 
pleased that the project had recently been extended to include those areas of the European Region where, 
as the delegate of the Russian Federation had noted, there had been an increase in the incidence of malaria. 
The United Kingdom looked forward to receiving a strategic plan for the Roll Back Malaria initiative and 
an update on the current financial position. 

The Government, the research community, the pharmaceutical industry and voluntary organizations 
in the United Kingdom were all prepared to participate in the project, to which the United Kingdom had 
pledged £ 60 million. He endorsed the draft resolution. 

Dr CHAN (China) said that malaria was a significant parasitic disease in China, with a great impact 
on people's health. She therefore agreed with the need to treat it as an important public health issue in 
order to alert all countries to the need for action and applauded the establishment of Roll Back Malaria as 
a Cabinet project. 
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Since malaria-endemic countries were generally developing countries, their experience would 
provide useful input to the renewed campaign for prevention and control. A report reviewing that 
experience would be appreciated. Since combating malaria was a difficult and long-term task, she would 
also appreciate a review and assessment of the technical measures proposed for implementation of the Roll 
Back Malaria project. China was willing to cooperate with WHO and developing countries in the 
introduction of more effective antimalarial drugs, such as artemisinin. 

Dr CHAROENSIRI (Thailand) said that Thailand strongly supported the Roll Back Malaria project. 
As pointed out by the delegates of India and Bangladesh, a complex pattern of malaria existed and was 
spreading through South-East Asia. WHO could help to combat malaria through existing networks such 
as the Asian Collaboration Training Network for Malaria (ACT MALARIA), which had been set up in 
1996. The training provided by that network would lead to more effective field work and better programme 
administration. He urged the project to support it. 

Mrs NJIE-SAIDY (Gambia), endorsing the draft resolution, said she shared the views expressed by 
previous speakers from the African Region. Malaria was a major cause of morbidity and mortality in 
Gambia, pregnant women and children being particularly vulnerable. The Medical Research Council of 
Great Britain had established research stations in Gambia and a great deal of research work had been done 
there in the field of malaria control. It was envisaged that Gambia, Guinea Bissau and Senegal would, later 
that year, launch a joint Roll Back Malaria programme together with other shared health programmes. It 
should be remembered that malaria was not only a health problem, but a disease requiring a multisectoral 
approach. Such an approach would allow a more efficient use of resources, both human and material, in 
the effort to overcome the disease. 

Dr W A SISTO (Indonesia) said that as a malaria-endemic country, Indonesia supported the new 
malaria control project, which gave emphasis to partnerships and community participation. Many countries 
had undertaken malaria control in the previous 50 years, yet the disease was still prevalent. The major 
difficulties encountered in combating malaria included poor basic health services, lack of personnel, 
shortages of supplies, lack of management capability and poor intersectoral collaboration, complicated by 
environmental change, population movements and drug resistance. International cooperation was therefore 
needed to solve the problem. 

He asked whether any estimate was available of the budget required to fund the next five years of 
the project. What kind of research support would the project receive and what would be its research 
priorities? What did WHO see as the major constraint in implementing the new policy? 

Dr CHERAGHCHI (Islamic Republic oflran) commended the Roll Back Malaria project. He urged, 
however, that time should be taken to learn more about past experiences with eradication in order to 
determine why they had failed. He believed that one of the reasons had been reliance on vertical 
programmes and pleaded that that error should not be repeated. Global partnership was a cornerstone of 
the new initiative, yet there was still concern regarding collaboration between clusters both at headquarters 
and in the regions. He advocated a change from a focus on individual disease control to an integrated 
approach. Since capacity building in human resource development was also crucial to the success of the 
project; regional collaboration was needed to establish and strengthen training centres. Control of malaria 
called for collaboration from all sectors and for appropriate and transparent strategies; approaches should 
be sought to fulfil that need. He endorsed the draft resolution. 

Dr ~AKMAK (Turkey) commended WHO for giving priority to the problem of malaria. The report 
set the appropriate strategies at global and country level, while the draft resolution defined the necessary 
steps to be taken by Member States and the Organization. In order to tackle the disease effectively, the full 
range of primary health care resources had to be engaged, rather than allocating limited resources through 
vertical programmes. Since the necessary reorganization of programme delivery would be no easy task, 
implementation of the new strategies would require technical support, continuous investment in training 
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and the establishment of new programme management capacity. His Government was committed to 
increasing the resources it allocated to combating malaria in Turkey in parallel with the WHO project. He 
endorsed the draft resolution. 

Dr VAN ETTEN (Netherlands) said that the Netherlands strongly supported the Roll Back Malaria 
project. He asked for information on the outcome of the regional and subregional meetings held thus far. 
He also would like to know what activities had been planned at country level and what funds had been 
allocated to the programme in addition to the contribution made by the Government of the Netherlands. 
He wondered to what extent the concept of a sector-wide approach was being implemented in the 
programme. 

Dr ALVIK (Norway) said that malaria was particularly hard on low-income countries, causing and 
being exacerbated by poverty. She commended the Roll Back Malaria project, whose broad horizontal 
approach, focused on poverty and giving emphasis to partnerships, was in keeping with the priorities of the 
Nordic countries. As it stressed country-level action, the project's success would depend on how well it 
was adapted to specific situations in each country. It had the ambitious goal of integrating malaria activities 
into the health sector as a horizontal programme forming part of health sector development at country level. 
The implications of such an approach would thus vary from country to country. Ifthe project succeeded 
in offering new perspectives in regard to financing mechanisms, human resource development, information 
systems and use of performance indicators, it would make a significant contribution to health sector 
development. Making progress at country level was even more important than promoting global 
partnership since Roll Back Malaria could only move forward when activities were implemented and 
strengthened in the countries concerned. 

Dr ISSAKA-TINORGAH (Ghana) commended the Roll Back Malaria project, which placed a major 
problem in Africa on the international agenda and gave it a high political profile at country level. That was 
already a major achievement. His country endorsed the approach based on institutional development but 
warned against the danger of the project developing into a vertical programme at the local level as a result 
of targeted resources, national and international pressures and strong association with country-level disease 
control experts. There was also the need for creative links with the private sector, especially for the purpose 
of making impregnated materials widely available. Another challenge was to develop methodologies for 
costing interventions concerning particular diseases in the context of an integrated approach to disease 
control. 

Dr FIKRI (United Arab Emirates) expressed his country's full support for the Roll Back Malaria 
project. As all were aware, malaria had a devastating impact, particularly on developing countries. In his 
country, the malaria situation had been brought under local control, with no cases in recent years, largely 
owing to much appreciated support from the Regional Office for the Eastern Mediterranean and other 
partners. He welcomed the Organization's renewed commitment to combat malaria. The United Arab 
Emirates was ready to share its accumulated experience in that area and endorsed the draft resolution. 

Ms W ANGMO (Bhutan) said that her country fully supported the Roll Back Malaria project. One 
of the main challenges facing Bhutan was the rapidly developing resistance of the pathogen to antimalarial 
drugs. Cases had been detected in areas where malaria had not existed previously, possibly in part as a 
result of climate change induced by global warming. While her country endorsed the draft resolution, it 
urged WHO to develop multisectoral approach strategies as well as new drugs and tools to give the 
population better access to effective action against malaria and so reduce the global burden of the disease 
in the years to come. 

Dr CHOI TAE SOP (Democratic People's Republic of Korea) said that his country supported the 
priority given to the Roll Back Malaria project since a great many people were suffering from the disease 
throughout the world. In his country, malaria had been eradicated in the early 1970s but had re-emerged 
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in recent years. In 1998, there had been over 2000 cases. The current malaria situation in his country had 
been assessed with the help of a WHO expert and a start had been made on implementing a preventive and 
therapeutic programme. One major problem had been the disruption of production of pharmaceuticals 
owing to a series of natural disasters. As a result, the antimalarial drugs offered by WHO had played an 
important role in fighting the disease. He was convinced that, by vigorous action, the disease would be 
successfully rolled back within a few years. 

Dr MANSOUR (Egypt) welcomed the Roll Back Malaria project and its proposed strategies and 
activities. Egypt had almost eradicated malaria but continued surveillance was necessary to prevent the 
disease being brought back into the country. It had taken steps to exchange experiences with other 
developing countries. In such work, WHO could play a major supporting role, especially as Egypt was 
having difficulty in obtaining the necessary funds and resources for such action, a fact which made 
collective efforts particularly important. 

Dr VARET (France) said that rolling back malaria was also a priority of the French Government, 
whose major projects in that area over the previous five years had mobilized expertise in both the South 
and the North to contend with the re-emergence of the disease. France's efforts were directed towards 
research into antimalarial resistance, study of the immune response to the plasmodium and development 
of vaccines, and the surveillance of epidemic outbreaks. On the operational side it had been concentrating 
on an integrated strategic approach, strengthening health systems so as to achieve early diagnosis and a 
rapid comprehensive treatment adapted to local conditions. The early detection and control of epidemics 
and the strengthening of local research potential made it possible to make regular assessment of the 
ecological, social and economic determinants of infected areas. As all such objectives were in keeping with 
the Roll Back Malaria project, France was happy to support it. That three-year commitment would be 
based on a concerted strategy prepared in cooperation with the governments and communities concerned 
but also with other donors, giving preference to South-South initiatives. Continuing dialogue between the 
various partners, an effective exchange of information and transparent procedures would contribute to the 
success of the undertaking. France would therefore back the project by contributing 10 million French 
francs and its network of expertise. She endorsed the draft resolution. 

Mr AL-KHANJI (Oman), welcoming the Roll Back Malaria project, expressed his conviction that 
malaria could be eradicated if concerted efforts were made by the countries most affected, thereby 
benefiting all countries of the world. However, those countries would require support in those efforts. 
Oman had managed to achieve a very substantial reduction in malaria incidence, most cases now occurring 
being imported from other countries. 

Mr MANGUEL (Mozambique) said that the Roll Back Malaria project had already achieved 
considerable success within the communicable disease programme in Mozambique, where malaria was a 
leading cause of death. Poverty and limited human and financial resources to combat malaria were major 
problems which called for cost-effective solutions. He thus advocated an integrated approach with high 
community involvement and intersectoral coordination, including the private sector, rather than an 
approach based on vertical programmes. There was no single overall way of controlling malaria, solutions 
must be adapted to specific conditions and involve broad community participation. Mozambique was 
committed to overcoming the major public health problem posed by malaria and endorsed the draft 
resolution. 

Dr OPIMBA T (Congo) welcomed the Roll Back Malaria project, in particular its global dimension 
which went beyond sectoral activities. A multisectoral approach was essential, particularly in matters of 
sanitation in the urban and rural environment, which went beyond the health sector alone. 

Professor PICO (Argentina), emphasized that malaria was a medicosocial problem which called for 
participation from all sectors at international, regional and subregional level, in order to ensure effective 
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action was taken against the vector. Argentina had a national surveillance programme involving both 
laboratory and field work, based on participation by communities and provincial governments. Good 
results had been achieved in the last few years, particularly through coordination with neighbouring 
countries. Communicable disease control programmes were priorities in national policy. He therefore 
endorsed the draft resolution. 

Dr COST A E SILVA (Brazil), welcoming the priority being given to combating malaria, said that 
her country was also committed to rolling back the disease, mainly in the Amazon region where there had 
been over 400 000 confirmed cases in 1997. Although a significant decrease in morbidity and mortality 
had been achieved over the past decade, due largely to the reduction of severe cases related to falciparum 
malaria, figures continued to be high and called for greater efforts by the national malaria control 
programmes, for which a partnership with WHO in the Roll Back Malaria project was highly desirable. 
It was also important to integrate the project with other action relating to communicable disease control. 
Brazil was ready to share its technical expertise and participate in action to accelerate the development of 
effective new malaria treatments by offering its health institutions - mainly the National Health 
Foundation- to work with others in a global network to address the scientific challenges of malaria. 

Dr MUGABO (Rwanda) welcomed in particular Rwanda's partnership with WHO, UNICEF and 
Belgium in the Roll Back Malaria project. Although insecticide-treated mosquito nets were used in 
Rwanda, a major problem remained unsolved as such nets were inaccessible to most of the population. 
Steps needed to be taken to ensure that prices were affordable, through such measures as hire purchase, 
which would require operating funds and might be supported by subsidies from local authorities or seeking 
reduced prices from manufacturers. The priority being given to the project was gratifying since it was of 
major importance for the whole of sub-Saharan Africa. 

Dr UGWUEGEDE (Nigeria), welcoming the project which gave new life to the African Initiative 
on Malaria, said that the efforts to deal with the enormous burden of the disease in Nigeria focused on 
prompt diagnosis and management of severe malaria, environmental measures, and the use of insecticide
treated bednets, a project implemented with support from UNICEF. It was intended to establish social 
marketing strategies to introduce the use of treated nets into all homes, hospitals, schools, etc. However, 
in view of the constraints imposed by lack of affordability of such nets and lack of ease in re-treating them, 
she asked WHO to look into the possibility of providing locally produced, low-cost bednets. Studies were 
also needed to determine the acceptability of those nets and their role in the reduction of malaria 
prevalence. She reiterated the request made at a recent consensus meeting on the project for WHO to 
explore the possibility of providing free antimalarial drugs to under-five year-olds and to pregnant women, 
especially in the post-war areas of the Region, taking into account the heavy debt burden of the countries 
involved and the inability of the population to afford antimalarial drugs. She endorsed the draft resolution. 

Mr MASHAKO (Democratic Republic of the Congo) said that malaria was the leading cause of 
morbidity and mortality in the African Region. He supported the proposal for subregional coordination to 
ensure epidemiological surveillance, including improved mapping of the spread of drug resistance. In 
devising unified strategies it was nevertheless important to take the specific characteristics of certain 
countries in the Region into account. For example, the pattern of malaria in the east ofhis country was 
closer to that found in the countries of east Africa whereas in the west it was closer to that found in central 
and southern Africa. Furthermore, the conflicts devastating a number of countries in Africa precluded 
malaria control activities in large areas of the Region, while the spread of drug resistance further aggravated 
the problem. The movement of refugee populations into the east of his country had changed the pattern 
of malaria and drug resistance in the areas sheltering them. It was to be hoped that WHO and its partners 
would support countries facing malaria problems made worse by situations of conflict. 

Dr PRADO ROCHA (Nicaragua), commending the Roll Back Malaria project, spoke in favour of 
the use of more persistent insecticides that were non-toxic for human beings and preferably biological, and 
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the use of insecticide-treated bednets, as effective means of reducing the vector population. Global 
warming and international travel also made malaria a concern for developed countries. Technologies for 
biological control and research needed to be made available to least developed and developing countries 
and those countries with high endemicity should be helped to combat the disease more effectively. 

Dr GONZALEZ FERNANDEZ (Cuba) said that the fact that 40% of the world population lived in 
malaria-endemic areas (with between 30 and 500 million cases and between 1.5 and 2.7 million deaths per 
year) justified WHO's emphasis on Roll Back Malaria. Cuba had been free of malaria since 1967, but 
continued an active malaria surveillance programme to prevent reintroduction of the disease. In addition 
to treatment and prevention, attention needed to be focused on research to find sustainable strategies to 
combat the disease. He asked what efforts were currently under way to promote sustainable action against 
malaria. 

Dr CHIESA (Uruguay) said that Uruguay was free of malaria because the vector was not found there. 
Problems did arise on account of sporadic imported cases - people who had contracted the disease abroad. 
The public health service therefore made preventive measures and information available to travellers to 
prevent infection as a result of travel to areas at risk outside the country. He endorsed the draft resolution. 

Ms NEWSOME (Global Health Council), speaking at the invitation of the CHAIRMAN, said that 
physicians and health professionals in the organizations represented on the Council were deeply concerned 
about improving malaria control, particularly in sub-Saharan Africa. Malaria was both an effect of, and 
a contributor to, extreme poverty, costing an estimated two million million US dollars directly and 
indirectly to struggling economies. The most successful disease control programmes had proved to be those 
integrated with public health programmes, which in the case of malaria meant early detection and treatment 
of the disease, community involvement in disease surveillance, elimination of vector habitat and breeding 
sites and vector control. In the past, DDT had been the primary pesticide in malaria vector control but it 
had proved to have adverse effects on human health and well-being. Contamination from DDT and its 
metabolite DDE, revealed in breast milk samples, created a hazard for the developing fetus and nursing 
infants. Recent studies had shown reduced lactation by mothers carrying a high level of DDT, further 
endangering the health of offspring. Other means of vector control were however available. Synthetic 
pyrethroids and impregnated bednets had reduced mortality and morbidity in many malaria-endemic areas 
including parts of Thailand, China and Africa. Ongoing intergovernmental negotiations should, by the end 
of2000, lead to an international, legally binding convention to reduce the use of, and eventually phase out, 
12 persistent organic pollutants including DDT, with a view to supporting countries in their transition from 
reliance on pesticides to an integrated vector management approach, phasing out the use of DDT. Mexico, 
Brazil, and other countries were models for such phase-out programmes. The conference on persistent 
organic pollutants offered an opportunity to focus more attention and bring more funding to the Roll Back 
Malaria partnership and so help to control malaria, phase out hazardous DDT and seek alternatives to that 
product. 

Mr CURTIS (International Union for Conservation of Nature and Natural Resources), speaking at 
the invitation of the CHAIRMAN, said that the Union had official relations with WHO which concerned 
the protection of biodiversity, especially in wet lands, and concomitant promotion of the health of 
communities in or near such ecosystems. A major concern was the considerable impact the use of DDT 
for disease control had on biodiversity. He recalled resolution WHA50.13 which urged Member States to 
reduce reliance on insecticides for control of vector-borne diseases and ensure that the use of DDT was 
restricted to public health programmes adopting an integrated approach. A UNEP-sponsored 
Intergovernmental Negotiating Committee on Persistent Organic Pollutants was working to prepare a global 
treaty covering such pollutants. WHO was planning to support Member States in their efforts to reduce 
reliance on DDT for public health purposes. DDT was a hazard not only to biodiversity but also to human 
health. Elevated concentrations of DOE, a product of DDT, had been associated with reduced lactation 
by mothers, depriving children of a vital source of fluids, nutrition and disease resistance. It was essential 
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to succeed in eliminating the chronic risks posed by DDT while at the same time stepping up malaria 
control efforts. The global treaty negotiations on persistent organic pollutants provided an excellent 
opportunity to integrate efforts with the Roll Back Malaria project, through a combination of research, 
donor mobilization and systematic progress reviews. Two of the countries still producing DDT- Mexico 
and India- had embarked, with donor support, on ambitious programmes to reduce their use of the product, 
which might serve as models for other countries. It was also important to develop affordable and effective 
alternatives to DDT, to enable both human welfare and the well-being of the natural world to be improved. 
The organizations represented by the Union saw the Roll Back Malaria project as an important opportunity 
to strengthen their collaboration with WHO in order to achieve the shared goals of sustainability and public 
health. 

Dr NABARRO (Project Manager), replying to comments made during the debate, welcomed the 
many suggestions on ways in which WHO could support the wider partnership to roll back malaria, which 
involved many organizations- the World Bank, UNICEF, UNDP, many other development agencies, 
nongovernmental organizations, research groups, private sector organizations, foundations and the media. 
It was a strong partnership without any rigid structure. Although it was global, its manifestations varied 
from country to country since ultimately the countries were in charge. They determined how action would 
be implemented, since the response would have to reflect the local situation. Patterns of malaria differed 
from one country to another and even within countries, making it impossible to have a single package of 
strategies which would be applicable to all. Strategies must relate to the specific circumstances of each 
country. Furthermore, different strategies were needed for the eradication of malaria, protection against 
resurgence of malaria, prediction of and response to malaria epidemics, or reduction of the burden in areas 
of continuous malaria transmission. In addition, it was important for Roll Back Malaria to build upon past 
successes in determining future action, although return to a pattern of vertical programmes should be 
avoided since over-tight earmarking of personnel, property, and funds for a single activity such as malaria 
control could be prejudicial to overall efforts to develop the health systems. The debate had reflected a 
determination that the future of malaria control would not lie in highly earmarked vertical programmes. 
It would require the development of new ways of thinking and working, particularly in the context of health 
sector development programmes involving a range of other major diseases. Malaria could not be rolled 
back without a social movement involving the whole of society beyond the periphery of the public health 
service. Many Member States had clearly decided to catalyse intensified community-level action. If 
countries were to be in charge of rolling back malaria, there would have to be special arrangements for 
monitoring progress. It was therefore important to build capacity at regional level for supporting countries 
in designing, implementing and monitoring their work. 

Some speakers had inquired about cross-cluster coordination. He assured them that the project 
enjoyed firm collaboration from all clusters, for example on medicines for malaria from the Health 
technology and pharmaceuticals cluster, on integrated management of childhood illness and reproductive 
health work from the Health systems and community health cluster and on avoidance of the danger of 
persistent pollutants from the Sustainable development and healthy environments cluster. 

The problem of persistent pollutants such as DDT must be taken seriously. WHO's status at the 
intergovernmental negotiations on a convention concerning persistent organic pollutants was that of an 
observer only. It had therefore focused its efforts on helping ministries of health to ensure that malaria 
featured in national debates on those pollutants and that concerns such as that of the cost-effectiveness of 
different approaches to vector control were properly expressed at the intergovernmental negotiations. The 
Expert Committee on Malaria, at a meeting in October 1998, had formulated what could be viewed as 
WHO's current position, namely that restrictions on DDT for public health use contained in a future such 
convention should be accompanied by technical and financial mechanisms that ensured the maintenance 
of effective malaria control, at least at the same level, through vector control methods that depended less 
on pesticides in general and on DDT in particular. In that connection, he commended the work oflndian 
scientists on biological and other means of control of malaria vectors. 

An inter-cluster working group bringing together staff from the Communicable diseases, Sustainable 
development and healthy environments and External relations and governing bodies clusters had prepared 
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an issues framework, in consultation with the regional offices, to develop a WHO action plan, which would 
be completed in June 1999. Ifthe request by the United States of America for a progress report on the 
matter was approved by the Executive Board at its forthcoming session, a report could be submitted to the 
Board at its 1 05th session in January 2000. The plan, which was being prepared in response to resolution 
WHA50.13, would include an assessment of requisite action by Member States and in-depth studies, in 
conjunction with environmental protection agencies in Member States, on how the transition could best be 
implemented. 

He recognized the vital importance of subregional malaria initiatives, a number of examples of which 
were already under way, because the vector was no respecter of country borders. 

In view of the fact that malaria was an actively evolving and changing problem, the Organization was 
deeply involved in developing and sustaining major research efforts directed to rolling back malaria, for 
example through the Special Programme for Research and Training in Tropical Diseases and activities 
under the Communicable diseases cluster and the child health and reproductive health components of the 
Health systems and community health cluster. Short-term priorities included operational research to 
improve existing tools and programmes, and the search for better drugs and drug regimes, such as drug 
combinations. New tools would have to be developed, for example ways of providing effective drugs to 
children in the home. Medium-term research priorities included the development of new drugs. The 
Medicines for Malaria Venture referred to in paragraph 21 of the report was being developed with the 
private sector and there were some leads for the development of new drugs from natural products and 
plants. Better and safer insecticides and simpler diagnostic tools for malaria were also necessary. A long
term project was the development of a safe and reliable vaccine. The entire research effort would have to 
be associated with capacity-building in malaria-endemic countries. A number of initiatives in that area 
were being supported by Member States from outside the malaria-affected parts of the world. 

An additional US$ 200 million per year at least would be required over the next 1 0 years to finance 
Roll Back Malaria. He welcomed the pledges announced by certain Member States. The United States 
had committed over US$ 85 million in 1998 for malaria research and control. The United Kingdom of 
Great Britain and Northern Ireland had just pledged US$ 90 million of additional funding for intensive 
long-term action to roll back malaria. Canada, Italy and France had also pledged support. There had been 
a significant inflow of funds into WHO for the preparatory phase of the project: about US$ 8 million, of 
which US$ 3 million represented reallocated regular budget funds and the remainder sizeable contributions 
from, inter alia, the Netherlands, Norway, Sweden, the United Kingdom, the World Bank and the 
Rockefeller Foundation. Additional funding would be coming from other sources over the next few years. 
However, substantial longer-term contributions would be needed for successful implementation of the 
project. 

Inception meetings on Roll Back Malaria had brought together 48 countries in Africa, six in the 
Mekong region and six in South Asia. Nine African countries had submitted statements of intent. In the 
Mekong subregion, WHO and UNICEF were forging a close alliance. All in all, a very exciting global 
public health movement could be expected in the coming months. The launching of broad-based social 
movements for more intensive work on malaria at country level would require advocacy and resources, for 
example to ensure access to bednets and insecticides at affordable prices. Continued political support 
would also be necessary. Peace was, of course, a basic prerequisite for all public health efforts, as malaria 
flourished in public health emergencies. 

Country offices would play the leading role in WHO action, with strong support from the regional 
offices. He undertook to prepare twice-yearly reports describing progress and achievements. 

Dr SANOU IRA (representative of the Executive Board) said that the Executive Board, at its retreat 
in October 1998 and its 103rd session in January 1999, had found the Cabinet's Roll Back Malaria project 
highly relevant and had welcomed the innovative approaches adopted. Welcoming the interest shown in 
the project and the support expressed for the draft resolution by speakers in the debate that had just taken 
place, she expressed the hope that the ideas advanced would be translated into effective action on the 
ground. 
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Dr SAMBA (Regional Director for Africa) welcomed the large number of consultations on Roll 
Back Malaria that had been held with the regions. 

In Africa, the commitment of the authorities in malaria-endemic countries had already been 
discernible in early 1995, when they had called for an African initiative. The Regional Office had 
consulted a wide range of experts who had declared the idea feasible. In 1996, African Ministers ofHealth 
had urged WHO to reactivate and support more intensive malaria control. The Regional Committee for 
Africa had subsequently adopted resolutions which had prompted the Organization of African Unity to pass 
a resolution in 1997 in support of action against malaria. The result was the African Initiative on Malaria 
which had subsequently been incorporated in the Roll Back Malaria project. He agreed that malaria control 
must be a universal effort, otherwise a recrudescence was to be feared. He therefore urged all Member 
States to support the draft resolution. 

The draft resolution was approved.1 

Smallpox eradication: destruction of variola virus stocks (Document A52/5)2 

The DIRECTOR-GENERAL said that the divided opinions at the January 1999 meeting ofthe ad 
hoc Committee on Orthopox Virus Infections and within the scientific and public health communities 
showed that the fate ofthe remaining stocks of smallpox virus was still controversial. The issue was highly 
complex. The draft resolution proposed by a number of delegations strongly reaffirmed the common goal 
of final elimination of all variola virus stocks. She hoped that that goal, which was in keeping with the 
decisions made at previous Health Assemblies, would be fully reflected in the discussion and that a 
consensus would be reached as to the best course of action. Should the group of experts proposed by the 
draft resolution recommend further scientific studies, she promised that WHO would take the necessary 
steps to coordinate such work so that a date could be agreed as soon as possible for the final destruction 
of smallpox virus stocks. 

Dr ZOBRIST (Switzerland), speaking as chairman of the drafting group, introduced a draft 
resolution proposed by Andorra, Argentina, Australia, Austria, Belarus, Belgium, Denmark, Finland, 
France, Germany, Greece, Hungary, Italy, Kazakhstan, Kyrgyzstan, Lithuania, Luxembourg, Netherlands, 
Norway, Peru, Poland, Republic of Korea, Russian Federation, Sweden, Switzerland, Turkey, Ukraine, 
United Kingdom of Great Britain and Northern In:laJ1d, a11d United States of America, which read as 
follows: 

The Fifty-second World Health Assembly, 
Recalling that resolution WHA49 .1 0 recommended that the remaining stocks of variola virus 

should be destroyed on 30 June 1999 after a final decision had been taken by the Health Assembly; 
Having considered the report ofthe Secretariat on destruction of the variola virus stocks, as 

well as the report of the January 1999 meeting of the WHO ad hoc Committee on Orthopox Virus 
Infections; 

Affirming that the final elimination of all variola virus remains the goal of the World Health 
Organization and all Member States; 

Noting that recent scientific reviews of the smallpox issue have presented arguments that 
retention of the variola virus stocks for the present would permit research for public health purposes, 
including the development of antiviral agents as well as an improved and safer vaccine; 

Having noted a lack of consensus among Member States as to whether the Assembly should 
proceed to authorize destruction of the variola virus stocks on 30 June 1999, as proposed by the 
Assembly in 1996, 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA52.11. 

2 Document WHA52/1999/REC/l, Annex 2. 
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1. STRONGLY REAFFIRMS the decision of previous Assemblies that the remaining stocks of 
variola virus should be destroyed; 

2. DECIDES to authorize continued retention ofthe existing stocks of variola virus at the current 
locations - the Centers for Disease Control and Prevention, Atlanta, Georgia, United States of 
America, and the Russian State Centre for Research on Virology and Biotechnology, Koltsovo, 
Novosibirsk Region, Russian Federation - for the purpose of further international research into 
antiviral agents and improved vaccines, and to permit high-priority investigations of the genetic 
structure and pathogenesis of smallpox; 

3. FURTHER DECIDES that any such research shall be funded by Member States or by other 
national or international bodies and shall be conducted in an open and transparent manner only with 
the agreement and under the control of WHO; 

4. REQUESTS the Director-General: 
(1) to appoint a new group of experts which will establish what research, if any, must be 
carried out in order to reach global agreement to destroy existing variola virus stocks, and 
will: 

(a) advise WHO on all actions to be taken with respect to variola; 
(b) develop a research plan for priority work on the variola virus; 
(c) devise a mechanism for reporting of research results to the world health 
community; 
(d) outline an inspection schedtlle to confirm the strict containment of existing 
stocks and to assure a safe and secure research environment for work on the variola 
virus, and make recommendations on these points; 

(2) to facilitate the full participation in the work of the new group of experts of a limited 
number of scientists and public health experts from Member States of each of the WHO 
regions; 
(3) to report the initial recommendations and plans of the group of experts, including 
relevant costs for WHO, to the Executive Board at its 1 06th session in May 2000, providing 
that external funding has been made available for this purpose; 
(4) to present a detailed report, including progress of the research programme on the 
smallpox virus, to the Executive Board and Health Assembly as soon as possible, but in any 
event not later than 2002, and to make recommendations to the Executive Board and Health 
Assembly regarding their proposals for the date of final destruction of the remaining stocks 
ofvariola virus. 

She said that the objective ofthe moratorium decided upon in resolution WHA49.10 had been to 
build a consensus on all aspects related to the destruction of existing variola virus stocks. But clearly no 
such consensus had yet been achieved. Recent scientific evidence had suggested that it would be more 
beneficial to keep the stocks for a while than to destroy them immediately. It was a very complex issue in 
which, as the Director-General had said, a consensus was needed. Disagreement would merely reduce 
WHO's influence in the matter, and all governments should be involved. 

The draft resolution before the Committee was the product of several meetings of an informal group 
of countries and of direct discussions between numerous delegations. It made every effort to address the 
concerns voiced. The main points were, first, that a group of experts, drawn from all WHO regions, would 
be set up to collect all relevant information so that it could draw up a plan for variola virus research that 
would benefit public health and so justify the continued retention of stocks. No such comprehensive 
overview had been undertaken before. The purpose of the research would be to build a consensus on a date 
for the final destruction of the stocks. Secondly, if any such research was carried out, it must be open, 
transparent, and fully supervised by WHO, but it should be funded by Member States and not from the 
WHO budget. 
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Dr SHIN OZAKI (Japan) said that the Japanese Government supported resolution WHA49.1 0 
recommending the destruction of variola virus stocks by 30 June 1999. Since, however, certain countries 
had expressed their preference to postpone destruction, his Government had reviewed the situation. It still 
believed that the stocks should be destroyed as soon as possible, but recognized the sensitivity of the issue 
and the need for global consensus before action was taken. Japan had been fully involved in the 
discussions of the informal group, which had reached a consensus expressed in the draft resolution. 
However, for the sake of accuracy, his country proposed a minor amendment to the second line of 
paragraph 4(1) by which the words "agreement to destroy" would be replaced by "consensus on the timing 
for the destruction of'. 

Although the draft resolution did not entirely reflect his country's position, it was acceptable and 
represented the best compromise at the present stage. He hoped that other Member States would join the 
consensus. 

Mr CHA TURVEDI (India) said that his delegation had consistently supported resolution WHA49.1 0 
recommending the destruction of variola virus stocks in 1999. That was still his country's position and was 
shared by most delegations. He had taken note of the arguments presented in favour of the retention of 
stocks for public health research purposes, but they did not justify indefinite retention. The goal remained 
the destruction of all stocks by a specific date. If it were decided that stocks should be temporarily retained 
for destruction by a certain date, India considered it important that such stocks be under the direct control 
of WHO, which must also be responsible for the conduct of any research. Moreover, irrespective of how 
it was funded, such research must be open and transparent, with the full involvement of WHO. 

The proposed draft resolution therefore caused some concern. He appreciated that the first paragraph 
of the proposed draft resolution reaffirmed the position taken by previous World Health Assemblies that 
the remaining stocks of variola virus should be destroyed. But that statement had been undermined- or 
even contradicted - by the proposal to retain existing stocks for an indeterminate future. The new group 
of experts to be established by the draft resolution would only make certain recommendations to the Health 
Assembly in 2002, leaving the question of destruction of stocks open-ended. India could not agree to the 
overturning of decisions made by the Health Assembly in recent years. Indeed, the wide support for those 
earlier decisions regarding the destruction of variola virus stocks was reflected in operative paragraph 1 of 
the draft resolution. To maintain the consensus, a practical solution was necessary. Though India would 
strongly prefer destruction as earlier envisaged, it was prepared to consider amendments to the effect that 
retention of the stocks would not be indefinite but would remain subject to annual review by the World 
Health Assembly. 

India therefore proposed an amendment to the first line of paragraph 2, to read as follows: "Decides 
to authorize temporary retention up to not later than 2002 and subject to annual review by the World Health 
Assembly of the existing stocks of variola virus at the current locations", with the rest of the paragraph 
unchanged. Such an amendment would provide clarity and consistency while meeting the concerns and 
objectives of the cosponsors of the draft resolution. He hoped that it would be accepted. 

Dr BOUFFORD (United States of America) said that the eradication of smallpox was one of the 
great success stories of the world, not only for WHO but also for the entire global health community. The 
question now was whether the acknowledged remaining stocks of the smallpox virus should be destroyed 
or retained, a question on which there was a continuing difference of opinion. Even WHO's ad hoc 
Committee on Orthopox Virus Infections had been divided and at its most recent meeting, in January 1999, 
had recommended destruction of the virus, but only by a five to four majority- a majority that had been 
much larger at an earlier meeting. 

As the discussions at the present Health Assembly had also brought to light considerable differences 
of opinion among Member States, she felt it unwise to proceed with destruction. Her country shared the 
view of many other delegations that there were significant short-term advantages in retaining the virus. For 
instance, should smallpox ever recur, the world would be ill-prepared to cope with an outbreak; the current 
vaccine might be ineffective and unsafe for people who were immune-deficient, such as those with 
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HIV I AIDS; and at present there was no antiviral agent that could be used to treat an outbreak of the 
disease. Research might meet all those needs. 

While first and foremost reaffirming the Health Assembly's desire for final destruction of all 
smallpox virus stocks, the draft resolution authorized retention for the conduct of further research under 
the strict oversight of WHO. An international expert group would ensure that the work was transparent, 
thatthe virus was kept secure, and that the results were available to all countries. The initial report of that 
group would be presented at the next Health Assembly. Once more was known about the possible benefit 
of such research, consensus could be reached on an absolute date for destruction, based on the 
recommendations of the expert group. Her delegation believed that funding should come from external 
sources, so as not to drain money from other important programmes. She strongly urged all Member States 
to join a consensus in support of the resolution. 

Mr GUDMUNDSSON (Iceland) supported the proposal that WHO should authorize continued 
retention of existing virus stocks until a group of experts had determined what research, if any, was needed 
prior to a decision to destroy the remaining stocks. His delegation acknowledged that global consensus was 
necessary and that more data might be needed, but noted that the ad hoc committee had agreed that stocks 
of archival cloned DNA should be retained. He supported the proposed draft resolution, on the 
understanding that, if no further data were required or forthcoming, WHO would go ahead and recommend 
destruction. 

Mr VOIGTLANDER (Germany), speaking on behalf of the European Union, expressed full support 
for the draft resolution. The eradication of smallpox represented a milestone in efforts to reduce the global 
burden of communicable diseases. Destruction of the remaining stocks of variola virus would be a final 
step in implementing the recommendations on post-eradication policy endorsed by the Health Assembly. 
The consensus reflected the strong commitment of the European Union to destruction of those stocks once 
there was agreement that the necessary research on the stocks had been completed. 

Dr HUR (Republic of Korea) recalled that the destruction of the remaining virus stocks had been 
delayed many times since 1993, mainly owing to uncertainty and the need for further information in 
connection with new scientific developments. He agreed that consensus among all Member States was 
necessary, and endorsed WHO's policy of eradicating communicable diseases step by step. In the case of 
smallpox virus, further research was needed, by both WHO and other international organizations 
concerned. He therefore supported the draft resolution as a means of achieving final destruction of the 
virus under full inspection. He expressed his country's willingness to participate actively in research and 
in the work of the new expert group. 

Professor WHITWORTH (Australia) recalled that, at the Forty-ninth World Health Assembly, 
Australia had led the move to destroy stocks of variola virus, and it remained committed to destruction of 
the remaining stocks. However, she acknowledged that the time was not ripe and that a number of 
scientific questions had to be solved before there could be a consensus on destruction. In 1996, the Health 
Assembly had not established a process for obtaining the necessary consensus, whereas the present draft 
resolution provided such a process. It also provided for research to be conducted in an open and transparent 
manner, under WHO's control, and specified that by the year 2002 at the latest, on the basis of a detailed 
scientific assessment, a date would be set for final destruction of the virus. Her delegation accordingly 
supported the resolution, as amended by the delegates of Japan and India. 

Dr CHERAGHCHI (Islamic Republic oflran) expressed concern at the retention of stocks of variola 
virus in two countries and strongly supported implementation of resolution WHA49.1 0 recommending the 
destruction of the stocks on 3 0 June 1999. He was not in favour of leaving the date of destruction open. 
Nor did he agree with the need to retain such stocks for research and the development of a safer vaccine, 
since smallpox had already been eradicated by the old vaccine, which was safe and almost 100% effective. 
There was therefore little point in spending funds to develop a new vaccine. There was also a danger in 
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keeping the virus in a world where more than 50% of the population were susceptible to the agent. He 
supported the amendments proposed by the delegate of India. 

Dr SHAO Ruitai (China) said that his delegation had always supported implementation of resolution 
WHA49.1 0, recommending the destruction of the variola virus on 30 June 1999. However, he felt that 
whereas consensus was essential on a matter of such grave concern, there were still considerable differences 
of opinion and the draft resolution under discussion did not reflect all Members' views. He supported the 
amendments proposed by the delegates of India and Japan and endorsed the views of the delegate of 
Australia as to the final date for destruction of the virus. His country would be interested in participating 
in the proposed group of experts. 

Dr FETISOV (Russian Federation) said that after wide-ranging discussions with the scientific 
community in his country, his Government felt that the moratorium on the early destruction of the smallpox 
virus should be maintained, as it had indicated to the ad hoc Committee on Orthopox Virus Infections in 
January 1999. Mankind was losing its immunity to smallpox and similar infections as a result of the 
reduction in vaccination coverage. At the same time, immunodeficiency had risen sharply, and new 
diseases were developing. It was consequently essential to retain the stocks which might be needed to 
elaborate new vaccines. For example, it had not proved possible to eradicate the 1996 epidemic of 
monkeypox in the Democratic Republic of the Congo with the traditional vaccine, and a wide range of 
international research projects was required. Such projects would provide a scientific basis for practical 
recommendations for the post-eradication era. Those would need to include means of forecasting the 
appearance of new smallpox-like diseases and reliable measures to protect the population in the event of 
national or international infection with the smallpox virus. 

Since the June 1999 deadline had been set in resolution WHA49.1 0, no consensus had been reached 
on the date for destruction of stocks; on the contrary, the number of Member States in favour had declined 
in recent years, as the voting in the ad hoc Committee had shown. The views of scientists who advocated 
retaining the virus for fundamental research should not be ignored and future generations of scientists ought 
not to be deprived of the opportunity of studying it. The United States of America and the Russian 
Federation had collaborated on research in the post-eradication period, under WHO auspices, but the recent 
reduction of research was shortsighted. As the holders of the remaining virus stocks, they had particular 
responsibility for the adoption of any decision which might lead to the destruction of those stocks, thereby 
eradicating a species and depriving scientists of valuable material. He was in favour of increased research 
cooperation under the aegis of WHO with a view to creating a new generation of diagnostic, therapeutic 
and prophylactic preparations. As a sponsor of the draft resolution, his country urged Members to adopt 
it. 

Dr AFSAR (Turkey) pointed out that as smallpox had been eradicated for nearly 20 years, a whole 
generation had grown up without contact with the virus or the vaccine. Re-entry of the virus into such a 
population would represent a significant health hazard. However, she agreed on the need for international 
research to develop antiviral drugs and a new vaccine, to be conducted in an open manner, in line with the 
recommendations of an expert group, under the control of WHO. Adequate precautions should be taken 
to ensure full biosafety and security of the remaining stocks. Her Government supported the draft 
resolution, of which it was a sponsor. 

Mr KHAN (Pakistan) supported the draft resolution as amended by the delegate oflndia. While final 
elimination of the virus remained the goal, he did not object to further scientific research on the virus, 
provided that the results were reported to WHO and the process was reviewed annually by the Health 
Assembly until the stocks had been destroyed. He also believed that there should be a definitive time-frame 
for destruction, as in resolution WHA49.1 0. 
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Dr YUNES (Brazil) endorsed the amendments proposed by the delegate of India, with a view to 
maintaining the commitment to destroy the virus but postponing destruction temporarily to allow time for 
further research. 

Dr DLAMINI (Swaziland) supported the resolution, together with the amendments by the delegates 
oflndia and Japan. She recognized the need to conduct research and accordingly supported the proposal 
to appoint a representative group of experts to review that issue. She also favoured safe retention of the 
virus under WHO supervision until the research had been done and a date of destruction had been agreed 
upon. Research on archival DNA could continue after destruction, and it would be unwise to retain the live 
virus indefinitely. She agreed that the Health Assembly should review the process annually. 

Dr SIL W AMBA (Zambia) found it disconcerting that some countries still wished to retain the 
smallpox virus. He hoped that the stocks would rapidly be destroyed, to enable the world community to 
enter the next millennium without the potential threat of smallpox. He disagreed with the claim that the 
virus was necessary for research purposes, especially when there were already so many diseases causing 
suffering and death to which funding should be rechannelled. His delegation was consequently totally 
opposed to the draft resolution. 

Dr LEVENTHAL (Israel) supported the draft resolution and expressed Israel's wish to participate 
in the proposed expert group. 

Dr PRADO ROCHA (Nicaragua) said that the eradication of smallpox was a great achievement, but 
safeguarding it was not easy, since humanity's spirit of solidarity had not matured. The group of experts 
should continue research until agreement had been reached on the final stage. 

Dr MASHKHAS (Saudi Arabia) considered that there was now no risk to the world community as 
eradication had been achieved and smallpox would not re-emerge. The retention of stocks accordingly 
constituted a danger, in particular for those suffering from immunodeficiency disorders. He therefore 
considered that those stocks should be destroyed, although consensus still had to be reached on a date. He 
endorsed the amendments to the draft resolution submitted by the delegate of India. 

Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that, normally 
humankind tried to avoid the extinction of a living species, but in the case of smallpox, there was every 
reason to ensure that it was destroyed. However, prior to destruction of a species, it was essential to know 
as much as possible about it so as to be prepared if it ever re-emerged. It was necessary to reach a 
consensus that the necessary research had been completed, and to ensure that money was not spent on 
smallpox which ought to go to other priority areas. Moreover, any work done had to be carried out under 
WHO's supervision. He supported the draft resolution, as amended, which would allow the required 
research to be done. 

Ms KHARASHUN (Belarus) supported the extension of the moratorium on the destruction of virus 
stocks, as otherwise valuable biological material would be lost. Once the necessary research on 
prophylactic and therapeutic preparations had been completed through the strengthening of international 
research under WHO's auspices, destruction of the virus could be considered. She accordingly invited 
support for the draft resolution, of which her delegation was a sponsor. 

Mr MASHAKO (Democratic Republic of the Congo) endorsed the draft resolution calling for the 
destruction of variola virus stocks, but after a period of time. In the 1990s, his country had experienced 
an epidemic of monkeypox, which was so similar to smallpox that people had wondered if the disease had 
reappeared. That demonstrated that not everything was known about the variola virus. It was consequently 
important to retain the stocks for a few more years, as similar outbreaks might occur in other parts of the 
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world, and his country had considered vaccinating the population with smallpox vaccine during the 
monkeypox epidemic. 

Dr GONZALEZ FERNANDEZ (Cuba) expressed surprise at having to consider a draft resolution 
bearing the previous day's date, which he had only just received. He wondered if that was in accordance 
with the Rules of Procedure. 

With respect to smallpox eradication, Cuba fully supported the implementation of resolution 
WHA49.10 recommending that the variola virus stocks held in the United States and the Russian 
Federation be destroyed. However, there appeared to be a consensus that the Health Assembly was not yet 
prepared to take that final important step. The wisest choice was therefore to defer destruction of the stocks 
until the international scientific community reached agreement. Cuba therefore joined in supporting the 
draft resolution, as amended by India and Japan. 

Dr FIKRI (United Arab Emirates) expressed his country's gratitude to the ad hoc Committee on 
Orthopox Virus Infections and the two WHO collaborating centres. However, it was now necessary to 
reconsider the information available on eliminating the variola virus stocks by 1999 to take account of the 
recommendations of that Committee, the WHO survey in 1998 and the views of Member States. The 
United Arab Emirates fully supported the content of resolution WHA49.1 0, but the current discussion had 
revealed the need for further scientific research and studies, to be carried out under the supervision of 
WHO. His delegation therefore supported the draft resolution together with the proposed amendments. 

The CHAIRMAN invited the Committee to approve the draft resolution, with the amendments 
proposed by India and Japan. 

The draft resolution, as amended, was approved.1 

Tobacco Free Initiative (Resolution EB103.R11; Document A52/7) 

Dr SANOU IRA (representative of the Executive Board), introducing the subitem, said that the 
Executive Board had considered a report by the Director-General (now issued as document A52/7) on the 
Tobacco Free Initiative, the new Cabinet project launched in 1998 to combat the current and future impact 
of tobacco on health, especially in developing countries and among women and children. A key component 
ofthe Initiative was the elaboration of a WHO framework convention on tobacco control, in accordance 
with resolution WHA49 .17, and possible related protocols. 

The Board had recognized the need to enhance the profile of the WHO anti-tobacco campaign and 
the desirability of international support for national action, especially in developing countries. A consensus 
on the proposed convention would call for wide-ranging consultations and solid national and regional 
initiatives. Moreover, the concerns of tobacco-producing countries must be taken into account. 

The Board had considered the draft resolution on the preparation of a framework convention 
contained in the Director-General's report. A drafting group chaired by Canada had prepared a revised 
text, which had been adopted as resolution EB103.R11. An outline of planned activities and a timetable 
were annexed thereto. The Board's discussion was reflected in the summary records of its third, fourth and 
tenth meetings. 

Resolution EB103.R11 contained a draft resolution recommended for adoption by the Health 
Assembly. It proposed that the framework convention should be adopted in 2003 and that two key 
mechanisms should be established: an intergovernmental negotiating body to draft and negotiate the 
convention and possible related protocols; and an open-ended working group to prepare draft elements of 
the convention. It also described simultaneous measures to be taken by Member States at the national and 
regional levels and support to be provided by the Director-General. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA52.1 0. 
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Dr SZASZ (Tobacco Free Initiative), commenting on the legal aspects of the proposal to adopt a 
framework convention, said that WHO's Constitution authorized the Organization to launch conventions 
or agreements. Article 2(k) stated that one of its functions was to propose conventions, agreements and 
regulations. Article 19 stipulated that the Health Assembly had authority to adopt conventions or 
agreements by a two-thirds majority vote. Article 20 required Members, within 18 months after the 
adoption of such instruments by the Health Assembly, to take action relative to their acceptance and to 
report thereon to the Director-General. Article 62 required Members to report annually on action taken 
with respect to conventions or agreements. The constitutional authority thereby conferred on the 
Organization since its establishment had never been used. Other international organizations with similar 
powers had done so frequently, so that much experience was available. 

The terms "convention" and "agreement" meant the same as "treaty". "Convention" was the term 
usually applied to a multilateral treaty such as that now being proposed. Framework conventions, also 
known as "skeleton" or "umbrella" agreements, were designed to be supported by protocols, which also 
had the status of treaties. They could be adopted simultaneously with the framework convention or created 
later by a mechanism provided for in the convention. When States became parties to a framework 
convention, it was expected that they would also become parties to at least some of its protocols, but not 
necessarily to all. To become a party to a protocol, a State must normally first accede to the framework 
convention. New protocols were adopted and old ones amended in the light of technical considerations. 

The draft resolution set out in resolution EB 103 .Rll would start a pre-negotiation process. There 
was no question of signing or ratifying any instrument at the close of the current Health Assembly. The 
resolution, if adopted, would lead to the immediate establishment of a working group to consider the 
content of a framework convention and possibly of some protocols thereto, and to report thereon to the 
Fifty-third World Health Assembly. An intergovernmental negotiating body would also be established but 
it would only be convened when the working group had completed its report. It would then work out the 
text of the framework convention and possibly of some protocols and submit the convention to the Health 
Assembly for adoption under Article 19 ofthe Constitution. It was required that the negotiating body 
should complete its work in time for the Fifty-sixth World Health Assembly in 2003. However, the 
framework convention was a relatively simple instrument which should not take more than a year to 
complete. The protocols would be adopted by a mechanism to be created under the convention. A detailed 
timetable was annexed to resolution EB103.R11. 

Dr COST A E SILVA (Brazil) said that her country was a large producer and exporter of tobacco 
leaves and cigarettes and had some 30 million smokers. A National Tobacco Control Programme had been 
established 15 years previously by the Ministry ofHealth. Tobacco had recently become a regulated drug 
and the Ministry of Health had the authority to regulate, monitor and survey the production and marketing 
of tobacco products. Tobacco use had been banned on all Brazilian airlines. A "quit smoking" toll-free 
helpline would be available up to World No Tobacco Day on 31 May 1999. Brazil's capacity-building 
programme had, to date, trained health professionals in 3000 municipalities in tobacco control at the local 
level. 

A multisectoral approach was needed to address tobacco control problems in producer countries. 
Smuggling would have to be controlled in order to implement economic policies. The treatment of smokers 
should be medicalized in a public health perspective. Tobacco-producing municipalities were urging the 
Brazilian Government to vote against the framework convention, arguing that WHO wanted to abolish 
tobacco cultivation. It needed to be stressed that the tobacco control programme was not against farmers, 
but for the population as a whole. A joint approach to the problem by farmers and government should 
include studies and financing of alternative crops and activities. 

She suggested that an international meeting of experts should be held in Brazil with WHO support 
to discuss smuggling, that WHO should issue an official statement clarifying the tobacco-agriculture issue, 
that the Organization should study additional ways of helping smokers in developing countries to give up 
smoking, and that it should urge the United Nations to be tobacco-free by the year 2002. 

Brazil fully supported the Tobacco Free Initiative and the proposed framework convention for 
tobacco control. It would be willing to take part in the working group on the proposed convention. 
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Mr CHAUDHRY (Pakistan) expressed appreciation of the Director-General's Tobacco Free 
Initiative. There was no denying that smoking was injurious to health. It was in fact the most preventable 
single cause of ill-health and was on the increase in the developing world. Unfortunately, little action to 
control tobacco had been taken so far, particularly in developing countries. Children were confused by 
conflicting signals in the media, some advocating smoking and some warning against it. The Prime 
Minister of Pakistan had banned smoking in offices, schools, public transport and hospitals. 

He urged WHO to assist countries in enacting legislation to control smoking, to provide funding for 
the Tobacco Free Initiative, and to convince governments that revenue from tobacco was counterbalanced 
by the funds needed to treat diseases caused by tobacco and tobacco products. 

Dr STAMPS (Zimbabwe) said that his country was one of the largest producers of tobacco and 
exported more than 95% of its output; the implications were almost unique in the context of the Tobacco 
Free Initiative. The draft resolution contained in resolution EB103.Rll referred to the fact that tobacco 
production was a significant source of earnings in many developing countries. While supporting the 
concept of a framework convention and the statements in the draft resolution, he proposed that 
paragraph 2(4) should be amended to read: "To set up appropriate mechanisms to examine the implications 
of a framework convention on tobacco control within the context of health and economic issues, especially 
its effects on the economy of agriculturally dependent States". The amendment did not preclude the setting 
up of national commissions but protected against the risk that with the original wording some nations would 
do nothing. 

The meeting rose at 18:00. 



SEVENTH MEETING 
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1. TECHNICAL AND HEALTH MATTERS: Item 13 of the Agenda (continued) 

Tobacco Free Initiative (Resolution EB103.R11; Document A52/7) (continued) 

Mr PUSKA (Finland) said that the huge impact of tobacco use on global public health was obvious, 
and it was high time that the international community, led by WHO, took comprehensive action to reverse 
the situation. He commended the Director-General on giving tobacco control the priority it deserved, and 
the Tobacco Free Initiative team for its energetic efforts. 

His country had come to realize the great burden of tobacco use on public health some 30 years ago. 
In the mid-1970s, comprehensive legislation had been adopted. Finland had now implemented almost all 
of WHO's recommendations on national tobacco control measures. The results had been encouraging, so 
that tobacco use in Finland was practically at the lowest level in Europe. However, despite the progress 
made, the situation remained far from satisfactory. The question therefore arose as to what more could be 
done. There was a limit to national action, since smoking and tobacco use were increasingly becoming 
international issues. Globalization greatly influenced the use of tobacco throughout the world. One 
example was international motor racing. In 1998, the world champions of both Formula 1 and motor 
rallying had been from his country. Finnish children had been able to see tobacco advertising on television 
while watching races which took place abroad, even though such advertising was banned in Finland. Such 
global promotion was especially harmful to children, who constituted the future of world health. A second 
illustration was the trend in the Western tobacco industry to move into the developing countries and Eastern 
Europe, using aggressive marketing strategies. Strong international action was therefore needed, supported 
by broad coalitions and an internationally binding convention. 

The present Health Assembly's role was not to decide on the details of such a convention, but only 
on the process. Although many details would need to be resolved before governments could adopt the 
instrument, the draft resolution proposed in resolution EB103.R11 gave WHO the necessary authority and 
guidance to start work. He emphasized the importance of providing practical support for the initiative 
since, despite the positive changes in the Organization, the funds allocated by WHO to controlling 
noncommunicable diseases did not match their share of the global disease burden. He noted that the 
process of adoption of an international convention served an important purpose in itself, as it would raise 
the profile of tobacco control on the political agenda and point to the important measures needed. 
However, the process of formulating the framework convention should not prevent WHO or national 
governments from taking other necessary action for tobacco control. 

Political decisions such as the adoption of an international framework convention required popular 
support. It was important to mobilize all the support possible during the negotiation process, and he hoped 
that WHO, through the Tobacco Free Initiative, would continue to seek alliances and to support practical 
action programmes such as those in which his country had collaborated. He strongly supported the 
proposed resolution and would contribute actively to the process of developing the framework convention. 

- 86-
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Dr SHINOZAKI (Japan) expressed support for the proposed resolution on the WHO framework 
convention on tobacco control. He also referred to the International Conference on Tobacco and Health 
to be held in November 1999 in Kobe, Japan, with the Director-General's presence. The Conference would 
focus on tobacco and health in women and youth, which was a very important issue throughout the world, 
including Asia. He fully supported the Conference, and looked forward to working closely with the 
Organization on the issue of tobacco control. 

Dr MAHJOUR (Morocco) recalled that tobacco use constituted a major health hazard, which needed 
to be considered in the same way as many other noncommunicable diseases, such as cancer and heart 
disease. The authorities in Morocco, and particularly the Ministry of Health, had given priority to the 
problem and applied all WHO's recommendations with a view to combating the scourge. However, such 
a comprehensive war could not be waged against tobacco unless efforts were united at all levels, including 
the media, politicians and at the international level. International cooperation was essential to respond to 
the harmful impact of tobacco. 

Over the past 10 years, Morocco had taken giant steps in combating the scourge. A law had come 
into effect in 1996 which prohibited tobacco advertisements in public places. The Government had also 
implemented awareness-raising programmes on the dangers of tobacco. The next five-year plan would 
strengthen cooperation with all the relevant sectors to achieve full integration of tobacco control measures. 
Morocco was convinced of the need to combat tobacco use at the international level and therefore 
welcomed all international action on the issue, including the Tobacco Free Initiative and the proposed 
resolution. 

Mrs KIZILDELI (Turkey) said that her country had always supported WHO's tobacco control 
programmes. In 1996, a law had been adopted on the prevention of hazards from tobacco products. The 
law prohibited advertising and sponsorship of tobacco products, smoking in public facilities and means of 
transport, and the sale of tobacco to minors. The law also made it compulsory to provide health warning 
labels on tobacco products. Another of its provisions compelled public television stations to broadcast 
educational programmes on the health hazards of tobacco use for at least 19 minutes every month. The law 
established fines for non-compliance with its provisions. Her delegation believed that the effective 
application of the Turkish law would be strengthened by the proposed framework convention on tobacco 
control. It therefore supported the adoption of a framework convention under WHO auspices on matters 
which lay within the competence of the Organization. She agreed with the format of a convention and 
additional protocols, as suggested in the relevant Health Assembly and Executive Board resolutions. She 
believed that the proposed approach offered sufficient flexibility and a dynamic process for phased 
progress. 

Effective tobacco control was a multisectoral issue which required the involvement of different 
agencies and organizations at both the national and international levels. WHO should therefore ensure 
close collaboration with partners, both within and outside the United Nations system. All interested parties 
should be allowed to attend the preparatory process for the development of the convention as observers. 
Since the framework convention on tobacco control would be the first legally binding international 
instrument adopted by WHO, it was imperative to secure the widest possible support from WHO's 
membership. The contents of the framework convention should comprise elements that were endorsed by 
the majority of WHO's membership. The convention should include general principles on aspects of 
tobacco control that were directly related to health. She expressed support for the draft resolution, which 
was of a procedural nature. Her country would participate actively in the preparatory stages for the 
convention. 

Mr KRIEBLE (New Zealand) expressed enthusiastic support for the proposal to develop a 
framework convention on tobacco control as part of the Tobacco Free Initiative, and particularly 
acknowledged the leadership provided by the Director-General. His country supported the proposal in the 
draft resolution to establish a working group to draft elements of the framework convention and then to 
create an intergovernmental negotiating body to draft and negotiate the proposed convention. His country 
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intended to play an active role in the working group and would consider its part in the negotiating body 
subsequently. It welcomed the prospect of greater international consistency in tobacco policy. While 
individual countries could do much within their own jurisdiction to reduce the use of tobacco, international 
cooperation and agreement would provide important support for their efforts. 

Mr BAHARVAND (Islamic Republic of Iran) said that tobacco claimed more lives than any war or 
armed conflict, but was a silent killer which was ignored by certain countries. His Government had spared 
no efforts to control the consumption of tobacco inside the country and would continue to support tobacco 
control efforts throughout the world. The action taken included campaigns against the smuggling of 
tobacco, the prohibition of smoking in public areas, the banning of tobacco advertising, the allocation of 
a percentage of income from tobacco sales to sports, the change in the use of land from the cultivation of 
tobacco to silk farms, and the establishment of a network of clinics for the rehabilitation of smokers. 

However, a global tobacco ban could have social, economic and fmancial effects on developing and 
least developed countries. The concerns of such countries should therefore be taken into account. In view 
of the multidimensional nature of the issue, WHO should establish close relationships with other concerned 
organizations, including ILO, FAO, UNESCO, UNCTAD, the financial and monetary institutions, and 
nongovernmental organizations, with a view to launching a collective process of tobacco control. In 
cooperation with those organizations and the governments concerned, studies and research should be 
conducted to explore practical approaches to achieving the objectives of WHO and its Tobacco Free 
Initiative in order to provide a strong basis for the proposed convention. The protection of human beings 
required action as well as words. 

He concluded by expressing his Government's support for the proposed framework convention. 

Dr CHA V ANICHKUL (Thailand) endorsed the proposed draft resolution, the concepts and 
principles ofthe Tobacco Free Initiative, and the adoption of a framework convention on tobacco control. 
The problem of tobacco consumption should be seen not only as a public health issue, but as a public policy 
issue affecting the social well-being of humankind. In addition to legal measures and taxation, the most 
effective approaches to preventing people from smoking included social action, information and education. 

Her country was at the forefront of action to prevent smoking. In 1993, the Tobacco Product Control 
Act and the Non-Smokers' Health Protection Act had been adopted. Anti-smoking campaigns had been 
conducted extensively since 1987, targeting teenagers and young people. 

Nevertheless, the income of many developing countries depended largely on tobacco production and 
trade, so that the production policies of state enterprises needed to be given careful consideration. There 
was also an urgent need to strengthen national surveillance of tobacco-related diseases, which would 
contribute to databases for use in formulating control strategies and policies. In promoting the adoption 
of a framework convention, WHO should bear in mind that many developing countries would require more 
technical expertise and the development of human resources in order to take effective action. 

Dr LIU Keling (China) said that it was important for public health to demonstrate the harm done by 
tobacco in the world. China was a big consumer of tobacco and was fully aware of the damage that it did 
to health. The Ministry of Health supported all strategies and measures adopted by WHO for the control 
of tobacco, including the Tobacco Free Initiative. In view of the practical requirements for the long-term 
control of tobacco, it was necessary to develop a framework convention. The Ministry of Health would 
therefore participate actively in the procedure for the development of the convention. 

Tobacco control would require the participation of many sectors, and of multilateral and 
nongovernmental organizations to ensure that all interests were involved from the beginning. Such 
collaboration would facilitate the development of the convention and its future implementation. It was to 
be hoped that, during the process of formulating the convention, account would be taken of the differing 
political, economic and social situations in Member States and their various levels of development. It 
should also be borne in mind that greater harm was being done by tobacco in developing countries than in 
industrialized countries. Moreover, developing countries experienced more difficulties in controlling 
tobacco use. Greater attention should therefore be paid to the control of tobacco in those countries. WHO 
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should also be aware that some industrialized countries were transferring the harm done by tobacco to 
developing countries through various channels. They should therefore provide support to developing 
countries for the control of tobacco use. 

Dr LARIVIERE (Canada) said that the briefing sessions on tobacco held earlier in the Health 
Assembly had been most informative, particularly the session on the World Bank's report on the economics 
of tobacco control. Canada welcomed the priority given by the Director-General to tobacco control. 

With regard to the proposed framework convention, since 1994, when the Ninth World Conference 
on Tobacco and Health in Paris had called for the adoption of an international instrument to bridge the gap 
between national legislations, as many as 20 million people had died as a direct result of tobacco use. His 
country believed that the framework convention was needed in the very near future. He welcomed the 
timetable of expected activities annexed to resolution EB103.Rl1, and had been encouraged to hear at the 
previous meeting that it could possibly be accelerated. 

However, WHO alone could not bear the cost of developing the convention. His country had already 
provided support by hosting two meetings of experts as part of the preparatory process. It had also 
provided funding to WHO for the development of the convention and would continue to do so. His country 
also strongly believed that the development of the convention had to be conducted in parallel with the 
strengthening of national tobacco control strategies, which again it would continue to support. 

Finally, he welcomed WHO's initiatives in forming partnerships within the United Nations in the 
area of tobacco control, for example in a project with UNICEF and the World Bank focusing on the 
protection of young people against tobacco addiction. 

Mr VOIGTLANDER (Germany), speaking on behalf of the Member States of the European Union, 
expressed support for the draft resolution. However, he noted that those countries had delegated part of 
their authority and sovereignty to the European Union, for example in the field of tobacco labelling and 
advertising. Because of that delegation of powers, they were no longer legally in a position to negotiate 
on those matters individually. Negotiations must therefore be conducted by the European Union itself. For 
that purely legal reason, it was indispensable for the European Union to be able to participate in the 
negotiations on the framework convention, instead of its 15 Member States. 

He therefore proposed an amendment which would not change the substance of the draft resolution. 
It was merely of a legal nature to prevent the 15 Member States ofthe European Union being excluded 
from the negotiating process in relation to certain matters. The amendment consisted of the addition of a 
third subparagraph to operative paragraph I, which would read as follows: 

(3) that regional economic integration organizations constituted by sovereign States, Members 
of the World Health Organization to which their Member States have transferred competence over 
matters governed by this resolution, including the competence to enter into treaties in respect to these 
matters, may actively participate, in accordance with Rule 55 of the Rules of Procedure of the Health 
Assembly, in the drafting and negotiations of the intergovernmental negotiating body referred to 
under paragraph (1) and in the preparatory work of the working group referred to under 
paragraph (2). 

Speaking on behalf of his own country, he emphasized that Germany wished to be a member of the 
working group mentioned in operative paragraph 1(2) of the draft resolution. 

Dr HETLAND (Norway) expressed strong support for the Tobacco Free Initiative and the proposed 
framework convention, which would have a worldwide impact on health and act as a catalyst for other 
preventive health activities. The framework convention would create the growing international momentum 
on which the success of national initiatives depended. Moreover, it would underline WHO's normative 
role, and challenge both producers and users to combat the tobacco epidemic. It would also require the 
participation of all sectors of society, thereby enhancing multisectoral collaboration, and strengthening 
cooperation among international organizations. 
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His country would be willing to sponsor a workshop on regulatory mechanisms and would participate 
in the proposed working group with a view to sharing its own experience in tobacco control. He urged 
Member States to support the draft resolution recommended by the Executive Board in resolution 
EB103.R11. 

Ms RAO (India) said that 1 0 million persons in her country were currently affected by tobacco
related diseases, which accounted for one tobacco death every 40 seconds. Tobacco smoking was by no 
means restricted to males; some 45 million women over the age of 15 years were tobacco-dependent. 
Apart from smoking, the Tobacco Free Initiative would need to consider other popular forms of tobacco 
use such as chewing. 

India had legislated against tobacco use in notified places in 1990, but efforts to ban tobacco 
advertising had met with a number of obstacles, as the country was a large tobacco producer. There was 
also stiff opposition from agricultural and industrial unions. A concerted campaign was needed to change 
behaviour and find alternatives to tobacco. A bill was currently being brought before parliament calling 
for 1% of tobacco duties to be devoted to tobacco control programmes. 

India had agreed to host an international conference on tobacco and law jointly with WHO later in 
1999 and would be looking to the Organization for evidence-based research, as well as financial and 
technical assistance to raise support for tobacco control. Her country supported in principle the draft 
resolution recommended by the Executive Board, but the implications for the national economy would have 
to be carefully weighed. 

Mrs O'KEEFE (Ireland), welcoming the Tobacco Free Initiative, said that its success would depend 
on comprehensive, multisectoral action on the part of Member States. She agreed with the analysis in 
document A52/7. Cost-effective interventions mentioned in it had reduced the prevalence of smoking in 
many countries. However, much remained to be done, and experience should be shared among countries. 
She particularly supported the Initiative's cross-functional approach and its emphasis on building external 
partnerships. It would be up to future Health Assemblies to ensure that the proposed schedule of activities 
annexed to the draft resolution was adhered to and accelerated where possible. 

She believed that the Tobacco Free Initiative and preparation of the framework convention would 
effectively raise the profile of tobacco control. 

Mrs INGOLFSDOTTIR (Iceland) expressed support for the draft resolution and urged other 
countries to follow suit. Her country would be ready to participate in the international effort to elaborate 
the framework convention under the leadership of WHO. 

Concerned by the number of children and adolescents who started smoking, Iceland had been one 
of the first countries to ban all tobacco advertising. In recent years, the success of such measures had, 
however, been undermined by cross-border advertising. Worldwide action to limit tobacco advertising and 
promotion was essential, and could have a very positive effect at the local level. 

Finally, she suggested that future Health Assemblies should be smoke-free. The Tobacco Free 
Initiative lost credibility when delegates chain-smoked outside the meeting rooms. 

Dr SHONGWE (Swaziland) voiced concern over the targeting of developing countries by 
transnational tobacco companies. In those countries, tobacco control- for example controls on advertising, 
smuggling and labelling- were often inadequate, and tobacco consumption was rising dramatically. His 
country fully supported the proposed WHO framework convention on tobacco control, which would help 
to harmonize global and national control policies, and urged adoption of the draft resolution. 

Swaziland was currently in the process of strengthening its tobacco control legislation, and would 
need WHO's support. WHO, in collaboration with other agencies, should also support countries with 
tobacco-dependent economies in identifying alternative crops. 

Dr CHIESA (Uruguay) said that the harm caused by tobacco was a matter of scientific fact. In his 
country, where one-fifth of the population smoked, tobacco was responsible for some 4800 premature 
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deaths each year. The problem was particularly acute amongst 30- to 39-year-olds. One in three men and 
one in seven women were regular users. 

Education was of prime importance in reducing smoking, as was effective legislation. A bill 
currently before parliament proposed a range of tobacco controls. Other measures included a national anti
smoking campaign promulgated by the Ministry of Health in 1998, specifically focusing on such channels 
as media, education and sport. 

With regard to the proposed framework convention on tobacco control, the measures to be taken by 
WHO and the Health Assembly were of great importance. At the same time, resources and cooperation 
mechanisms to advance the work must be clearly identified. 

Dr OTTO (Palau) thanked the Director-General for her leadership on tobacco control and endorsed 
the draft resolution under consideration. The inclusion of the phrase "other forms of tobacco use" in the 
first preambular paragraph was to be welcomed. Palau had been cooperating with other Pacific island 
governments and with nongovernmental organizations on reducing tobacco consumption, inter alia, by 
raising public awareness, banning the sale of tobacco to minors and eliminating the sponsorship of sports 
events by tobacco companies. It particularly appreciated support received from the United States of 
America and from the WHO Regional Office for the Western Pacific. A programme called APPEAL had 
been specially helpful. 

Asian and Pacific island peoples, especially women and children, were a particular target of 
multinational tobacco companies, and national tobacco control efforts were no match for their multi-billion 
dollar marketing techniques. Palau was having difficulty living up to its obligations under the Convention 
on the Rights of the Child to protect its children from exploitation by the tobacco industry and was unable 
to properly safeguard the reproductive rights and health of women. Many Asian and Pacific island families 
spent a considerable proportion of their incomes supporting their nicotine dependence, to the detriment of 
food and other essentials. 

A global response was needed to so widespread a public health menace, and in that context the 
framework convention on tobacco control was most welcome. The convention and its associated protocols 
would assist countries in combating the subtle marketing techniques of the tobacco industry. 

Dr MONISSOV (Russian Federation) said that the tobacco issue had been identified as one of his 
country's health priorities, though it could not be tackled by health measures alone. In the Russian 
Federation, 57% of men and 8% of women were smokers. In the past decade, the proportion of 30- to 
40-year-old male smokers had risen from 51% to 70%. Thanks to the efforts of the Ministry of Health, 
however, legislation had now prohibited tobacco advertising in the mass media and new restrictions on tar 
and nicotine content of tobacco products had been introduced in line with European Union norms. 
Additional controls were currently being considered by parliament. The Russian Federation supported the 
elaboration of a framework convention and the creation of an intergovernmental body and working group. 
His country was ready to take part in that work. 

Mr COUNDOUREAS (Greece) welcomed the proposed framework convention. A sound 
intergovernmental prenegotiation process would be essential to establish a firm foundation for the drafting 
of the framework convention, with all interested Member States participating on an equal footing. That 
process should establish a clear and detailed draft mandate defining the scope, legal status and final 
objectives ofthe framework convention to be negotiated. It should also draw up draft rules of procedure 
to ensure democratic, transparent and effective negotiation, specifYing the role of nongovernmental 
organizations and concerned international organizations. The framework convention would need to take 
into account all the social and economic dimensions of the tobacco issue. 

Greece pledged its full support in the drafting of the framework convention, which would serve both 
public health and social peace and prosperity. His delegation supported the draft resolution. However, he 
asked for clarification of a point in the Annex, entitled "Outline of expected activities". In the period 
January-May 2000, the working group was to "continue work based on direction from the Executive 
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Board". However, the working group was to be open to all Member States (see operative paragraph I (2) 
of the draft resolution) on an equal footing, so it was surely not for the Executive Board to direct its work. 

Ms BENNETT (Australia) welcomed the priority which WHO attached to reducing the harmful 
consequences of global tobacco consumption. The forthcoming World Bank study, which contained an 
analysis of global economics and tobacco control, would provide governments with convincing evidence 
in their fight to contain the damage done by tobacco use. 

Her Government intended to support the Tobacco Free Initiative with a grant of A$ 450 000 towards 
the implementation of its programme of work. Australia was willing to host a meeting or workshop, and 
could provide experts to advise on the preparation of the framework convention. It approved of the 
accelerated timetable for the preparation of the framework convention recommended by the Executive 
Board. Her delegation strongly supported the draft resolution under discussion. 

Finally, she joined the delegate of Iceland in proposing that future Health Assemblies should be 
tobacco-free. 

Dr HASSAN (Benin) welcomed the Tobacco Free Initiative. Tobacco use adversely affected the 
quality of life of people in sub-Saharan Africa, and the major tobacco companies sought to recruit smokers 
at a younger and younger age. Tobacco added an extra burden to a people already suffering heavily from 
communicable diseases and it seemed entirely justifiable that those companies should help to deal with its 
effects. He hoped that the current negotiations would take into account the interests of tobacco producers, 
so that they would actually abide by the framework convention when it was adopted. He hoped that all 
countries would support the negotiation process. 

Professor MAMPUNZA (Democratic Republic ofthe Congo) welcomed the WHO Tobacco Free 
Initiative. Industrial production of tobacco in his country had increased substantially between 1990 and 
1996, and tobacco imports had also risen rapidly. The climate was suitable for small-scale tobacco 
cultivation for people's own use. Thus tobacco was joining the existing range of causes of death. 

The campaign against tobacco use would require sacrifices from all sides: the tobacco companies 
would need to give up part of their profits, tobacco users would need to give up their habit, and activities 
currently financed by the tobacco industry would need to seek other sponsors. The documents before the 
Health Assembly advocated tax increases to reduce tobacco consumption among young people and poorer 
groups. However, in his country, such a measure would have no effect, since people grew their own 
tobacco. Education and persuasion would be needed in order to encourage people to replace tobacco with 
other crops. 

Dr LURIE (United States of America) welcomed WHO's leadership in addressing the global 
problem of tobacco use, in which the future burden of disease would be disproportionately borne by 
developing countries. The Tobacco Free Initiative and the draft resolution concerning the proposed 
framework convention together made up a comprehensive and innovative strategy. Her country looked 
forward to participating in the negotiations on the framework convention, which would serve United States 
public health objectives as well as contributing to global efforts for tobacco control. Comprehensive 
prevention strategies, partnerships and political support would be essential, and new alliances must be 
forged, particularly with drug regulators and other agencies not previously involved in tobacco control. 
She was pleased to note that the Director-General had addressed the recent WHO Ninth International 
Conference of Drug Regulatory Authorities in Berlin, with a plea that cigarettes should be controlled by 
national regulatory agencies, just as other drugs were. 

It was in everyone's interests for all countries to have the capacity to respond to priority public health 
needs, including tobacco control. Investment in tobacco control, including research leading to evidence
based interventions, was required at a level commensurate with the harm which tobacco caused. Such 
investment was needed within WHO and in every Member State, with particular support for developing 
countries, which had the fewest resources to invest in tobacco control, but which stood to gain the most. 
Her country was committed to expanding its support for global tobacco control, both through WHO and 
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bilaterally. It strongly supported the draft resolution, looked forward to participating in the negotiations 
on the convention, and would like to be part of the initial working group. Like other speakers, she hoped 
that the effort would begin by making the next Health Assembly completely smoke-free. 

Dr LEE CHEOW PHENG (Malaysia) expressed his country's support for the Tobacco Free Initiative 
and the draft resolution under discussion. Tobacco-related diseases had assumed epidemic proportions 
throughout the world, and a concerted effort was needed to complement and strengthen national and local 
action for tobacco control. The proposed framework convention was a timely step in the right direction. 

He called upon countries with common borders to collaborate on measures designed to eliminate 
tobacco smuggling across borders. 

Professor PICO (Argentina) welcomed the Tobacco Free Initiative and the information contained 
in document A52/7. It was appropriate for WHO to assume a leadership role in the study and analysis of 
tobacco use, which was a major public health problem with great economic, social and cultural 
implications. A number of strategies for action had been adopted at local level in his country. 

He expressed support for the draft resolution contained in Executive Board resolution EB103.Rll. 
The working group to be set up to prepare the framework convention under operative paragraph 1(2) should 
involve all the Member States in order to provide a wide range of experience leading to a consensus among 
all interested parties. His delegation supported the establishment of the intergovernmental negotiating body 
referred to in operative paragraph 1 (1) to draft and negotiate the framework convention and possible related 
protocols. 

Dr DARWISH (Egypt) said that tobacco use was a scourge in every country of the world, and the 
risks and complications associated with its use were a danger to everyone, either directly or indirectly. In 
his own country, the Ministry of Health had set up a tobacco control programme with the collaboration of 
other ministries and voluntary organizations. Tobacco advertising had been banned, and smoking was 
forbidden in public places. Campaigns to alert the public to the health risks of smoking had been 
introduced. 

His country supported the Tobacco Free Initiative and hoped that enough resources would be 
forthcoming to implement it properly. The tobacco industry must be encouraged to divert into other 
activities. His country was willing to participate in the preparation of the framework convention, and 
supported the draft resolution before the Committee. 

Professor ZELTNER (Switzerland) expressed his country's support for the Tobacco Free Initiative 
and the proposed framework convention. Switzerland had participated in the preparatory work for the 
framework convention since the beginning, and he wished to thank the Canadian Government for 
organizing two meetings on the subject. Good information, such as that provided by the World Bank 
report, was essential in the fight against tobacco. His country would continue to participate in the 
preparation of the framework convention. 

Ms BLAZEVIC (Croatia) said that it was surprising that no international conventions had yet been 
adopted in the fight against tobacco. Recent national developments, such as the damages awarded to the 
families of smokers in the United States courts, showed that financial action could be effective. However, 
purely national measures were not enough; in the current age of satellite television and the Internet, 
national advertising restrictions, for example, were almost useless. Thus Croatia awaited the framework 
convention with interest and supported the draft resolution. 

Her country had banned cigarette advertising and printed a health warning on cigarette packets. 
Smoking was banned in some public places. The Government was currently bringing its anti-tobacco 
regulations into line with those of the European Union, consolidating them into a single legal act which 
would shortly be adopted by parliament. The campaign against tobacco use was financed from national 
resources and a World Bank loan; it included health education for young people and a public awareness 
campaign for the forthcoming World No Tobacco Day. 
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Dr VAN ETTEN (Netherlands) said that his country had already committed itself to the Tobacco 
Free Initiative and an active role in the preparation of the framework convention, which would control the 
production, promotion, trade and distribution of tobacco products. His delegation supported the draft 
resolution, with the amendment proposed by Germany on behalf of the European Union. 

Professor LARBAOUI (Algeria) said that, although his country wanted a tobacco-free world, it was 
unrealistic to expect tobacco use to be completely eliminated in any country. In the fight against tobacco, 
WHO and health authorities found themselves opposed not only to the powerful multinational tobacco 
companies, but also to national ministries of finance, which saw tobacco as a source of income for the 
country, particularly if it was a tobacco producer. Human nature itself was another adverse factor; people 
sought pleasure, even if they suffered for it. 

He felt that the "polluter pays" principle was the most appropriate in the circumstances; the 
multinational companies should be obliged to devote a proportion of their exorbitant profits to 
organizations such as WHO, scientific organizations concerned with cancer, or the International Union 
Against Tuberculosis and Lung Disease, which sought to repair the damage done by tobacco. 

Ms PAULINO (Philippines) expressed her support for the draft resolution and for the planned 
framework convention, which gave Member States the flexibility to participate as their national realities 
and capabilities allowed. The Tobacco Free Initiative showed countries how to take their first steps in 
tobacco control. It was essential to bring together the social forces which would undertake the policy 
reform process, both globally and locally. 

Her delegation had found the technical briefings on tobacco use during the current Health Assembly 
very useful, and the information provided would be valuable to her country's own anti-tobacco campaign. 
At present, families in the Philippines spent more money on tobacco and alcohol than on health care. 

Dr SAN GALA (Malawi) said that Malawi had been a major producer of tobacco for some decades. 
However, while production had risen and multinational companies continued to make profits year on year, 
the export value of the raw product in US dollars had stagnated and even declined. Malawi was therefore 
far from being the major beneficiary of its tobacco production. However, the recent fall in tobacco prices 
had led to some diversification in agricultural crops. 

Furthermore, despite the erosion of the Malawi currency, Western brands of cigarettes were being 
promoted in Malawi without the health warnings displayed in their country of origin. That those brands 
were made affordable to Malawian smokers indicated that the product was being heavily subsidized. 

Although the health hazards of smoking were widely publicized in developed countries, they were 
little known or appreciated in developing countries. Tobacco added to the health problems already faced 
by developing countries. 

Health education on the hazards of smoking should be a priority activity of WHO, and he sought the 
Organization's support in preventing Malawian children and young people from smoking. 

Dr JEANFRAN<;OIS (France) said that the harmful effects of tobacco on public health were no 
longer in doubt. For that reason, since the adoption of resolution WHA49.17 in 1996, France had 
participated actively in the preparatory work for the framework convention, committing both financial 
resources and human expertise to the process. From the early 1990s, France had banned the advertising 
of tobacco in public places and had gained experience of the effects of taxing tobacco products on 
consumption, particularly among children and young people. An evaluation of measures taken to date was 
shortly to be completed and France would be glad to share the results with WHO Member States. The 
Health Ministry in France was to become tobacco-free and it was hoped that other ministries would follow 
suit. 

France would play an active role in implementing the framework convention and would volunteer 
to act as a focal point for international action. It fully supported the WHO Tobacco Free Initiative and the 
draft resolution recommended in resolution EB103.R11. 
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Mr SEKOBE (South Africa) said that, in 1998, the South African parliament had passed the Tobacco 
Products Control Amendment Act, the aim of which was to protect children from the effects of smoking; 
it included a ban on tobacco advertising sponsorship and on smoking in the workplace and public places. 
The Act would be implemented with the participation of relevant government departments and social 
partners, taking into account the economic and development implications. 

South Africa fully supported the work of WHO on tobacco control and was grateful for the technical 
support it had received. 

He endorsed the draft resolution recommended by the Executive Board, subject to the addition of 
the words "relevant structures such as" between "to establish" and "national commissions" in operative 
paragraph 2(4). He believed that the addition would allow for the varying structures existing in different 
countries without diminishing the importance of the resolution. 

Ms W ANGMO (Bhutan) noted that tobacco killed users and harmed non-users. If the pandemic was 
not controlled, it was likely to cause at least 10 million deaths a year by 2030, 70% of them in developing 
countries. Through the observance of World No Tobacco Day, Bhutan had been able to generate 
significant community support and awareness of the health hazards of smoking. Eight districts of Bhutan 
had been declared tobacco-free, seven of which had been awarded the WHO medal; a further four districts 
would be tobacco-free by June of that year. The Food and Drug Programme, fully integrated with other 
health programmes, was contributing to the Tobacco Free Initiative in her country. 

Despite strong political will and commitment in Bhutan, which was not a tobacco-producing country, 
tobacco products were still easily accessible, and there had been rapid changes in lifestyle and behaviour, 
especially among young people. Bhutan therefore urged WHO to intensify its efforts on policy, trade and 
international legal aspects of tobacco control, in order to have an impact on the global tobacco pandemic. 
Recognizing the leadership of WHO in that field, she fully supported the draft resolution before the 
Committee. 

Dr FIKRI (United Arab Emirates) said that the United Arab Emirates was convinced of the harmful 
effects of tobacco and had taken a number of steps to combat smoking, including the introduction of draft 
legislation which, it was hoped, would lead to the prevention of smoking. In order to protect the health of 
both the individual and the community, the United Arab Emirates fully supported the Tobacco Free 
Initiative and looked forward to establishing the structures for its implementation. The Ministry of Health 
of his country was preparing a symposium to be held in November 1999 on the role of educators in 
preventing smoking, the aim of which was to involve other government sectors such as teachers in 
heightening awareness on the harmful effects of smoking. 

It was important to include governmental as well as nongovernmental sectors in combating the use 
of tobacco and he therefore supported the draft resolution. 

Dr ABUDAJAJA (Libyan Arab Jamahiriya) thanked WHO for the Tobacco Free Initiative, the 
implementation of which would be a step towards a tobacco-free world. He expressed support for the draft 
resolution recommended by the Executive Board. His country was ready to participate in the preparation 
of the framework convention. 

He agreed with the delegate of France that the issue of taxation should be further explored. He 
advocated its inclusion in national legislation, as the revenue gained could be used to fund the Initiative. 

Mr DE SILVA (Sri Lanka) lent his full support to the draft resolution and commended the leadership 
of WHO in its promotion ofthe Tobacco Free Initiative. 

Tobacco consumption was not only harmful to health, but also a factor in the social and economic 
problems which beset the Third World: poor people tended to spend a disproportionate amount of their 
income on tobacco, leaving less to spend on food for their families. 

As a developing country, Sri Lanka recognized those problems and, indeed, had already taken strong 
action to control the use of tobacco. Following legislation curbing tobacco advertising, the Sri Lankan 
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Government had compensated sporting bodies for the loss in sponsorship revenue to the tune of several 
million rupees. 

Both developed and developing countries had expressed support for the Tobacco Free Initiative and 
consequently there should be no difficulty in agreeing on a concentrated and effective programme, 
including the framework convention. He underlined that many tobacco-growing countries in the 
developing world had indicated their willingness to forego the economic advantages of that production in 
favour of the Tobacco Free Initiative. 

The efforts of the poorer nations would be compromised, however, if the leading developed countries 
did not stand up to the tobacco industry lobby and if governments did not provide funding to counter the 
loss from tobacco sponsorship. Echoing the views ofthe delegate of Greece, he called upon all countries 
to support the Tobacco Free Initiative in the interests of both democracy and transparency, and to ensure 
that the tobacco industry lobbying and funding be made public. 

Mr PARK (Republic of Korea) said that, according to a recent survey carried out by the Korean 
Institute ofHealth and Social Affairs, the smoking rate of the male population in the Republic of Korea was 
68.2%- perhaps one of the highest in the world. An increase in the number of women and adolescents who 
smoked had also been recorded. 

In 1995, the Ministry of Health and Welfare in the Republic of Korea had launched a Health 
Promotion Law in order to enforce anti-smoking programmes. Measures included mandatory health 
warnings on cigarette packets, a restriction on tobacco promotion and advertising, and bans on smoking 
in public areas such as trains and hospitals. 

An additional tax of two Korean won had been imposed on each packet of cigarettes from May 1997, 
contributing to a special fund of more than US$ 7 million a year. It was hoped that the measures introduced 
would reduce the male smoking rate to 55% by the year 2003. 

The Republic of Korea would support the Tobacco Free Initiative and participate in preparations for 
the proposed framework convention. As the convention was a new departure for WHO, he recommended 
that progress and implications should be continually reviewed. 

Ms HEREDEA (Romania) said that, in Romania, the Government had recently banned tobacco 
promotion in public places, including advertising in cinemas. That measure would have been unthinkable 
only a few years previously, and its success had encouraged her country to consider further steps. 

She welcomed WHO's Tobacco Free Initiative, which would provide useful guidelines. She 
expected that the framework convention on tobacco control would help countries to tackle an avoidable 
cause of disease. 

Dr Sulaiman took the Chair. 

Dr GARCiA TuNON (Spain) said that one of the advantages of the framework convention on 
tobacco control would be that governments could pursue national policies without the risk that their effects 
might be diminished or negated by transnational phenomena. The adoption of the draft resolution would 
be essential in providing the necessary impetus for the worldwide controls which would lead to freedom 
from tobacco. Spain joined the long list of speakers agreeing with and actively supporting the draft 
resolution. 

Dr KERESZTY (Hungary) said that, until recently, tobacco control in Hungary had been perceived, 
even by some decision-makers, as an issue coming only within the province of health education, civil 
movements and nongovernmental organizations. Smoking was further perceived to be part of the national 
heritage. However, evidence-based health policy had led to the introduction of a new act to protect non
smokers and to curb the promotion of tobacco products. However, the act, due to become law in November 
1999, would only solve the problem of smoking as part of a wider framework of international instruments 
aimed at protection of non-smokers, prevention of smoking, especially among new consumers, and control 
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of industry, trade and advertising. Thus Hungary warmly welcomed and supported the proposed framework 
convention and would participate in the preparatory work. 

Dr THORNE (United Kingdom of Great Britain and Northern Ireland) said that the dangers of 
tobacco use were well documented. In 1998 alone, as the draft resolution pointed out, at least 3.5 million 
lives had been lost due to tobacco use and there were projected to be over 10 million deaths a year by 2030, 
70% of which would be in the developing world. The proposed framework convention would be an 
important tool for the control of tobacco use, advertising, sponsorship and trade. 

As tobacco promotion and the recruitment of new and young smokers became more difficult in the 
developed countries, there had been a trend to target promotion in developing countries. That trend should 
be stopped. She fully understood the anxieties of Member States that were tobacco producers and 
recognized that work remained to be done in that area. However, that should not deflect WHO from its 
goal of a tobacco-free world. 

In the white paper "Smoking kills", the United Kingdom had stated its commitment to developing 
the framework convention, and it looked forward to playing a full part in the process together with Member 
States, other United Nations, nongovernmental and voluntary organizations. The United Kingdom 
welcomed the draft resolution and urged all Member States to support it. 

Mr PILIW AS (Papua New Guinea) commended the Director-General on the Tobacco Free Initiative, 
which he supported unequivocally. Papua New Guinea had been highly critical of the hitherto slow and 
weak impact of country-level initiatives. Smaller nations such as his own were fighting against powerful, 
resource-rich corporate agencies, which had infiltrated their systems to such an extent that the war was not 
being won, even through legislation. The serious social and economic consequences for governments could 
not be over-emphasized. He called for a review of existing weak interventions, as well as the strengthening 
of leading interventions that had reduced smoking prevalence, in particular higher taxation and the more 
equitable sharing of benefits. 

The Tobacco Free Initiative should focus its support on the smaller developing countries such as the 
Pacific island nations and territories, so they might share in the benefits experienced by other countries. 
The double burden of old and new diseases, coupled with their geographic and economic frailty, rendered 
those countries highly vulnerable and in need of extra resources to strengthen weak systems. He 
recommended that Member States which were harbouring corporate giants should take a tough stance 
against them. Once weakened in their homelands, they would lose their ability to extend their influence 
into other countries. 

Mr PETTERSSON (Sweden), endorsing many of the points raised by previous speakers, said that 
a breakthrough appeared to be taking place in the fight against tobacco. The potential health impact of the 
Initiative would contribute significantly to the reduction of inequalities in health. 

The gender aspect of tobacco smoking was vital. Though males had traditionally been the main 
victims of smoking worldwide, women were being increasingly targeted by the industry. However, the 
greater prevalence of smoking among women in his own and other countries was not pre-ordained; it could 
be prevented and the Tobacco Free Initiative could make a difference. The Initiative also needed to pay 
attention to instruments for combating tobacco smuggling, which was not good business for any country, 
producer or manufacturer since all were losers. According to data from the Evidence and information for 
policy cluster, tobacco as a single risk factor had represented 4% of the total burden of disease in the world 
in 1995. Regrettably, hard facts such as those appeared to have little impact on action against tobacco. He 
therefore urged that the working group proposed in the draft resolution, in which Sweden was willing to 
take an active part, should analyse the mechanisms behind successful interventions in Member States to 
obtain useful elements for inclusion in a framework convention protocol. 

He wholeheartedly endorsed the draft resolution. 

Mr RAHMAN (Bangladesh) said that tobacco, as the Director-General had once rightly remarked, 
was a killer. However, despite the request in resolution WHA49.17 for initiation of a framework 
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convention on tobacco control, no significant progress had been made. As the dangerous menace of 
tobacco continued to spread in developing countries, the Tobacco Free Initiative was therefore very timely. 
The amount of work that had been carried out in a very short time was very laudable and clearly reflected 
the Director-General's determination. He welcomed the many donor contributions to the Initiative and 
expressed his support for higher regular budget allocations to it. 

The draft resolution had been prepared by a working group under the aegis of the Executive Board 
in a fair and open manner. Even non-members of the Board had been able to participate through Board 
members from their regions. The establishment of national commissions had been one of the many issues 
to arise. Despite the recent astonishing revelations from the World Bank on tobacco economies, he felt 
there was reasonable justification for the amendment to operative paragraph 2( 4) proposed by Zimbabwe 
since it was an important issue for agriculturally dependent countries and could not be ignored. 
Nevertheless, he was convinced of the need to retain the paragraph and was therefore ready to support the 
amendment proposed by South Africa. Since, in order to eliminate the menace of tobacco and move the 
framework convention process forward as quickly as possible, it was necessary to have the support of all 
the Member States, he suggested merging the two amendments. 

He was strongly in favour of encouraging and facilitating the participation of nongovernmental 
organizations in the preparation of the framework convention since they could make a significant 
contribution to the campaign against tobacco. 

Mr CICOGNA (Italy), expressing his firm support for the Tobacco Free Initiative, said that the fight 
against smoking was a high priority under Italy's National Health Plan 1998-2000. Italy would give its 
usual high level of importance to World No Tobacco Day on 31 May at national, regional and local level. 

Dr BERLIN (European Commission) congratulating the Director-General on her important and bold 
initiative, said that the European Commission recognized how difficult it was to make progress and reach 
binding agreement in that field. 

At the proposal of the European Commission, the European Parliament and the Council of Ministers 
of the European Union had over a period of years adopted a series of binding legislative measures 
applicable to the 15 countries of the Union in the field of tobacco control, regarding warnings, labelling, 
tar content, chewing tobacco, as mentioned by the delegate of India, and the banning of advertising of 
tobacco products, including at Formula 1 racing events as mentioned by the delegate of Finland. It had 
been extremely difficult to reach agreement on some of the decisions and many years of intensive 
negotiations had been required. 

During the Director-General's visit to Brussels earlier in the year, the Commissioner responsible for 
public health had expressed his deep concern at the smoking epidemic and his wish to collaborate with, and 
assist WHO on the basis of the European Community's experience. A working document on health and 
enlargement of the Union, issued earlier in the week by the Commission Services, stressed the need for 
emergency action against smoking in the candidate countries, in addition to their obligation to comply with 
the acquis communautaire in that field. The tobacco epidemic in central and eastern Europe was of major 
concern to the European Commission. 

On the matters covered by Community legislation and policies, Member States had transferred their 
competency, including negotiating treaties, to the European Community. He assured the Committee that 
the European Commission, on behalf of the Member States of the European Union, and on matters covered 
by European Community competence, would be a constructive player in the negotiations. In view of the 
global nature of the tobacco epidemic an international convention was essential. 

Dr GHEBREHIWET (International Council of Nurses), speaking at the invitation of the 
CHAIRMAN, said that his organization, as a federation of 119 associations and millions of nurses 
worldwide, was working to ensure quality of care and sound health policy globally. 

He applauded the Tobacco Free Initiative and the strategies to combat the tobacco epidemic. The 
proposed framework convention on tobacco control was a public health movement that was worthy of full 
support. The world health report 1999 had clearly identified the health and economic consequences of 
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tobacco and set out the strategies and principles of effective tobacco control. The Council was delighted 
to be part of the concerted global effort against the deadly epidemic. 

The burden of preventable tobacco-related disease and poor quality of life was all too familiar. In 
dealing with any epidemic, time was of the essence. Action now could prevent millions of people from 
becoming victims of tobacco addiction, and the four million people who died each year could also be saved, 
if only tobacco were treated as a serious public health threat and a deadly epidemic requiring a global 
public health response. 

In partnership with its members, other health profession organizations, WHO and others, his 
organization continued to be part of the global initiative to combat tobacco. Through its position 
statements, guidelines, policies and resource materials, it worked to mobilize the millions of nurses 
worldwide to act as trend setters in combating the tobacco epidemic. Their versatility in training and their 
considerable presence in health facilities, factories, schools, homes and other places where people lived and 
worked, provided nurses with unique opportunities to be key players in the war against tobacco. Through 
effective mobilization and partnership with other health care providers, community and religious groups, 
and policy-makers, nurses had the capacity to be a formidable force in combating the tobacco epidemic. 

His organization took the present opportunity to renew its partnership with WHO and others to create 
healthy futures that made a difference to people's lives. As Richard Peto had said, "we cannot just stand 
by and count the dead". It was time to confront the silent tobacco epidemic, to gear up and to make a 
difference. 

Mrs HERZOG (International Council of Women), speaking at the invitation of the CHAIRMAN, 
said that the Director-General was to be commended on having called upon drug regulators to subject the 
sale and promotion of tobacco products to the same rules as other nicotine-containing drugs. Once tobacco 
was considered a drug, it was subject to labelling and advertising rules. It was then up to Member States 
to prove to WHO that effective measures had been taken to implement such rules. 

Paper 3 ofthe Technical Briefing Series1 gave examples of the role nongovernmental organizations 
had played in the formulation of codes and treaties and in raising awareness among decision-makers and 
at the grass-roots level. In advance of the Health Assembly, nongovernmental organizations had joined 
together in support of the proposed framework convention and the fight against tobacco. Her organization 
would send the Technical Briefing Series to all its national councils with a covering letter urging them to 
act in favour of the convention in their respective countries. 

The World Bank briefing had stressed the need, in working with young people, not to overlook 
adults. In the same way, in working for smoking cessation, it was important not to forget prevention or to 
overlook the young. That advice applied to governments, nongovernmental organizations, WHO and other 
agencies alike. Young people were the target population of the tobacco industry and should be involved 
from the earliest stages in the planning of activities and programmes since they were the ones who knew 
what influenced them and how. If they were to be reached they must be involved as partners, otherwise 
they and the battle would be lost. 

Three points were submitted for consideration by WHO. First, the briefing series and other relevant 
material on the economic aspects of tobacco control should be sent to ministries of finance, trade, 
commerce, economics, etc. Those were the institutions that had to be convinced. Second, although 
regulations differed between countries, the exchange of experience and information and the publication of 
success stories might be useful to other Member States. Third, all premises where the Health Assembly 
and its committees met should be tobacco- and smoke-free. 

Dr REINSTEIN (World Self-Medication Industry), speaking at the invitation of the CHAIRMAN, 
said that his organization, whose members were associations of non-prescription medicine manufacturers 
in 56 countries, would welcome development of the WHO framework convention on tobacco control. It 

1 Document WHO/NCD/TFI/99.3: Mobilizing NGOs and the media behind the International Framework Convention 
on Tobacco Control. 
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was abundantly clear that strong efforts for tobacco control were a worldwide necessity and that all players 
must be mobilized to help reduce the death and disease caused by tobacco use. A framework convention 
was a critical step in harnessing the efforts of governments, nongovernmental organization, the media and 
others to that end. 

He was particularly pleased that such a convention and its subsequent protocols would further 
facilitate appropriate partnerships between the private sector and governments, WHO and nongovernmental 
organizations in helping to reduce the effects of the tobacco pandemic. WHO had already shown the way 
to engage the best efforts of natural partners in that effort and had created opportunities for constructive 
participation by the private sector in its public health work. 

There was a coalition of interests between the private and public sectors in many areas, of which 
tobacco control was one of the best examples. He looked forward to continued active collaboration with 
the Tobacco Free Initiative and expressed his support for WHO's efforts to spearhead the work on a 
framework convention on tobacco control. 

Ms MULVEY (World Vision International), speaking at the invitation of the CHAIRMAN, said that 
the proposed framework convention on tobacco control could be an important step forward for public 
health, social justice, human rights, consumer protection and a sustainable economy. WHO had well 
documented the global impact of tobacco addiction, a problem that required international solutions since 
many governments, particularly in poorer countries, were not equipped to control policies and practices of 
major tobacco companies with revenues greater than the gross domestic product of many countries. The 
NGO Forum for Health, which involved 580 nongovernmental organizations, regarded the convention as 
beneficial to both North and South. Many forms of tobacco promotion operated internationally and 
therefore had to be regulated internationally so that coordinated global action was needed to protect 
children in particular and force transnational tobacco corporations to respect common standards. At the 
same time, those corporations were dumping their products in the South, introducing new promotional 
tactics, supporting smuggling and aggressive advertising targeting women. With interests contrary to the 
health aims of WHO and national governments, they had manipulated public health policy by contributing 
financially to policy-makers, inserting loopholes into legislation, hiding behind front groups, suing to block 
implementation and even disobeying the law. The tobacco industry's proven history of deception should 
disqualify it from participating in legitimate public institutions. WHO should urge limitation of the access 
of tobacco corporations to public policy decision-making. In regard to the social cost of tobacco, tobacco 
transnationals were seeking to increase international sales as certain countries began to try to recover some 
of the health costs incurred by tobacco addiction. The proposed convention could establish the "polluter 
pays" principle universally and prevent the economic burden related to tobacco from falling 
disproportionately on poor countries. A World Bank report had shown that tobacco control was not only 
good for health but also good for the economy. World Vision International strongly supported the high 
priority given to the Tobacco Free Initiative, which it was hoped would be reflected in the resources 
devoted to the issue, especially in the South. However, the NGO Forum for Health had expressed concern 
about WHO's partnership with the pharmaceutical industry, which might result in the diversion of WHO 
resources from prevention, in particular in the poorer countries, to medicalized cessation initiatives in which 
that industry had a vested interest. WHO's partnership with an industry it was meant to regulate might cast 
doubt on its objectivity in other matters. 

The proposed framework convention on tobacco control should set minimum not maximum 
permissible standards for national regulations. Such an initiative would send a strong message to 
governments, corporations and civil society that health-threatening industrial policies and practices would 
prompt preventive and corrective action at global level. 

Dr BALE (International Federation of Pharmaceutical Manufacturers Associations), speaking at the 
invitation of the CHAIRMAN, said that his Federation, as a nongovernmental organization representing 
the research-based pharmaceutical industry and other manufacturers of prescription medicines worldwide, 
strongly supported the Tobacco Free Initiative and commended WHO's efforts to address the negative 
impacts of tobacco dependency throughout the world. Combating the substantial global health threat 
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represented by tobacco-related death and disease called for cooperation between governments and 
nongovernmental organizations, including the private sector. 

His organization, together with its innovative companies that were developing anti-tobacco products, 
pledged its continued support to the Tobacco Free Initiative and the draft resolution, which would give 
WHO the mandate to convene a working group and begin the negotiation process needed to make the 
proposed framework convention a reality. The pharmaceutical industry would play a constructive role in 
that process. 

Dr Y ACH (Project Manager) said that, as the delegate of Sweden had remarked, a new phase in 
global tobacco control had begun, but such global efforts would not succeed without national action. The 
Director-General's initiative had already led to significant policy shifts in the institutions of Member States 
and in international and intergovernmental agencies. But national action alone, although essential, would 
not be enough to achieve global tobacco control. The proposed framework convention represented the first 
use by WHO of its treaty-making authority and underlined the importance attached by WHO to the public 
health impact of tobacco consumption. The project required comprehensive multisectoral approaches with 
local, national, regional and global strategies operating in harmony. 

WHO was working to respond to the need to strengthen national capacities, its own presence in 
countries and the leadership role in capacity-building of its regional offices. It was also important that 
countries, as many delegates had pointed out, should not feel isolated in drafting legislation or in resisting 
challenges to legislation in the courts but know that they could rely on WHO support and links to other 
countries. Through its website, the Internet and other electronic means WHO was seeking to provide 
countries with the best information, best practices and most successful methods, with the emphasis on 
legislative support but also on economic support in conjunction with the World Bank. Partnerships were 
of great importance and a United Nations system-wide approach to tobacco control was being developed 
with other agencies as a practical means to achieve concerted action at national level. Work on .tax policy, 
legislation and youth-led actions in the context of a United Nations Foundation project had already started 
in at least one country in every region. 

A number of delegates had remarked on the progress in WHO's cooperation with nongovernmental 
organizations. That would continue, as would its cooperation with religious groups. The Organization was 
also seeking new ways of working with the private sector within WHO's ethical guidelines. 

The World Bank report, which for many persons set forth the truth concerning the economics of 
tobacco for the first time, would be disseminated to the ministries of finance of every country when a full 
report became available in June. A forthcoming meeting of the Policy Advisory Committee of the Tobacco 
Free Initiative would bring together the International Monetary Fund, the World Bank, treasury and other 
officials with a view to promoting concerted action in connection with WHO's public health activities. In 
regard to taxation, he noted the call by the Libyan Arab Jamahiriya for the devoting of a proportion of tax 
revenue to tobacco control, which was the kind of best practice that WHO should support and propagate. 

Although global action against the consumption of tobacco was important, it was also necessary to 
focus on individuals. Hence the importance of the World No Tobacco Day, which in the current year 
targeted cessation and in 2000 would focus on an entertainment approach with the aim of enlivening with 
a sense of humour a debate that, although dealing with a life-threatening subject, was often seen as boring. 
The United Nations Foundation had already announced its support to WHO headquarters and regional 
offices for a tobacco free media initiative throughout the world. 

In regard to the process of preparing the framework convention, all Member States were invited to 
take part in the working group and subsequent intergovernmental negotiating process, which, as the 
delegates of Turkey, Greece and Sri Lanka and the representative of World Vision International had 
remarked, needed to be democratic and transparent. In response to those delegations that had called for 
a speeding-up of the process, there appeared to be no legislative reasons why the convention with its initial 
protocols should not be concluded by 2003. A number of comments had been made on actual and 
promised resources for the next few years. A meeting had been held in Canada and others were scheduled 
for India, Japan, Norway and Singapore. He took note of the comment that health-for-all values should be 
respected in implementing tobacco control policies. The Initiative would need an explicit gender-focus, 
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an explicit acknowledgement of the equity implications and attention to the human rights dimension of 
tobacco control. In regard to human rights, WHO would soon complete a review of the Convention on the 
Rights of the Child and its implications for tobacco control. As for making the United Nations General 
Assembly non-smoking, work was continuing with United Nations colleagues to make that a reality in 2000 
and had the Director-General's strong support. 

After drawing attention to a minor typographical error in the draft resolution, the second preambular 
paragraph of which should, after the words "expected activities", contain the word "(annexed)", he noted 
that the benefits of the draft resolution, if approved, would be felt in terms of a worldwide reduction in 
noncommunicable disease and death long before the ultimate ratification of the convention. 

Mr BURCI (Office of the Legal Counsel), responding to the delegate of Greece, said that the outline 
of expected activities was a document elaborated for the guidance of delegations seeking to follow the 
sequence of events and activities linked to the process. It had been part of the Director-General's report 
to the Executive Board in January 1999 and as such had been referred to in the second preambular 
paragraph of the draft resolution as having been considered by the Assembly. Hence, the outline of 
expected activities in no way overrode the legal framework set out in paragraph 1 of the draft resolution. 
Paragraph 1 (2) required the working group established by the Health Assembly to report on progress to the 
Executive Board at its 1 05th session and to complete its work and to submit a report to the Fifty-third 
World Health Assembly. The text therefore made it clear that the working group's report to the Executive 
Board would be a progress report only, but that its full substantive report would be made to the Health 
Assembly. The reference contained in the outline of expected activities was thus compatible with the 
provisions of paragraph 1, taking into consideration Article 28 of the Constitution setting out the functions 
of the Executive Board, which included advising the Health Assembly on matters referred to it and various 
other matters. The draft resolution therefore should be read as stating the authority of the Board to make 
known its views to the working group as a subsidiary body of the Health Assembly and if it considered it 
appropriate, to the Health Assembly. 

Mr COUNDOUREAS (Greece) said that he could accept operative paragraph 1(2) as it stood on the 
understanding that the interpretation given by the Office of the Legal Counsel confirmed his position that, 
although the Executive Board was competent to make its views on the work to be done by the working 
group between January and May 2000 known to the group, it had no authority to give it directions on the 
subject. Greece's concern on what it regarded as a substantive issue had been prompted by the fact that 
many members ofthe World Health Assembly were not members of the Executive Board. Although the 
Board's views, advice and suggestions in regard to the working group were acceptable and welcome, the 
imposition of directions regarding the framework or scope or substance of the future negotiations by a 
limited number of members of the World Health Assembly was not. 

The draft resolution, as amended, was approved.1 

Revised drug strategy (Resolution EB103.Rl) 

The CHAIRMAN invited the Committee to consider the draft resolution contained in resolution 
EB103.Rl. 

Dr SANOU IRA (representative of the Executive Board) recalled that, in May 1998, the Fifty-first 
World Health Assembly had considered resolution EBl Ol.R24 on the revised drug strategy. Many 
delegations, however, had raised questions concerning the scope of the resolution and a working group had 
been set up. As the working group had failed to reach consensus, the Health Assembly had decided to refer 
the matter back to the Board which, at its 1 02nd session, decided to establish a two-tier method of working, 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA52.18. 
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with an open-ended ad hoc group assisted by a subgroup to facilitate contact between WHO and interested 
partners. The groups had met in October 1998, with broad representation including 59 Member States, 
representatives of WIPO, WTO, industry and relevant nongovernmental organizations in order to draft a 
resolution for consideration by the Executive Board at its 103rd session. The discussion had covered 
pharmaceutical products and world trade agreements - questions which in the original resolution had given 
rise to divergent views. The ad hoc group had concluded that the text of the original resolution should be 
adopted, as it was balanced and reflected a broad consensus. However, it was stressed that in future a 
certain vigilance was required concerning the influence on public health of the agreements concluded at 
WIPO and WTO. The text put forward by the ad hoc group had been adopted by the Board in January 
1999 in the form of the draft resolution now before the Health Assembly. The Board had noted the 
Director-General's emphasis on the need to improve interaction with WTO in order to ensure that health 
aspects were taken into account in matters of trade and globalization, and that health matters were dealt 
with before official measures were adopted. The Board had also emphasized the importance of facilitating 
access by developing countries to essential drugs and improving drug quality. The resolution was not an 
end in itself but an instrument for attaining the goals sought. Much remained to be done at world and local 
levels, applying the same principles of transparency and partnership, as had prevailed during the 
discussions and negotiations. 

The draft resolution was approved by acclamation.1 

Mr VOIGTLANDER (Germany), speaking on behalf of the European Union, said that, while the 
burden of disease was growing worldwide, in particular in developing countries, one-third of the world's 
population still had no guaranteed access to essential drugs, rational use of drugs, and drug quality. A high 
level of health protection was a fundamental objective of the European Union, which had therefore 
participated actively in the process of negotiating the resolution just approved on the revised drug strategy 
and could accept the achieved results which respected the balance between health and trade interests within 
the scope of the Agreement on Trade Related Aspects of Intellectual Property Rights (TRIPS). The 
European Union fully supported the resolution. 

Dr NIGHTINGALE (United States of America), commended all those who had been involved in 
preparation of the resolution on their excellent work, which had overcome many of the problems that had 
existed at the previous World Health Assembly and had opened the way toward consensus. The Director
General's personal involvement had been instrumental in achieving that consensus. Furthermore, it was 
important that the Director-General had initiated ongoing dialogues with the World Trade Organization and 
with industry and consumer circles, upon which he requested that Member States be kept informed. 

Ms SILKA VUTH (Thailand), supporting the resolution, said nevertheless that her delegation 
considered TRIPS to have a negative impact on public health in terms of access to essential drugs, 
especially in developing and least developed countries. She strongly recommended that WHO should take 
prompt action to develop and apply indicators to determine what impact, positive or negative, TRIPS was 
having in countries, and particularly in developing countries and undertake further work on the many new 
topics raised since the previous World Health Assembly, such as access to drugs, transfer of technology 
and local production, new drugs, counterfeit drugs, human resources and gender issues. In view ofthe 
urgency and scope of the problems associated with pharmaceuticals and trade, she urged that WHO's 
relevant action be time-bound and outcome-oriented. Thailand advocated effective and collective 
implementation of the resolution by WHO and its Member States. In particular every effort should be made 
to ensure that public health concerns and their implications were duly taken into account when considering 
trade issues. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA52.19. 
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Dr SHIN OZAKI (Japan) expressing his support for the resolution, stressed the importance of WHO 
strengthening its efforts to promote full access to pharmaceuticals in developing countries in order to ensure 
total health care, namely the control of both communicable and noncommunicable diseases. 

Ms PAULINO (Philippines), commending the resolution, said nevertheless, that although TRIPS 
provided some scope for the protection of public health, such protection was insufficient to meet the needs 
of many developing or least developed countries. On the understanding that operative paragraph 1(2) of 
the resolution, in saying that public health interests were paramount in pharmaceutical and health policies, 
implied that in the formulation and implementation of pharmaceutical policies, public health concerns took 
precedence over commercial, trade, or other economic interests, she suggested that Member States 
concerned should carefully consider their own interpretations of that and other sections of the resolution. 

Dr BENAVIDES COTES (Colombia), speaking also on behalf of Bolivia, Chile, Ecuador and Peru, 
said that national pharmaceutical industries in developing countries did not have sufficient financial 
capacity to invest in research and development, particularly with regard to new compounds. The trust those 
countries placed in WHO's equity and balance had led them to accept the Organization's recommendation. 
However, the funds received by WHO from the international pharmaceutical industry were causing concern 
over the balance between economic aspects and public health benefits. Care should be taken not to lose 
sight ofthe fundamental aspects of public health as embodied in WHO's Constitution. The gap between 
developed and developing countries must be narrowed. Moreover, WHO's presence was needed in 
negotiations on the purchase of high-cost drugs to deal with such diseases as cancer or HIV I AIDS, so as 
to improve accessibility of drugs for developing countries and break down trade barriers. Attention to those 
needs was as important as ensuring countries' participation in the mechanisms envisaged in the resolution. 

Dr BALE (International Federation of Pharmaceutical Manufacturers Associations), speaking at the 
invitation of the CHAIRMAN, said that companies with membership in his Federation developed and 
delivered the vast majority of new medicines and vaccines, and produced a large proportion of the world's 
generic and nonproprietary medicines. Welcoming the resolution and the Director-General's call for 
partnership between WHO and other governmental and nongovernmental organizations, he noted that the 
Federation had worked with WHO on issues concerning: drug access (in particular economic, political and 
infrastructure aspects of the problem of accessibility of health care and medicines); drug development 
(focusing on neglected disease areas of concern to developing countries) and the serious problems of 
substandard and counterfeit medicines which were all too prevalent. The Federation had cooperated with 
WHO in the Medicines for Malaria Venture as part of the Roll Back Malaria project and in the Tobacco 
Free Initiative as well as contributing substantially to activities to combat river blindness, malaria, 
lymphatic filariasis and trachoma, and to other joint initiatives with public health agencies. Those 
programmes, and future programmes, would depend on joint cooperation and recognition by all parties of 
the importance of strong intellectual property rights. As the Director-General had stated at the ad hoc group 
meeting preparing the resolution, there was a critical need for certain new drugs and vaccines to be 
developed, which needed an innovative pharmaceutical industry with appropriate incentives for innovation 
and protection of intellectual property rights. International institutions were increasingly seeing the benefits 
of patent protection for public health. It was important that the governments of countries which did not 
recognize intellectual property did not inadvertently hinder access to vaccines by their policies, by 
discouraging legal vaccine technology transfer and by failing to encourage domestic vaccine research and 
development. He noted that partnership did not cover the damaging concepts of compulsory licensing and 
parallel trade. Compulsory licensing outside its narrow anti-trust setting would ultimately only drive 
desired partners away from carrying out critical drug and development research in a wide range of 
infectious and non-infectious diseases. Despite the obvious links between innovation, intellectual property 
and advancement in public health, there remained the concern that as much as one-third of the world's 
population lacked access to safe, high-quality and affordable essential drugs. Some considered that 
intellectual property rights inhibited such access, which was not necessarily true and which might foster 
distrust in areas where partnership was far more likely to lead to desired results on immunization. He 
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expressed the support of the research and development industry for the provisions in the resolution for 
WHO to examine the public health implications of trade agreements, in the hopes that the evidence 
gathered would dispel many misconceptions. 

Ms 't HOEN (Consumers International) speaking at the invitation of the CHAIRMAN, pointed out 
that access to essential drugs was a basic human right and referred to the legitimate concerns that had been 
raised about the negative effects full implementation of certain international trade agreements such as 
TRIPS could have on access to drugs. She quoted a number of examples showing that patents could lead 
to higher drug prices, forming a barrier to access; that new patent legislation was likelY' to have an effect 
on local manufacturing capacity (enforcement of WTO regulations would remove a source of innovative 
quality drugs on which the poorer countries depended); and that patent protection would increase the gap 
in accessibility between North and South. Countries were under strong bilateral pressure and pressure from 
the multinational pharmaceutical industry to adopt legislation that provided a higher level of patent 
protection than was required by international trade law. In interpreting new trade agreements, public health 
interests should prevail over commercial interests - an area on which the WHO/DAP document 
"Globalization and access to drugs: perspectives on the WTO/TRIPS Agreement" (DAP series No. 7 
revised) provided valuable information. It was, however, acknowledged that effective patent protection, 
at the same time as being a prerequisite for a successful, innovative pharmaceutical industry, also protected 
people who needed access to such innovation and provided protection against abuse by· the patent holder. 
The present international trade rules provided sensible ways of doing that, including compulsory licensing. 
She expressed the strong wish that WHO would fulfil the mandate in that area set out in the resolution, by 
assisting countries to maintain health priorities at the same time as they enacted trade rules and reviewed 
the effects of international and multilateral trade agreements in health, particularly access to essential 
treatment. She welcomed the fact that nongovernmental organizations were working with the Organization 
to develop a monitoring system for assessing the level of access to essential drugs including monitoring of 
drug prices. She drew attention to the recent misgivings expressed by a number of nongovernmental 
organizations with respect to WHO's increasing financial links with industry in viewofthe conflicts of 
interest that might arise. Such arrangements ignored the Organization's need for independence from the 
commercial sector. Clear WHO guidelines in that area, transparent decision-making and accountability 
would serve to benefit all partnerships and collaborative efforts currently being developed. The 
organizations she represented would continue to work closely with WHO to promote access to essential 
drugs and their rational use. 

Dr SCHOLTZ (Executive Director) said that approval of the resolution had followed long, 
occasionally controversial and sometimes tense discussions. He thanked those who had worked 
constructively to produce a consensus text. However, views still differed on, for example, the potential 
impact of TRIPS on access to essential drugs and vaccines, especially because more pharmaceuticals 
classified as "essential" were likely to be patent-protected in the future. Further discussions must be 
undertaken in good faith to find innovative solutions to the issue. Issues related to the revised drug strategy 
were being broadly addressed with public-interest nongovernmental organizations, the research-based 
pharmaceutical industry, the generic industry and the self-medication industry. Other parties would be 
involved as required. A communication process was being established with WTO, WIPO and UNCT AD. 

Once adopted by the Health Assembly, the resolution would constitute a major- albeit only a first
step towards a more equitable distribution of health and health care. A number of items had already been 
addressed in the work plans of the Health technology and pharmaceuticals cluster. The implementation 
process would be transparent. Experts from all relevant fields would be invited to support WHO in the 
task, in which the Organization was counting on the collaboration of all Member States. A detailed action 
plan was being drafted in support of the strategic objectives for the cluster specified in the proposed 
programme budget. The focus would not be on predicting the impact of TRIPS on access to drugs but on 
working with countries and interested partners to achieve the best-case scenario, a scenario in which 
necessary new drugs and vaccines were developed and made accessible to all who required them. 
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Eradication of poliomyelitis (Resolution EBl 03.R1 0; Document A52/8) 

Dr SANOU IRA (representative of the Executive Board) said that the Forty-first World Health 
Assembly had established as a WHO objective the eradication of poliomyelitis globally by the year 2000. 
If progress continued at the current pace, that objective might be attained. However, a large measure of 
political will coupled with substantial financial resources would be required to accelerate the initiative. In 
addition, the larger the number of poliomyelitis-free countries, the greater the risk associated with 
laboratory stocks of wild poliovirus. Eradication activities would have to be speeded up in all 
poliomyelitis-endemic countries, especially in the 13 countries posing the greatest problem (Afghanistan, 
Bangladesh, India, Nepal and Pakistan in South-East Asia; Angola, Democratic Republic of the Congo, 
Ethiopia, Liberia, Nigeria, Sierra Leone, Somalia and Sudan in Africa). WHO's advocacy was needed to 
secure the political support and funds needed to conduct those activities. The Organization estimated that 
a total of US$ 1250 million of extrabudgetary resources was needed to bring the initiative to a successful 
conclusion, the current shortfall being US$ 500 million. An amount of US$ 700 million would be required 
over the next three years, the shortfall for that period amounting to US$ 3 70 million. An emergency fund 
was needed to permit a rapid and effective response when windows of opportunity opened in problem 
countries. 

The WHO plan of action for containment of wild poliovirus should be launched in 1999. A 
coordinating group would be set up by WHO to oversee the process. The Executive Board had encouraged 
WHO to mobilize the resources and political will that were needed to attain the Organization's objective 
and approved the idea of an emergency fund. A number of countries were concerned about the possible 
impact of an armed conflict on the poliomyelitis eradication initiative. The Board was very much in favour 
of the possibility of collaboration with other organizations of the United Nations system in organizing 
cease-fire days on which children would be vaccinated against poliomyelitis and other diseases. 

The Committee's attention was drawn to the draft resolution contained in resolution EB103.Rl0. 

Dr AFSAR (Turkey) said that considerable progress had been made under Turkey's poliomyelitis 
eradication programme launched in 1989. However, wild poliovirus circulation continued in a limited area 
in the south-eastern part of the country. Political commitment to and support for the programme had been 
increasing since the second half of 1998. The quality of supplementary immunization activities had been 
enhanced by the use of more mobile teams conducting house-to-house visits to reach every child, detailed 
planning, close supervision in the field, effective social mobilization and fund-raising. Surveillance of 
acute flaccid paralysis had also been improved. The programme was, however, very dependent on 
extrabudgetary and external funds. A four-year plan of action currently provided for intensification and 
expansion of surveillance, training, and programme monitoring and evaluation. 

Since the launching of the programme, Turkey had received extensive technical support from WHO 
as well as financial assistance, mainly for supplementary immunization activities. WHO regional 
coordination of cross-border immunization activities had also played a major role in interrupting 
transmission. Turkey believed that it would soon become a poliomyelitis-free country and viewed 1999 
as a critical year for its endeavour. Countries in need looked forward to continued WHO technical support 
and coordination of cross-border immunization activities and hoped for financial and material support from 
the international community. Political commitment at the national level would also benefit from WHO 
regional and global advocacy. 

The Turkish Government strongly endorsed the draft resolution. 

Dr YUNES (Brazil) said that Brazil was a poliomyelitis-free country. Mass immunization campaigns 
had been conducted on a routine basis for many years. Although poliomyelitis eradication had been 
certified in the Region of the Americas in 1994, continued action was needed to sustain high levels of 
immunization coverage. Brazil was willing to make its expertise available for mass immunization activities 
in poliomyelitis-endemic Member States. 

The international community had reached a crucial point in the poliomyelitis eradication initiative. 
Some countries were major reservoirs of poliomyelitis and others were affected by domestic and foreign 
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conflicts that jeopardized immunization activities. In addition, an inadvertent release from laboratory 
stocks of wild poliovirus could prove disastrous. WHO should assist in combating wild poliovirus and 
collaborate with major virus-stocking laboratories. 

Turning to the draft resolution, he expressed support for the WHO initiative aimed at the laboratory 
containment of wild poliovirus. The Brazilian Government would back up the plan to urge countries to 
inventory laboratory stocks, to destroy stocks of no scientific value and to move remaining stocks ofwild 
poliovirus to interim repositories. 

Immunization and surveillance activities should be continued in poliomyelitis-free countries until 
global eradication was achieved. 

Dr BARTH (Rotary International), speaking at the invitation of the CHAIRMAN, said that Rotary 
International comprised 1.2 million service-minded business and professional leaders worldwide. It had 
been committed to the eradication of poliomyelitis since 1985 and had been working with WHO, UNICEF, 
the United States Centers for Disease Control and Prevention, governments and other partners to eradicate 
the disease by the year 2000. His organization planned to contribute about US$ 500 million to the effort 
by 2005, when the world was expected to be certified as poliomyelitis-free. Of even greater importance 
was the work of hundreds of thousands of Rotarian volunteers at the local community level. An extensive 
advocacy programme conducted by Rotary International with global partners had produced over US$ 500 
million in poliomyelitis-specific grants over the past three years. 

Significant progress had been made to date in poliomyelitis eradication. More than half a million 
cases were being prevented each year. However, as the target date was approaching, his organization 
would support any initiative that would help to direct increased resources and attention to the programme. 

He commended WHO's orchestration of the technical framework for poliomyelitis eradication. 
Complex issues were being addressed with simple, systematic and effective solutions. Cooperation 
between ministries of health, international organizations and nongovernmental organizations was promoted. 
His organization enjoyed a close cooperative relationship with WHO, which it viewed as a model for other 
private/public partnerships in public health. WHO had been instrumental in establishing interagency 
coordinating committees at the national and regional level. Coordinated national immunization days were 
being implemented in different regions. 

However, enormous challenges remained. In order to reap the benefits of the past decade's human 
and financial investment, all partners must continue to mobilize resources directly and efficiently for the 
eradication of poliomyelitis. Other health initiatives, however important, should not detract from the 
urgency of the programme, which had been demonstrably successful in strengthening health care delivery 
systems and increased confidence in national health systems. 

His organization welcomed the draft resolution and the accelerated strategy to ensure the rapid 
interruption of transmission of the poliovirus, including the establishment of an emergency fund. His 
organization would do everything in its power to support achievement of the aim of interruption of 
poliomyelitis transmission by the year 2000. 

(For continuation, see summary record of the eighth meeting, section 1.) 
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2. FIRST REPORT OF COMMITTEE A (Document A52/36) 

Professor AKANOV (Kazakhstan), Rapporteur, read out the first report of Committee A. 

The report was adopted. 1 

The meeting rose at 13:10. 

1 See page 278. 



EIGHTH MEETING 

Monday, 24 May 1999, at 9:00 

Chairman: Dr A.J.M. SULAIMAN (Oman) 

1. TECHNICAL AND HEALTH MATTERS: Item 13 of the Agenda (continued) 

Eradication of poliomyelitis (Resolution EB103.Rl0; Document A52/8) (continued from seventh 
meeting, section 1) 

Dr SIL W AMBA (Zambia) said that his country had had great success in the eradication of 
poliomyelitis, particularly over the past three years, and now had well-coordinated surveillance and 
excellent laboratory services. However, those efforts were continually threatened by the sociopolitical 
instability within the Region. In view of the continuous influx of thousands of refugees to Zambia, he 
called upon the international community to redouble its efforts to find permanent peaceful solutions. His 
delegation fully supported the draft resolution contained in Executive Board resolution EB103.Rl0. 

Dr MONISSOV (Russian Federation) also supported the draft resolution. He was, however, aware 
ofthe difficulties in completing eradication of poliomyelitis by the year 2000. After an outbreak in 1995, 
Russia had made considerable progress and approximately 96% of the population was now immunized. 
In the years 1997 and 1998, not a single case of the disease had been recorded, and he expressed his 
gratitude to the WHO regional centre for its support in supplying vaccine and laboratory diagnostic 
equipment for the north Caucasus region. As there had been difficulty in organizing epidemiological 
surveillance, as well as in dealing with the acute flaccid form of the disease in laboratories, his delegation 
looked forward to additional advisory help in certifying poliomyelitis-free areas, as well as cooperation in 
the process leading to the safe keeping of the wild poliovirus in laboratories. 

Ms HARALDSDOTTIR (Iceland) supported the WHO plan for the eradication of poliomyelitis. 
Although poliomyelitis had not been detected for 36 years in Iceland, high quality immunization and 
surveillance would be maintained for as long as WHO deemed it necessary. 

Dr SHINOZAKI (Japan) noted that, as a result of the strong commitment of Member States ofthe 
Western Pacific Region, there had not been any cases involving wild strains of the poliovirus since a case 
reported in Cambodia in 1997. Japan was proud to have made a considerable contribution by supporting 
the supply of vaccines and strengthening laboratory testing. He stressed the importance of establishing 
inventories of laboratory stocks of poliovirus and planning how to handle them after the eradication of 
poliomyelitis. Although bilateral cooperation had mainly been concentrated on national immunization days 
and supplementary immunization days, routine vaccination systems needed to be particularly strengthened 
and plans made for the procurement of vaccine. There was a possibility that once wild strains of the virus 
were no longer detected, the donor community would immediately discontinue its activities. He urged 
WHO to continue its strong lead in the fight against poliomyelitis, so as to achieve the goal of a completely 
poliomyelitis-free world. 

Dr ORASA KOVINDHA (Thailand) said that Thailand had participated in the WHO eradication 
programme and had been poliomyelitis-free since 1998. The eradication initiative was now in a crucial 
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phase, with the disease remaining endemic in some of the most difficult countries, three out of six of those 
being in the South-East Asia Region. She consequently urged WHO to increase its efforts on behalf of 
those countries and to develop innovative models for accelerating the eradication activities. 

Mr MAJORl (Italy) thanked the Director-General for the comprehensive report on poliomyelitis 
eradication and said that his Government was committed to financially supporting the eradication effort in 
Africa, Asia and the Eastern Mediterranean and European regions, with actions such as "Operation 
MECACAR". The initiative was at a crucial phase and he therefore strongly supported the draft resolution. 

Dr CHERAGHCHI (Islamic Republic of Iran) said that, as the eradication of poliomyelitis was 
within sight, it was time for Member States to look beyond their own borders and contribute to the 
eradication of the disease in neighbouring countries. That policy was being implemented by the Islamic 
Republic oflran, which had conducted mass immunization for under five-year-olds in border provinces, 
synchronized with national immunization days in those countries with a common border. Coverage of 
almost 100% had been achieved for children under one year of age. In 1998, only three cases of the disease 
had been detected in a border area. He supported and endorsed the draft resolution. 

Dr MASHKHAS (Saudi Arabia), speaking on behalf of the Gulf countries, thanked WHO and the 
countries of the Region for their successful efforts in eradicating poliomyelitis. Saudi Arabia had made 
considerable progress in collaboration with other States in the Gulf Cooperation Council and 90% of 
children were now immunized. Programmes had been drawn up for various regions suffering from acute 
forms of the disease and an attempt had been made to increase public awareness within the Gulf States, 
where there were still some incidences. He supported the draft resolution and looked forward to complete 
eradication of poliomyelitis by the year 2000. There was little time left and it was perhaps unrealistic to 
hope to eliminate every case of the disease, but the world community had to do its utmost, particularly in 
regions where poliomyelitis was endemic. 

Dr MARQUES DE LIMA (Sao Tome and Principe) said that although in many countries 
poliomyelitis was no longer endemic, in Africa a great deal of progress had yet to be made to reach the 
target of eradication by the year 2000. That was partially due to failure to mobilize efforts at the 
community level. He urged Member States to support the WHO action plan to confine the wild poliovirus 
to high-security laboratories and in that connection, he proposed two amendments to the text of the draft 
resolution. 

In both operative paragraph 3, subparagraph 4, and in operative paragraph 4, subparagraph 5, to 
replace "en laboratoire" with "dans des laboratoires de securite maximale". 

Mr RAHMAN (Bangladesh) expressed his support for the draft resolution. Bangladesh was still a 
major reservoir for poliovirus, although five national immunization days had been carried out since 1995, 
reaching a large number of children. Further, in 1999, house-to-house immunization had been carried out. 
It was not easy for a country such as his to implement the terms of the draft resolution successfully. He 
urged WHO to divert more funds to that high-priority programme, which was crucial to the whole of the 
South-East Asia Region. 

Ms WANGMO (Bhutan) said that since the start of the global poliomyelitis eradication programme 
in 1988, substantial progress had been made and some areas were now poliomyelitis-free. Successful 
national immunization days had been held, achieving 99% coverage and the trend was optimistic. 
However, efforts still had to be intensified to synchronize and coordinate activities at all levels and, in that 
connection, she looked forward to WHO's support. Since one of the poliovirus reservoirs lay in her 
Region, more innovative strategies were required in order to achieve the joint target. Her delegation fully 
supported the draft resolution. 
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Dr ABEBE (Nigeria) said that the poliomyelitis eradication programme had received high-level 
support in Nigeria and would no doubt be carried forward by the new Government. Immunization coverage 
had dropped from 60% at the beginning of the eradication campaign to below 30% between 1992 and 1997 
in her country. As part of the "Kick Polio out of Africa" campaign, the first national immunization days 
had been held in 1996 and repeated in 1997 and 1998. A coverage of over 80% had been achieved in some 
areas and over 100% in others. To measure the effectiveness of those campaigns, an acute flaccid paralysis 
surveillance system had been set up nationwide in 1998, and officers had been trained down to the 
community level to carry out active searches for cases of acute flaccid paralysis. The surveillance data had 
revealed that the wild poliovirus was still widespread in Nigeria. Two laboratories had been set up and two 
more were required to strengthen the surveillance system. The first round of house-to-house subnational 
immunization days had been carried out in 15 states and the second was about to begin. One finding from 
that exercise was that up to 15% of children under five years of age in certain states had never been 
immunized. The routine immunization coverage was below 40% and a five-year strategic plan had been 
drawn up to address that issue, including further national immunization days, "mopping up" immunization 
campaigns, acceleration and improvement of acute flaccid paralysis surveillance and detection of foci of 
wild poliovirus. 

She thanked WHO, UNICEF and Polio Plus Nigeria (Rotary International) for their support for the 
poliomyelitis eradication initiative and expressed support for the draft resolution. 

Dr HASSAN (Benin) expressed his support for the poliomyelitis eradication plan. From 1996 
onwards, Benin had organized an annual immunization day, thanks to financial and technical support 
provided by a number of partners, in particular WHO, UNICEF and Rotary International, to whom he 
expressed his gratitude. However, his country was continuing to detect cases of acute flaccid paralysis, and 
hoped to count on intercountry cooperation in epidemiological surveillance to increase the likelihood of 
eliminating poliomyelitis in the subregion. He urged every delegation to put pressure on the decision
makers to allot more funding to the poliomyelitis campaign. 

Professor GRANGAUD (Algeria) stated that in Algeria an eradication programme had been 
implemented from 1993 onwards and no case had been detected since 1997. The Director-General's report 
had underscored three important points. First, the eradication drive had had a beneficial effect on the 
immunization programme as a whole and had raised hopes of further progress, particularly with respect to 
measles. The report encouraged the exchange of information in all sectors of society, making maximum 
use of channels of communication. Lastly, it strengthened Member States' conviction of the need to step 
up intercountry contacts so as to control the wild poliovirus more effectively. He supported the draft 
resolution and expressed his willingness to participate in the work of any coordination groups to be set up 
during the coming months. 

Dr WELLINGTON (Zimbabwe) said that her country had not reported any case of poliomyelitis 
in the past decade. As one of its eradication strategies, Zimbabwe had successfully conducted national 
immunization days in 1996, achieving a coverage of 96%, together with a high level of political 
involvement. Her Government commended WHO, UNICEF, the Swedish International Development 
Agency and Rotary International for their financial and technical support. Zimbabwe was committed to 
the eradication of poliomyelitis and strongly supported the draft resolution. 

Ms PAULINO (Philippines) joined previous delegates in supporting the draft resolution and 
expressed her appreciation for WHO's efforts in eliminating poliomyelitis. Her country was on the 
threshold ofbeing certified poliomyelitis-free and was working very hard to meet the year 2000 deadline. 

Dr SAARINEN (Finland) commended WHO for the progress achieved in the poliomyelitis 
eradication programme, which had made a valuable contribution to strengthening the credibility of health 
care systems in many Member States. However, substantial efforts were still required to bring the process 
to completion. During the final phases of the process, WHO ought to consider how to ensure optimal use 
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of supplementary methods for wild poliovirus surveillance in addition to acute flaccid paralysis 
surveillance. The plan of action for laboratory containment needed to be systematically implemented to 
make sure that, at a time when the wild poliovirus was no longer circulating, there would be no risk of its 
spreading from laboratories. She expressed her support for the draft resolution. 

Dr SHAO Ruitai (China) expressed support for the draft resolution and for the eradication goal. He 
also favoured strengthening coordination of all global activities to attain that goal. He stated that 
surveillance of wild poliovirus importation should be reinforced and that large-scale immunization activities 
should be enhanced in border areas of countries not yet free from poliomyelitis. 

Dr DLAMINI (Swaziland) encouraged the Health Assembly to adopt the draft resolution. The 
sustained high level of immunization coverage in Swaziland (95%) had led to a marked decline in 
morbidity and mortality from vaccine-preventable diseases. As no poliomyelitis cases had been recorded 
in the last nine years, efforts now centred on improved surveillance. All cases of acute flaccid paralysis 
were investigated. Thanking Rotary International and other donors for their support, she expressed the 
hope that the poliovirus would be overcome in the remaining seven months of the century. 

Professor VIOLAKI-PARASKEV A (Greece) welcomed the priority given by WHO to poliomyelitis 
eradication. She was worried about the wild poliovirus risk posed by laboratory stocks (described in 
paragraph 7 of document A52/8) and asked for more information on how it could be addressed. She fully 
supported the draft resolution. 

Successive immunization campaigns in Greece had achieved between 80% and 90% coverage. The 
only five cases reported in 1997 had related to children moving to Greece from other countries. Among 
target diseases, poliomyelitis was very amenable to global eradication and success would depend on 
political will and investment of human and financial resources. Such action would also benefit other 
immunization and health services, especially for women and children. Countries experiencing an inflow 
of migrants should intensifY their poliomyelitis surveillance programmes. 

Mr CHAUDHRY (Pakistan) expressed strong support for WHO's mission to eradicate poliomyelitis 
by the year 2000. In Pakistan, national immunization days, accompanied by social mobilization campaigns, 
had been initiated five years previously, during which more than 95% of children had been immunized 
annually. He was confident that Pakistan would be declared poliomyelitis-free by the year 2000. 

He thanked WHO, UNICEF, Rotary International, and other donors for their support. 

Dr LEVENTHAL (Israel) stated that, thanks to WHO leadership, national immunization days had 
become an instrument for promoting peace within and between countries. Poliomyelitis eradication had 
served as the basis for cooperation between Israel and the Palestinian Authority in terms of laboratory 
services and environmental monitoring. The latter was not mentioned in the draft resolution. Israel viewed 
such monitoring and the combined inactivated/oral poliovirus vaccination as the best strategy for the next 
millennium. It wished to cooperate with WHO on the two matters referred to in operative paragraphs 4(5) 
and 4(6) of the draft resolution. 

Mr LEHMANN (Germany) noted with great satisfaction that Member States had come considerably 
closer to achieving the goal of poliomyelitis eradication. According to WHO, 80% of children in all 
countries had access to immunization. The functionality of registration systems had to be maintained 
wherever possible, particularly during civil war and in situations involving refugees. 

He supported the call for national immunization campaigns and immunization days in the draft 
resolution and the request to poliomyelitis-free Member States to prepare a plan of action for 
implementation in the event of importation of wild poliovirus. German regulations on the matter were 
incorporated in the Federal Law on Communicable Diseases. 

Despite remarkable progress, continued research was necessary to ensure effective protection under 
conditions of diminishing immunization. 
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Dr CHOI TAE SOP (Democratic People's Republic of Korea) expressed strong support for the draft 
resolution. Supported by WHO, drugs for the prevention of poliomyelitis had been administered to 1 00% 
of target children in his country every year on the national immunization day. As a result, there had been 
no case of poliomyelitis during the past three years. The Democratic People's Republic of Korea would 
further intensity its efforts, in cooperation with WHO, to achieve complete eradication of the disease. 

Mrs CHOUJAA JRONDI (Morocco) expressed support for the draft resolution. Although there had 
been no cases of the disease in Morocco since 1990, children under five years of age continued to receive 
two supplementary doses of oral vaccine on national immunization days. The Ministry of Health had also 
intensified epidemiological surveillance and was pursuing a declaration and follow-up strategy in cases of 
acute flaccid paralysis. Intersectoral and international cooperation and involvement of private sector 
doctors played an important role in speeding up the process of poliomyelitis eradication. WHO should 
continue to pay special attention to countries in which poliomyelitis was still endemic. 

Dr LEE CHEOW PHENG (Malaysia) supported continued efforts towards eradication as reflected 
in the draft resolution. It was important to intensifY intercountry border surveillance of acute flaccid 
paralysis to ensure early detection. A high level of immunization coverage had been sustained in Malaysia 
and special strategies focusing on high-risk population groups were in place. Malaysia would continue to 
support poliomyelitis eradication activities, especially in countries in which the disease was still endemic. 

Dr GONZALEZ FERNANDEZ (Cuba) expressed support for the draft resolution and said that, 
despite the difficulties persisting in sub-Saharan Africa and South Asia, exacerbated by armed conflict in 
some countries, the goal of poliomyelitis eradication might still be achieved if developed countries provided 
economic support, WHO made available experienced staff for vaccination campaigns, and countries in 
situations of armed conflict supported immunization campaigns and promoted public awareness. 

Dr LURIE (United States of America) said that the last phase of the campaign against poliomyelitis 
presented major challenges. Unless the programme was completely successful, there was the danger of a 
resurgence of the disease in poliomyelitis-free areas. She appreciated the Director-General's renewed 
commitment to the campaign and the Organization's partnership efforts with UNICEF and other United 
Nations agencies to negotiate "days of tranquillity" to implement poliomyelitis immunization campaigns 
for children, especially in the Democratic Republic of the Congo and Angola. Even children who were 
particularly difficult to reach could be accessed with basic services and the community had a basic role to 
play in that regard. 

With the eradication of poliomyelitis, the global financial savings in vaccine costs and care ofthe 
afflicted were estimated at US$ 1500 million per year, part of which could be used for health needs in less 
developed parts of the world and to address other global challenges. The lessons learned from poliomyelitis 
eradication could be used to institutionalize the regular delivery of preventive services to children, such as 
accelerated prevention and control of measles and fighting the HIV I AIDS pandemic. 

Dr ABUDAJAJA (Libyan Arab Jamahiriya) expressed support for the draft resolution. There had 
been no cases of poliomyelitis in the Libyan Arab Jamahiriya for some time thanks to comprehensive 
immunization coverage and the organization of immunization days. However, it was essential to take 
worldwide action to address the problem of laboratory containment of wild poliovirus. Moreover, the 
increasing number of children suffering from AIDS in sub-Saharan Africa could not be given the oral 
poliomyelitis vaccine. 

Dr MUGABO (Rwanda) thanked WHO, UNICEF and Rotary International for their work on the 
eradication of poliomyelitis. Rwanda supported the draft resolution. 

Routine immunization campaigns and national immunization days were organized in Rwanda and 
coverage was satisfactory. In 1996, 1997 and 1998, two vaccination rounds had been conducted with a 
one-month interval. Coverage for the second round in January 1999 had been 92%. Provision had been 
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made at all levels for surveillance of acute flaccid paralysis. In all suspected cases, samples were sent to 
Entebbe, Uganda, for investigation but no case had yet been confirmed. Given Rwanda's common border 
with the Democratic Republic of the Congo, it was essential to step up awareness and surveillance, 
especially in border areas. 

Dr DARWISH (Egypt) said that Egypt was implementing a national programme with the help of a 
range of public and private bodies and would soon have achieved the goal of complete eradication of 
poliomyelitis. Worldwide technical and material support was urgently required during the current sensitive 
phase of the campaign. He supported the draft resolution, especially the paragraphs concerning laboratory 
containment of wild poliovirus. 

Mr PILIW AS (Papua New Guinea) said that Papua New Guinea had been holding subnational and 
national immunization days since 1996 and had declared 1999 the year for poliomyelitis eradication. He 
thanked WHO, and the Governments of Japan and Australia for their support. The Papua New Guinea 
Institute ofMedica1 Research had been accredited for the drive to meet WHO certification requirements. 
He was confident that the criteria would be met by the year 2000. 

Mr MANGUEL (Mozambique) said that Mozambique had been implementing the Expanded 
Programme on Immunization for 20 years within the framework of primary health care and that 
poliomyelitis was no longer a major public health problem in his country. National immunization days had 
been conducted for the past four years with the support of WHO, UNICEF, Rotary International and other 
partners, and with the involvement of the community, civil society, intergovernmental agencies and 
nongovernmental organizations. Their purpose was not only to eradicate poliomyelitis but also to 
strengthen the community health programme. Mozambique hoped to achieve the goal of eradication at the 
beginning of the new millennium and requested WHO support in improving the surveillance system. 

His country was concerned at reports of a poliomyelitis epidemic in some parts of the African 
Region, especially in areas of armed conflict, and urged the Organization to take special action to address 
the problem and to prevent a reversal of the progress hitherto achieved. 

He commended the Director-General's report and fully supported the draft resolution. 

Professor PICO (Argentina) said that Argentina was a poliomyelitis-free country, with an active acute 
flaccid paralysis epidemiological surveillance and control programme. Effective regional action had 
prevented the spread of cases from neighbouring countries. The lessons learned by poliomyelitis-free 
countries could be of immense value to those still affected by the disease. 

He supported the draft resolution and was convinced that, with WHO leadership and with committed 
action by all concerned, the goal of eradication of poliomyelitis could be achieved worldwide. 

Mr CHA TURVEDI (India) said he supported the draft resolution. WHO advocacy had been very 
helpful to India in mobilizing public opinion in support of the goal of eradication of poliomyelitis. The 
national leadership had committed itself to achieving zero incidence by the end of the year 2000. Two 
national immunization days had been conducted every year since 1995. An effective surveillance system 
was capable of detecting almost all cases of acute flaccid paralysis, and reliable testing facilities for 
identifying the virus had been set up in different parts of the country. However, a great deal remained to 
be done. An additional immunization day had been organized in winter 1998 in states where the disease 
was most widespread. There would be four national immunization days in 1999 and two additional days 
in the worst affected states. As India was a large country in which traditional medicine still played a major 
role, cases of acute flaccid paralysis were not routinely registered at hospitals and dispensaries. Huge 
quantities of vaccine were required for the 130 million children targeted on national immunization days. 
The project would cost over US$ 150 million in 1999. A substantial part of that amount was mobilized 
within India but he trusted that support would also be provided by donor agencies. 
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Dr IBRAHIM (Ghana) expressed support for the draft resolution. He was confident that 
poliomyelitis would soon be eradicated in Ghana, together with dracunculiasis and leprosy. His country 
had strengthened the Expanded Programme on Immunization, including routine poliomyelitis 
immunization, and had conducted two national immunization day rounds each year since 1996. The second 
round was combined with vitamin A distribution. Surveillance of acute flaccid paralysis would be vital. 
Ghana was approaching the target eradication rate of I case per I 00 000 for children under 15 years of age. 
However, reaching isolated areas where there were pockets of unimmunized children and a reservoir of 
wild poliovirus was a major challenge. 

He thanked WHO, Rotary International and other donors for supporting the global immunization 
effort and encouraged them to continue doing so. 

Mr KO (Republic of Korea) supported the draft resolution. However, in the light of the post
eradication safety and security issues, he suggested that WHO should prepare a long-term strategic plan 
not only for the safe management of poliovirus stocks in the future but also for reliable destruction 
procedures. He hoped that any decision to confirm the destruction schedule for the poliovirus stocks would 
be taken by consensus and without delay. 

Dr HAMATA (Namibia), commending WHO's leadership in eradicating poliomyelitis, said that the 
progress achieved by Member States demonstrated the attainability of the target. Further efforts were, 
however, necessary to mitigate constraining factors such as conflicts and lack of financial resources. His 
own country had conducted national immunization days for three consecutive years (1996-1998) and had 
managed, despite hazardous conditions, to complete its first house-to-house "mopping-up" campaign in 
the north. Given that diseases knew no borders, the lack of comparable efforts beyond the northern border 
ofNamibia was a matter for concern. He concluded by expressing support for the draft resolution. 

Dr COLEMAN (Liberia) also commended WHO's efforts and thanked the several major donors to 
the campaign. He endorsed the draft resolution. Despite being the last to join the campaign, his country 
had met its target of immunizing 700 000 children below the age of five years, and three national 
immunization days were planned for the following year. It was to be hoped that the international 
community would continue its much appreciated support in that area. 

Dr RAMA TLAPENG (Lesotho), welcoming the draft resolution, observed that no poliomyelitis 
cases had been reported in her country for over a decade. National immunization days held in 1997 and 
1998 had succeeded in boosting immunization coverage and raising public awareness of the disease. The 
support provided by WHO, UNICEF and Rotary International was highly appreciated. 

Dr BELBEISI (Jordan) said that thanks to five years of annual national immunization days, I 00% 
national immunization coverage had been achieved, with no cases of poliomyelitis reported for four years. 
The country expected to receive its poliomyelitis-free certification the following year. 

Dr JEANFRANc;::OIS (France) fully endorsed the draft resolution. She drew attention to the problem 
of the conservation of poliovirus stocks and also to the date of their destruction; an issue which was very 
similar to that posed by the variola virus stocks. She asked whether work had been done on those two 
points and when discussion would be possible. 

Dr MEHDY (Iraq) said that the reported incidence of poliomyelitis in Iraq had increased from 
I 0 cases in 1989 to 186 cases in 1991. Iraq had managed to implement poliomyelitis control measures and 
reduce the number of cases to 29 in 1999. Controlling the wild poliovirus in the northern part of the 
country, however, remained a problem. Good epidemiological results were being achieved thanks to four 
consecutive years of national immunization days in coordination with neighbouring countries. In that 
respect, he agreed with the remarks of previous speakers about the importance of working in unison to 
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control the disease. WHO was requested to support the conduct of immunization campaigns, as well as 
information technology and vaccine transportation. 

Mr BERLIN (European Commission) said that the Commission actively supported WHO's strategy, 
providing substantial support to developing countries for sustainable immunization activities. Such 
activities included primary health care support throughout Africa and a programme to ensure sustainable 
provision of essential vaccines in eight Saharan countries. The recently established European network for 
the surveillance and control of communicable diseases included a plan of action for dealing with 
importation of wild poliovirus. The European Commission fully supported the draft resolution. 

Dr SCHOLTZ (Executive Director) thanked Member States for supporting the draft resolution. 
Poliomyelitis eradication was a platform from which to promote immunization as a basic, cost-effective 
intervention which strengthened other parts of the health system, such as surveillance. WHO was 
committed to accelerating eradication activities, optimizing the use of existing funds and filling the 
remaining funding gaps. Few public health strategies could demonstrate such an excellent return of 
investment. WHO was currently working with the Office of the United Nations Secretary-General to secure 
truces for immunization in a number of conflict zones, including Afghanistan, Angola and the Democratic 
Republic of the Congo. On the issue of poliovirus stocks, once global eradication was achieved, the virus 
would only remain in laboratories. The Organization had already drafted a global action plan for the 
maximum containment of wild poliovirus; copies were available on request. WHO was grateful to 
UNICEF, Rotary International and other partners, including Member States, for their continued support. 
Poliomyelitis eradication had brought politicians, communities and donors back to immunization and child 
health. The lessons being learned from the initiative were central to ensuring that all children received 
basic preventive health services. 

The CHAIRMAN asked the Committee if it accepted the draft resolution, as amended. 

There being no objections, the draft resolution, as amended, was approved.1 

Revision and updating of the International Health Regulations: progress report (Document A52/9) 

Dr CHIESA (Uruguay) said that his country would be prepared to host in the second half of 1999 
one of the health/trade seminars proposed in the document, as it would be currently acting as the secretariat 
for MERCOSUR (Southern Cone common market) at that time. The MERCOSUR countries had 
considerable experience in harmonizing standards for trade in foodstuffs. 

Dr AFSAR (Turkey) said that her country had been following the revision and updating of the 
International Health Regulations with interest. The technical support of WHO would be vital to the 
development of a global disease control and information system, one of the objectives of the revision. 

Ms RAO (India) said that she had no objection to inclusion in the Regulations of additional diseases 
of international public health importance. However, her country lacked the capacity to diagnose all the 
diseases to be covered, and required support from an international institution in that regard. India did not 
accept the suggestion that health authorities in the vicinity of ports and airports should notify WHO 
directly; that task would have to be done by authorized agencies to ensure authentic reporting. The 
provision that health administrations should provide epidemiological evidence to WHO on the presence 
of disease vectors could not be implemented because of resource and infrastructure constraints. The 
suggestion that countries imposing restrictions on international travel for preventive reasons should notify 
WHO did, however, deserve support, as did Article 19. She did not endorse the provision that exceptions 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA52.22. 
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could be made in the case of contraindications to yellow fever vaccination; India would maintain its earlier 
practice. She requested further information on reservation to the Regulations and needed more time to give 
a considered response. 

Dr SHAO Ruitai (China) noted the progress made on the item. Measures to control the spread of 
diseases were crucial, but care should be taken to ensure that they caused minimum interference to 
international transport and travel. Furthermore, the term "clinical syndromes" (paragraph 5) was 
ambiguous. Consideration should be given to developing countries, since they lacked the necessary 
diagnostic capacities. 

Mr CHAUDHRY (Pakistan) thanked WHO for its work with Member States in strengthening disease 
surveillance and developing a global cooperation network for rapid reporting of disease outbreaks posing 
an international threat. Although his country had no objections to the proposed revisions to the 
Regulations, it would require support in diagnosing additional diseases. 

Dr ANTEZANA ARANIBAR (Bolivia) said that the item had implications both for public health 
and commerce. Clinical syndromes should indeed be immediately notified. Reference should also. be made 
in the revised Regulations to the introduction and application of appropriate sanitary measures; immediate 
notification was not synonymous with implementation of measures. He endorsed the views oflndia and 
Pakistan: the collaboration of WHO and of international centres in the area of diagnosis was important to 
help ensure that the type of measure implemented was not solely domestic but directed, in keeping with 
the Regulations, to the affected areas as a whole. 

As outbreaks of cholera in Latin America had shown, the link between public health and commercial 
activity meant not only notification, and application of the recommendations in the Regulations, but also 
implementation of measures not necessarily contained in them. All Member States should receive 
information and training in order to interpret and implement measures in a balanced and equitable way. 

Dr SHIN OZAKI (Japan) said that the revision of the International Health Regulations provided a 
vital tool for the control of communicable diseases. It was important to ensure that the basic principles 
behind the Regulations were respected, as well as other applicable international instruments. With a view 
to furthering the process, Japan would make available to WHO the results of national pilot studies for 
determining the effectiveness of the Regulations. 

Dr YUNES (Brazil), stressing the importance of a global epidemiological surveillance system, 
recommended that studies be conducted on the notification of clinical syndromes. Good collaboration 
between WHO and WTO was needed in areas of common interest to both the International Health 
Regulations and the Agreement on the Application of Sanitary and Phytosanitary Measures. Furthermore, 
a proper balance must be achieved between maximum protection against the international spread of disease 
and minimum interference in traffic and trade. His country would be willing to host one of the health/trade 
seminars proposed in the document under review. 

Dr MASHKHAS (Saudi Arabia) said that his country fully supported all the measures adopted by 
WHO for the revision and updating of the International Health Regulations, as well as all technical efforts 
that were being made by the Organization. The revision must refer very precisely to measures that would 
help countries where certain diseases were prevalent and which therefore required WHO's support. It was 
also essential to ensure that the surveillance was very stringent and that countries be given all necessary 
powers at the national level. Close cooperation should be maintained with countries where the diseases 
in question were endemic, and strict measures taken to prevent the import of communicable diseases, so 
that the Regulations provided the highest possible degree of protection for individual countries. On the 
other hand, efforts should be made not to impinge on freedom of trade. The importance ofthe Regulations 
should be emphasized, as should the WTO agreement on sanitary and phytosanitary measures, since the 
health of human beings, of animals and of plants were all very important. Anti-meningitis vaccinations 
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were being conducted in his country, and every effort was made to protect people coming to Saudi Arabia 
on pilgrimage. 

Dr HEYMANN (Executive Director) thanked the countries that had provided guidance during the 
current debate and also those that had taken part in the review of the first draft of the revised Regulations, 
both in their countries and by participating in the pilot study to evaluate the syndromic reporting. It would 
have been noted from the report that the key directions of the revision had now changed: in 1995, it had 
been recommended to concentrate the revision on syndromes, and six such syndromes had been reported 
and tested. Now, however, countries also wished further notification to be included, either by suspect 
diagnosis or confirmed diagnosis or syndrome. The revision was therefore being pursued in that direction. 
At the same time it had been understood from countries' comments that they wanted a completely renewed 
set of Regulations which would be couched in terms more appropriate to the twenty-first century. WHO 
was also concentrating on increasing collaboration with WTO on the revision, in particular taking 
advantage of discussions with WTO's Committee on Sanitary and Phytosanitary Measures, so that 
conflicting guidance was not received from the different points of view of trade and infectious diseases. 
The concerns of the many countries that were being increasingly involved in the revision would be 
addressed during the forthcoming biennium through regional, subregional and country meetings, where the 
ways in which the Regulations should be adapted to all the countries involved would be discussed. In 
conclusion, the original vision of the revised International Health Regulations was still valid. A system 
would be established for reporting all urgent international events to WHO and submitting the information 
to a forum that could permit a rapid response. 

Professor VIOLAKI-PARASKEV A (Greece) said that although the progress made was appreciated, 
it was essential to ensure that prompt information was provided on new dangers of communicable diseases, 
such as Ebola haemorrhagic fever, and countries have to be advised about measures to be taken, without 
waiting for the revised Regulations to be issued. 

The CHAIRMAN took it that the Committee wished to note the progress report contained in 
document A52/9. 

It was so agreed. 

(For resumption of discussion see section 4.) 

2. SECOND REPORT OF COMMITTEE A (Document A52/38) 

Professor AKANOV (Kazakhstan), Rapporteur, read out the draft second report of Committee A. 

The report was adopted. 1 

1 See page 279. 
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3. PROPOSED PROGRAMME BUDGET 2000-2001: Item 12 of the Agenda (continued from the 
fifth meeting) 

Proposed appropriation resolution for the financial period 2000-2001 

The CHAIRMAN drew the Committee's attention to the draft resolution entitled "Appropriation 
resolution for the financial period 2000-2001 ",which read as follows: 

The Fifty-second World Health Assembly 

10 COMMENDS the Director-General on the remarkable progress made in the integrated 
presentation ofthe proposed programme budget for 2000-2001, including the strategic approach 
to result-based budgeting; 

20 RECOGNIZES the importance of maintaining programme expenditure levels in compensation 
for possible cost adjustments; the practice of appropriating casual income to reduce Member 
States' contributions, in accordance with the provisions of the Financial Regulations; and the 
current difficulty of some Member States to increase their assessed contributions; 

30 RESOLVES to appropriate for the financial period 2000-2001 an amount ofUS$ 922 654 000 
as follows: 

A. 

Appropriation 
section 

I. 

20 

30 

40 

5o 

60 

70 

80 

9 

100 

11. 

120 

Purpose of appropriation 

Communicable diseases 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Noncommunicable diseases 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Health systems and community health 0 0 0 0 0 0 0 0 0 0 0 0 

Sustainable development and healthy environments 0 

Social change and mental health 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Health technology and pharmaceuticals 0 0 0 0 0 0 0 0 0 0 0 

Evidence and information for policy 0 0 0 0 0 0 0 0 0 0 0 0 0 

External relations and governing bodies 0 0 0 0 0 0 0 0 0 0 

General management 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Director-General, Regional Directors and independent 
functions 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Country programmes 

Effective working budget 

Transfer to Tax Equalization Fund 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

Amount 
US$ 

52 227 000 

14 838 000 

59 634 000 

48 756 000 

21 181 000 

33 082 000 

59 077 000 

50 209 000 

144 281 000 

27 586 000 

331 783 000 

842 654 000 

80 000 000 

Total 922 654 000 
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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 2000 to 
31 December 2001 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 2000-2001 to sections 1 to 11. 

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 1 0% of the amount appropriated for the 
section from which the transfer is made. All such transfers shall be reported in the financial 
report for the financial period 2000-2001. Any other transfers required shall be made and 
reported in accordance with the provisions of Financial Regulation 4.5. 

D. The appropriations voted under paragraph A shall be financed by assessments on 
Members after deduction of the reimbursement of programme support costs by the United 
Nations Development Programme in the estimated amount of US$ 1 700 000 thus resulting 
in assessments on Members of US$ 920 954 000. In establishing the amounts of 
contributions to be paid by individual Members, their assessments shall be reduced further 
by (a) the amount standing to their credit in the Tax Equalization Fund, except that the credits 
ofthose Members that require staff members of WHO to pay taxes on their WHO emoluments 
shall be reduced by the estimated amounts of such tax reimbursements to be made by the 
Organization and (b) the amount of interest earned and available for appropriation 
(US$ 5 555 567) credited to them in accordance with the incentive scheme provided for under 
Financial Regulation 5.3. 

E. The maximum net level of the exchange rate facility provided for under Financial 
Regulation 4.6 is established at US$ 31 000 000 for the biennium 2000-2001. 

4. DECIDES to apply the balance of casual income available on 31 December 1998 
(US$ 17 765 347) as follows: 

(i) US$ 15 000 000 to high-priority programmes, including the programmes for 
eradication ofpoliomyelitis, Roll Back Malaria, tuberculosis, HIV/AIDS and the Tobacco 
Free Initiative; and 
(ii) to return the balance of US$ 2 765 347 to Member States in accordance with Financial 
Regulation 5.2; 

5. ENCOURAGES the Director-General to continue to identify additional efficiency savings in 
the order of2%-3% throughout the whole Organization, for reallocation to high-priority programmes 
in particular at country level, and requests the Director-General to report to the Executive Board on 
the implementation of this paragraph; 

6. REQUESTS the Director-General, in order to further improve transparency, accountability 
and effectiveness of the financial system, in accordance with best management practice, to undertake 
a study of the existing Financial Regulations and Financial Rules, in particular related to 
management of assessed contributions of Members, including but not limited to: 

• principles and criteria governing casual income 
• exchange rate facility 
• late payment/arrears of Members' contributions 
• Working Capital Fund, including replenishment arrangements 
• internal borrowing 
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• financial incentive scheme 
• unliquidated obligations 

and to report and make recommendations to the 1 05th session of the Executive Board in January 
2000 for proposed follow-up action and changes to the regulatory framework of the Organization. 

Dr THYLEFORS (Secretary) pointed out that a phrase reading "appropriately and in a balanced 
manner" should be inserted after "Tobacco Free Initiative" in operative paragraph 4(i). 

Dr DURHAM (New Zealand), speaking in her capacity as Chairman of the informal working group 
convened to develop the draft Appropriation resolution for the financial period 2000-2001, said that the 
group hoped that both the Committee and the Health Assembly would adopt the draft by consensus. She 
thanked the Secretariat for its able support. 

Although delegations had come to the Health Assembly with divided views on WHO's appropriation 
for the next biennium and the means of its financing, it had been clear from the outset that Member States 
were united in their admiration for the remarkable progress made by the Director-General in developing 
a strategic approach to result-based budgeting and integrated presentation of the budget. 

The group had worked to balance the conflicting requirements of maintaining programme 
expenditure levels, recognizing the difficulties and risks involved in increasing assessed contributions, 
while taking into account the principle and practice of appropriating casual income in order to reduce 
Member States' contributions. As the Director-General had said in The world health report 1999, health 
was one of the most politically and institutionally difficult sectors in any country. Those complexities had 
been amply borne out in the budgetary issues tackled in producing the draft resolution. 

The informal group had comprised representatives of over 30 Member States from all of WHO's 
regions. Together with a subgroup responsible for drafting, the informal group had taken three days to 
develop its draft, with many participating States reporting back to their regions each morning. The 
Chairman was able to report that all delegations had changed their positions in response to the concerns 
and principles expressed by the various Member States. Many delegations had found that their 
governments' instructions were insufficiently flexible, and had had to reconsult. The final draft reflected 
the overwhelming belief among the delegations that, as members of the same organization, they all required 
a single resolution for the next biennium that could be adopted by consensus. 

It was important to remember that the appropriation related only to the next biennium. Operative 
paragraph 6 of the draft resolution requested, inter alia, the Director-General to review the existing 
Financial Regulations and Financial Rules and to report and make recommendations on the outcome to the 
Executive Board at its I 05th session in January 2000. The working group regarded that review as an 
essential prerequisite to the introduction of a financial management system capable of establishing the firm 
financial foundation required to take WHO into the next millennium. 

Finally, the Chairman thanked all the delegates who had participated in the drafting process for their 
patience, hard work and willingness to seek ways of moving forward towards the objective of achieving 
a consensus resolution in the best interests of the Organization. 

The DIRECTOR-GENERAL said that, as delegations were all fully aware, her evaluation was that 
the Organization's needs to pursue its mandate for international health would best be served by providing 
a budget level for 2000-2001 of the same size in real terms as in the current biennium. Nevertheless, 
different views on that point had been put forward, and she had expressed the hope that Member States 
could work together towards a positive agreement. The draft resolution before the Committee showed that 
a considerable effort had been made in that direction during the past few days. She greatly welcomed the 
openness observed in the debates during the informal consultations and the broader participation among 
various groups during that process. The Chairman of the informal group was to be thanked for her untiring 
efforts and excellent work in arriving at a consensus. She appealed to all delegations now to join together 
and give the draft resolution their unanimous support. The US$ 15 million of casual income would be well 
used, in addition to the US$ 843 million of the current biennium, for five high-priority health areas -
poliomyelitis, malaria, tuberculosis, HIV I AIDS and the Tobacco Free Initiative. The money would be spent 
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equitably and proportionately between regions and headquarters. She also wished to ask delegations for 
their support in the difficult process of achieving the necessary efficiency savings: a major effort had 
already been made by shifting about US$ 30 million, or 3.5%, in the budget proposal as such. There would 
now be a need for further effort to absorb cost increases. In addition she was being encouraged to identifY 
further efficiency savings of the order ofUS$ 15-25 million, which were the amounts that corresponded 
to the 2% to 3% mentioned in operative paragraph 5 of the draft resolution; those amounts needed to be 
directed towards important priorities. The understanding of all Member States was needed to be able to 
reach those goals, and the necessary changes would require a positive approach on the part of all concerned. 

Professor VIOLAKI-PARASKEV A (Greece) supported the draft resolution and expressed the hope 
that ageing and home care would be given priority during the next biennium. 

Dr HAFFADH (Bahrain), supported by Dr AMMAR (Lebanon), proposed that it should be made 
clear in operative paragraph 4(i) that the amount of US$ 15 million would be spent at country level. 

Mrs KERN (Executive Director) pointed out that countries always benefited by programmes such 
as the ones described and also that the Director-General had assured the Committee that the amount in 
question would be spent equitably and proportionately between the regions and headquarters. 

Dr HAFFADH (Bahrain) withdrew her proposal. 

Dr STAMPS (Zimbabwe), observed that the wording of operative paragraph 4(i) should be amended 
so as to make clear that "eradication" applied only to poliomyelitis and not to the other elements in the list. 

The CHAIRMAN said that the necessary clarifications would be made. 

The draft resolution, as amended, was approved by acclamation.1 

Mr BAHARVAND (Islamic Republic of Iran) recalled the advice of the Legal Counsel regarding 
the practice of appropriating casual income to reduce Member States' contributions as referred to in the 
second operative paragraph: the provisions of the Financial Regulations allowed for such practice although 
it was by no means obligatory. The addition in operative paragraph 4(i) of the words "appropriately and 
in a balanced manner" reflected the intention to apply the funds in a balanced manner to the benefit of 
countries and regions. 

Ms KOSHY (India) said that much satisfaction could be derived from the fact that the wording of 
the resolution had been agreed in a spirit of compromise and cooperation. India had strongly supported the 
proposal for zero real growth. Trusting in the sound judgement of the Director-General, she looked to 
WHO to ensure an equitable distribution of resources among Member States and programmes in order to 
meet the priorities and needs of each country. 

Mr KALBITZER (Germany) said that international organizations should be able to operate on zero 
nominal growth budgets and to make up for inflation by effecting internal efficiencies. 

He regretted that casual income had not been fully used to finance the budget, as the redistribution 
of casual income to Member States had been standard practice for many years. 

Germany's assessed contribution had risen by approximately 10% due to the combined effect of the 
use of casual income for WHO operations and the general rise of the contribution rate. Germany would 
encounter difficulties in making payments and would not be able to agree to similar increases in future. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA52.20. 
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Of great concern was the fact that, in 1998, nearly half of the Member States had not paid their 
contribution in full. The arrears continued to rise. He requested that in future, in order to avoid some of 
the difficulties encountered in the previous week, there might be advance consultation on addressing the 
financial situation of WHO. If assessed contributions increased further, even more countries would 
experience problems in meeting their financial obligations. 

Professor LEOWSKI (Poland) commended the unanimous approval of the draft resolution. While 
regretting that the budget would allow less than zero real growth in the forthcoming financial period, he 
remained convinced that efficiency savings would be made due to the new structure being put in place at 
WHO. The new structure would allow identification of high-priority areas using evidence-based criteria. 
Further evaluation should be carried out to ensure that priority programmes were carried forward on the 
basis of scientific evidence. 

Professor GIRARD (France) welcomed the fact that agreement had been reached on the draft 
resolution. In order to achieve that goal, a less ambitious target had been set, although the Organization 
should still strive for zero nominal growth as soon as possible. However, in the future, WHO should take 
pride in pursuing a real growth budget that would allow it to fulfil its commitments to the people and to 
the countries looking to it to help solve health problems. What had not been possible to achieve at the 
present session should be kept as an objective for the near future. 

Mr WARRINGTON (United Kingdom of Great Britain and Northern Ireland) reiterated the 
importance attached by his Government to precise targets and performance indicators, and he commended 
the achievement of the proposed budget in that respect. Turning to operative paragraph 5 of the resolution 
and the mention of additional efficiency savings in the order of 2%-3%, he suggested that the greatest 
possible savings be made within that bracket. 

The CHAIRMAN thanked the Chairman of the informal working group for her hard work in 
bringing about agreement on the wording of the resolution. He further thanked all delegates for their 
continued cooperation. 

4. TECHNICAL AND HEALTH MATTERS: Item 13 of the Agenda (resumed from section 1) 

Promotion of horizonal technical cooperation in health sector reform in developing countries 
(Document A 52/I 0) 

The CHAIRMAN invited the Committee to consider the draft resolution entitled "Strengthening 
health systems in developing countries" which had been sponsored by Bangladesh, Colombia, Cuba, India, 
South Africa, Swaziland, Tunisia and Zambia, representing the Non-Aligned Movement, and which read: 

The Fifty-second World Health Assembly, 
Mindful ofthe principles of, and obvious need for, technical cooperation among developing 

countries (TCDC) and of the interest shown by the Health Assembly by virtue of its resolutions 
WHA31.41, WHA31.54, WHA32.27, WHA35.24, WHA36.34, WHA37.15, WHA37.16, 
WHA38.23, WHA39.23, WHA40.17, WHA40.30, WHA50.27 and WHA51.16, in strengthening 
this type of cooperation with a view to improving the health situation in developing countries; 

Underlining the principles and purposes of the United Nations as set out in the United Nations 
Charter, including the sovereign equality of States and the development of friendly relations among 
nations based on the respect for equal rights and the self-determination of peoples, which have been 
consistently reaffirmed by members of the Non-aligned Movement; 
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Recognizing that in order to realize aspirations and achieve the social development and well
being of people, it is a central responsibility of governments and all sectors of society to put into 
place measures which would facilitate the attainment of goals relating to the eradication of poverty 
and to food security, health, education, employment, housing and social integration; 

Recognizing that poverty and the lack of access to safe drinking-water are important causes 
of ill-health and disease; 

Mindful of the fact that globalization presents opportunities and challenges for all countries 
and that developing countries, especially the poorest, are vulnerable to those adverse effects of 
globalization which lead to greater inequities in health and health care both within such countries 
and between developed and developing countries; 

Recalling that the lack of access to safe and affordable essential medicines and other health 
technologies is a significant factor in perpetuating and extending such inequities; 

Noting with concern the progressive decrease in funds available for development assistance 
and recognizing that such funds are essential to the work of WHO; 

Acknowledging the valued services that the World Health Organization provides to all its 
Member States and anticipating that the delivery of these services will be enhanced by the 
organizational changes and initiatives introduced by the Director-General; 

Welcoming WHO's initiatives with regard to the promotion of horizontal cooperation among 
developing countries, 

1. REAFFIRMS its commitment to the objectives of the health-for-all strategy, in particular the 
achievement of equitable, affordable, accessible and sustainable health care systems based on 
primary health care in all Member States; 

2. RECOGNIZES the sovereign right of each country to adopt national policies appropriate to 
the specific needs of its people; 

3. URGES Member States: 
(1) to reaffirm the importance of health as an indispensable resource for sustainable 
development; 
(2) to continue to develop health systems in accordance with the principles listed above; 
(3) to adopt, as a matter of priority, measures that will serve the needs of the most 
vulnerable of their populations; 
(4) to refrain from all measures and conditionalities that are contrary to international law 
including international conventions and which hinder health service delivery and deny care 
to those in greatest need; 

4. CALLS UPON developed countries: 
(1) to continue to facilitate the transfer of materials, equipment, and technology, including 
safe medicines and resources appropriate to the health needs of developing countries; 
(2) to support the application of technical cooperation with and among developing 
countries; 
(3) to provide WHO with the appropriate resources to address mutually agreed priority 
areas; 

5. REQUESTS the international community and multilateral institutions: 
(1) to support efforts aimed at strengthening the health systems of developing countries, 
according to their mandate and particular expertise and with special emphasis on the 
promotion of technical cooperation among developing countries; 
(2) to maintain a people-centred focus in their deliberations, particularly where such 
deliberations could impact negatively on the health status of the most vulnerable; 
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(3) to implement the conclusions of the United Nations summits and conferences that 
address health problems and to make further recommendations in this regard; 

6. REQUESTS the Director-General: 
( 1) to continue to support Member States in their efforts to meet the health needs of their 
people, especially those who are most vulnerable; 
(2) to assist Member States in achieving access to safe and affordable essential medicines 
and other appropriate health technologies; 
(3) to strengthen the capacity ofthe health sector to participate effectively in multisectoral 
efforts which seek to address the root causes of ill-health such as poverty and the lack of 
access to safe drinking-water; 
( 4) to continue support for the work being undertaken to consolidate and develop a network 
of institutions in developing countries in the area of health sector reform, and to validate and 
collate the work of these and other institutions, in order to ensure that future policies and 
advice are founded on the best available evidence; 
(5) to expand on the opportunities for interaction with members of the Non-aligned 
Movement and other developing countries, aimed at facilitating and enhancing the work of 
WHO; 
(6) to report to the Fifty-third World Health Assembly on the steps taken and progress 
made in implementing this resolution. 

Mr NENE (South Africa) introduced the draft resolution. It had originally been sponsored by 
approximately 50 countries until amendments to preambular paragraph 5 and operative paragraph 3(4) 
during informal consultations had regrettably necessitated limiting the cosponsors to those at the 
consultations. He was able to confirm that the delegations of Angola, Barbados, Botswana, Burkina Faso, 
Burundi, Cameroon, Chile, Egypt, Gambia, Ghana, Indonesia, Jamaica, Lesotho, Madagascar, Mali, 
Morocco, Namibia, Nigeria, Pakistan, Papua New Guinea, Sao Tome and Principe, Senegal, Seychelles, 
Thailand, and United Republic of Tanzania had remained sponsors of the resolution. 

The draft resolution reaffirmed the link between health and development, focusing on the health 
needs of the poor and vulnerable and recognizing the responsibilities of national governments. It also 
identified some of the obstacles to the achievement of equity in health and health outcomes and supported 
the development of partnerships as a means of addressing those concerns. 

Mrs SOSA MARQUEZ (Mexico) recalled that, following an initiative by the Non-Aligned 
Movement, the Fiftieth World Health Assembly had adopted resolution WHA50.27, which, inter alia, 
requested the Director-General to promote and support countries, especially in the context of technical 
cooperation among developing countries, in the area of health sector reform, by establishing a network of 
appropriate institutions to determine the specific factors impeding health development, and the 
systemization, documentation and dissemination of health sector reform approaches and to enable countries 
to exchange experiences on a continuing basis. With the support ofUNDP, WHO had approved a project 
to implement that initiative. In March 1998, an informal meeting had been held with representatives from 
universities in some of the Non-Aligned countries. In 1998, the Fifty-first World Health Assembly in 
resolution WHA51.16 had requested the Director-General, inter alia, to maintain the support provided 
including allocation of increased resources to the recently established network of institutions related to 
health sector reform. 

She supported the aims of the Cabinet project of Partnerships for Health Sector Development, as set 
down in paragraphs 150 and 151 of the proposed programme budget, highlighting the value of creating 
horizontal technical cooperation networks and, in particular, of the exchange of information between 
countries in similar situations. She inquired whether the network of institutions related to health sector 
reform was still in existence and, if it was part of the Cabinet project, how could Member States 
participate? 
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Mr TCHELO (Democratic Republic ofthe Congo) said that his country supported the proposals on 
reform and on strengthening health systems in developing countries. In particular, he endorsed the 
development of horizontal cooperation: developing countries experienced very similar health problems and 
therefore shared experience would allow countries to organize their own control strategies better. 
Onchocerciasis, for example, had been eradicated in West Africa, but was still a problem in Central Africa 
and in the Democratic Republic of the Congo. He also wished to draw to the attention of the Committee 
the health problems of children orphaned by AIDS and the problems of children and young people living 
on the streets, a growing problem in the urban areas of Africa. There was a need to develop further 
strategies in response to those new challenges and to examine the role of psychosocial care. 

Dr <::AKMAK (Turkey) stated that demographic, socioeconomic and other changes had brought 
further challenges to the health agenda with new diseases and health problems. Restructuring of health 
systems in response to the new challenges had fallen short of expectations: in many countries reform 
efforts had lost sight of primary health care objectives and had been influenced instead by globalization, 
liberalization and market economies. 

Under its new leadership, WHO would be able to play a more active part in helping countries to 
achieve reform in line with the objectives set out in The world health report 1999. 

Dr YUNES (Brazil) said that the support of WHO to health ministries in developing countries 
engaged in action against poverty was an important part of health reform. 

His delegation supported the decisions taken at the 23rd meeting of ministers of health of the Non
Aligned Movement (Havana, June 1998), and the suggestions presented to WHO in order to strengthen its 
role in the areas defined at the meeting in Cuba and during the summit of Heads of State or Government 
of the Non-Aligned Countries (Durban, South Africa, September 1998). 

Brazil noted with great interest the measures recently taken within WHO to highlight health reform, 
particularly the adoption of a more comprehensive and integrated approach to development strategies and 
the role of the health sector in their promotion. Brazil supported the recent WHO initiatives and expected 
that, in partnership with Member States, further progress would be achieved in the near future. His 
delegation was willing to take an active part in the Cabinet project. 

Dr ALVIK (Norway), speaking on behalf of the Nordic countries, supported the WHO strategy for 
promoting horizontal technical cooperation on health systems and health sector development in developing 
countries: the strategy was timely, relevant and appropriate. For WHO it implied more attention to 
building alliances and partnerships for the health sector and beyond. 

It was easier to present a strategy in theory than to put it into practice. However, the steps taken so 
far to overcome fragmentation and to strengthen the knowledge base appeared to have been in the right 
direction. At the global political level there were new signs of WHO presence, but at country level such 
signs were, so far, less evident. 

Very rapid changes were taking place in technical cooperation at the country level. Common 
features included emphasis on national ownership and control, institutional capacity, and arrangements that 
brought partners together around agreed priorities and strategies. WHO's commitment to partnership for 
health sector development at the national level was therefore to be welcomed. A strong national health 
system was better equipped to make the best possible use of disease-specific and intervention-specific 
programmes launched by WHO. Technical support for national capacity-building at the country level was 
essential. 

It was important that all Member States, when allocating budget resources, gave priority to the 
development ofhealth systems, as part of their investment in the social sector. There was an urgent need 
to make WHO's presence in countries better tailored to new challenges, both in the way its collaboration 
with countries was defined and in how WHO related to and acted with other partners. 

What mattered most was that the reformed systems made a sustainable difference to people's health, 
in particular where there was still insufficient access to services, where services were of poor quality, and 
where the cost was beyond the means of individuals or countries. 
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Dr ANTEZANA ARANIBAR (Bolivia) commended the report, which was of particular relevance 
to developing countries and to countries of the Non-Aligned Movement. 

He agreed with the views expressed by the delegate ofNorway on the great importance of developing 
capacity at country level. The exchange of experience and knowledge of systems would strengthen 
subregional and regional capability, enabling developing countries to become more self-reliant. It would 
also foster the harmonization of health policies and joint strategies. He supported the statement of the 
delegate of Mexico that it was very important to establish ways in which countries could participate and 
contribute to the initiative. Bolivia wished to be included in the list of sponsors of the draft resolution. 

Dr MEHDY (Iraq) said that the pursuit of the goal of health for all implied a number of changes in 
the provision of primary health care at country level, in terms of planning, financing and budgeting. WHO 
was to be commended for its leadership at headquarters and in the regions. However, Regional Directors 
and those responsible for health at national level needed to establish priority areas, health financing and 
the use of technologies and strategies in order to improve delivery. It was also important to ensure 
continuity in respect of staffing and the work carried out. A database enabling the continuous transfer of 
data and technologies was essential. It was important, too, to provide training in order to increase the level 
of competence in each country, thus facilitating the most cost-effective use of resources. 

Dr SHINOZAKI (Japan) said that in The world health report 1999 and in the report contained in 
document A52/4, the Director-General had clearly described the issues arising in health sector reform and 
development. Japan gave its full·support to the report and to the fulfilment of its aims. He further 
commended the approach to horizontal technical cooperation as set out in the document under discussion; 
where a vertical approach had failed, it was to be hoped that a horizontal strategy would succeed, because 
it would be implemented in tandem with strategies on sustainable development and poverty eradication in 
developing countries. He supported WHO's decision to prioritize health sector development. 

However, the document under discussion focused only on capacity-building within WHO. He 
stressed the urgency of establishing a plan for cooperation with developing countries. 

Japan had accumulated considerable experience in that area and would be willing to support 
developing countries with study programmes and the dispatch of experts. It might be necessary to develop 
a variety of approaches that respected the history and culture of individual countries. 

Mr CHAUDHRY (Pakistan) said that the report under discussion had vividly highlighted the 
challenges to be addressed and that no one could deny the importance of the priorities listed. His 
delegation was certain that WHO had the capacity to play a leadership role in dealing with the complexities 
of health development and reform of the health sector. In Pakistan, district health governments had been 
established, hospitals autonomized, some health services privatized, and a health insurance scheme was 
being introduced in the shape of "health cards". A programme had been undertaken to provide family 
planning and primary health care to the maximum number of people in the shortest possible time, extending 
services to the communities through the training of 100 000 women health workers. That applied initially 
to rural areas, but the programme had later been extended to underserved urban communities as well. The 
goal was to provide door-to-door primary health care facilities for about 75% of the population by the year 
2003 and to deliver services related to family planning, maternal and child health, immunization, nutrition 
and treatment of minor ailments. National strategies for poverty alleviation were being streamlined through 
the Basic Minimum Needs Concept, promoting implementation of integrated development based on full 
community involvement. Pakistan would be glad to share its experiences with other Member States and 
would welcome any support from WHO. The Organization should not only be a broker and negotiator for 
better health, but should also play the role of a catalyst, adviser, alliance-builder, advocator, energizer, and 
act as a watch-dog in the field of health. 

Dr CUMMINGS (Guyana) said that, in his country, horizontal technical cooperation with neighbours 
played an important role in the development of the health sector and that Guyana had benefited from the 
contributions of specialists from other countries. At the Caribbean level, experiences were beginning to 



128 FIFTY -SECOND WORLD HEALTH ASSEMBLY 

be shared on health sector reform, with positive results throughout the region. He consequently supported 
WHO's work and wished to add the name of his delegation to the draft resolution. 

Professor PICO (Argentina) pointed out that his country also had experience in technical cooperation 
and was working with neighbouring countries through formal agreements. In particular, there were special 
programmes with Bolivia, Paraguay, Uruguay- involving the border areas - and Chile. A programme had 
been initiated in 1992 and had been implemented by the Ministry of Health for the past seven years. 

Mr BERLIN (European Commission), speaking at the invitation of the CHAIRMAN, said that the 
European Commission and the European Union were focusing on human development and poverty 
reduction worldwide, particularly among the poorest populations. That policy was in line with the 
international consensus on the need to address health as part of broader social and human development 
needs and to support the development of national capacities. Negotiations for the incorporation of those 
dimensions in cooperative agreements were under way. He welcomed the similar people-centred approach 
adopted by the Director-General. 

In recent years, the European Commission had sharply increased the funds allocated to health, AIDS 
and population in developing countries, committing 1500 million Euros for the African, Caribbean and 
Pacific group of countries alone. Efforts were now being made to improve the quality of the commitment 
and to reach the poorest more effectively. Translating that aspiration into reality would require a strong 
partnership with WHO and other international organizations. He welcomed the draft resolution and looked 
forward to continued collaboration with WHO. 

Dr SHISANA (Executive Director) thanked speakers who had expressed support for the draft 
resolution, which would further strengthen WHO's work in the area of health sector reform. The Director
General had indicated that health sector development and reform should permeate all programmes. She 
had convened a meeting of all WHO Representatives in early 1999 to discuss approaches to the countries' 
programmes. The approach would be a one-country programme developed by the government, its partners 
and WHO. Account would be taken of a country's needs as defined by the government in consultation with 
the community at large. Once the programme was agreed, it would form the basis for technical support by 
WHO at all levels. The Organization would adopt a more strategic approach in its support, working within 
the United Nations Development Assistance Framework. It would also work with other development 
partners to meet country needs, adopting an integrated and coordinated approach. The idea was to provide 
direct technical support to countries and to create a network of institutions in each region to back up the 
effort. In so doing, WHO would advocate the principles of primary health care. The Sustainable 
development and healthy environments cluster would examine the impact of globalization on health and, 
together with several other programmes, the impact of poverty on health. 

On the question of the health sector development project, it had already begun its work and would 
encourage the whole range of programmes at WHO to focus on health sector development. The Cabinet 
position on one-country work programmes would be discussed the following week and the new approach 
would be implemented as soon as possible. 

The CHAIRMAN said that he took it that the Committee wished to take note of the report. 

It was so agreed. 

The CHAIRMAN then invited the Committee to approve the draft resolution. 

The draft resolution was approved.' 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA52.23. 
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Prevention and control of iodine deficiency disorders (Document A52111) 

Dr SANOU IRA (representative of the Executive Board) said that since the adoption ofreso1ution 
WHA43.2 in 1990, Member States had made tremendous progress towards eliminating iodine deficiency 
disorders, mainly through the use of iodized salt. Nevertheless, iodine deficiency remained a public health 
problem in 130 Member States. The priority needs for the future were described in the document under 
discussion. The Board considered that WHO should increase its efforts to expedite the progress being 
made throughout the world in eliminating iodine deficiency disorders and that Member States should be 
prepared to participate in those efforts. The Board had also been of the opinion that the Fifty-second World 
Health Assembly could study the means of consolidating the progress made in the struggle to eliminate 
iodine deficiency disorders and of maintaining national monitoring systems. The proposal was made that 
the next status report on iodine deficiency disorders throughout the world should be submitted to the Health 
Assembly 10 years after the International Conference on Nutrition had been convened in 1992. The 
International Council for the Control of Iodine Deficiency Disorders had strongly reaffirmed its 
commitment to the goal of achieving a lasting elimination of iodine deficiency disorders by the year 2000 
and beyond, and had renewed its commitment to working closely with WHO to that end. The collaboration 
between FAO and WHO had also been discussed, with particular emphasis on FAO's role in accelerating 
the progress being made towards the elimination of iodine deficiency disorders. WHO and F AO 
collaborated very closely on a wide range of issues in connection with nutritional standards and 
programmes, including iodine deficiency disorders. Although the draft resolution contained within 
document A52111 had not been discussed by the Executive Board, the Director-General, in view of the 
enormous public health significance of iodine deficiency disorders and the progress Member States had 
made toward eliminating them, had recommended that a draft resolution should be submitted to the Health 
Assembly. 

Mr VOIGTLANDER (Germany), speaking on behalf of the European Union, said that iodine supply 
undoubtedly had an important influence on human health and therefore that appropriate measures should 
be taken to increase the range of iodine use. 

The constitutions and other relevant legislation of many European countries made the use of iodized 
salt a voluntary issue. To further improve the supply of iodine in all Member States without introducing 
compulsory iodization, a strategy of information and motivation was required that targeted populations as 
a whole, and canteens, caterers and food industries in particular. The European Union suggested that WHO 
focus its efforts on devising such a strategy. 

Mr DEBRUS (Germany) said that government measures had considerably improved the supply of 
iodine in his country. However, some parts of the population, such as pregnant women and breastfeeding 
mothers, were perhaps still not receiving enough. 

While some 80% ofhouseholds in his country used iodized table salt, there were no indications that 
certain minority groups were using significantly less salt for cooking. Following the introduction of 
appropriate legislation, beginning in 1989, iodized salt was currently used in all areas of food production 
and in canteen meals and catering. Of all the salt used in the food trade 35% was iodized, about 90% of 
that share being used in canteen kitchens. The share of iodized salt used in the food trade as a whole 
ranged between 55% and 85%. The higher costs involved in iodized salt production were absorbed through 
increased costs to the consumer, which had reduced willingness to buy. Under the existing legislation in 
Germany, the use of iodized salt was by choice. The most recent statistics on iodine uptake by the German 
population came from an iodine monitoring scheme in 1996. A new monitoring scheme was being planned 
as part of a continuous control process. With regard to the use of iodine to treat thyroid diseases, reliable 
data had been compiled using the method acknowledged by WHO. It was one of the objectives of 
Germany's health policy further to increase the percentage of iodized table salt used by the population, with 
a view to better tackling the diseases caused by iodine deficiency. 

(For continuation, see summary record of the ninth meeting.) 
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5. THIRD REPORT OF COMMITTEE A (Document A52/39) 

Professor AKANOV (Kazakhstan), Rapporteur, read out the draft third report of Committee A. 

The report was adopted. 1 

The meeting rose at 12:30. 

1 See page 279. 


