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TECHNICAL AND HEALTH MATTERS: Item 13 ofthe Agenda(continued from the eighth meeting) 

Prevention and control of iodine deficiency disorders (Document A52/11) (continued) 

Dr MAHJOUR (Morocco) said that the campaign against iodine deficiency disorders in his country 
comprised a short-term campaign to supplement iodine levels by distributing capsules of iodized oil, which 
had begun in 1992, and a long-term campaign to achieve universal iodization of cooking salt, both backed 
by a decree adopted in 1995. The Ministry of Health had provided salt producers with iodine supplements 
and the necessary technical support to enable them to implement the policy. However, it still had problems 
persuading salt producers and the population to change their practices and behaviour. If the salt iodization 
programme was to prove viable in the long term, a large-scale public awareness campaign would be 
necessary, imports of potassium iodate exempted from taxes and other duties in order to make them more 
affordable, and iodization techniques closely monitored for compliance with the recommended WHO 
standards for iodine content in salt. Lastly, it was essential to continue monitoring iodine levels among the 
population and evaluating the impact of the iodization programme. He endorsed the draft resolution. 

Dr THILLY (Belgium), commending the report, expressed support for the draft resolution. The 
programme deserved to be given high priority since iodine deficiency disorders were the most common 
cause of preventable mental deficiency in the world. However, in view of the completeness ofthe report 
and the fact that resources for the programme were clearly limited, he suggested that any further report on 
the subject to the Health Assembly be deferred for five or six years to allow time for reportable progress 
to be made. 

Ms WIJNROKS (Netherlands) said that a sustainable solution to the problem of iodine deficiency 
disorders would require a multisectoral approach, involving partners both inside and outside the health 
sector, particularly the salt industry. The issue would be discussed at the Eighth World Salt Symposium 
(The Hague, May 2000), which the Director-General had agreed to attend. 

Her delegation supported the draft resolution contained in document A52/11, but suggested that the 
text would be strengthened by four amendments. First, a new paragraph should be added after paragraph 1 
to read: 

Commends the salt industry for its collaboration and key role in making iodized salt available 
to populations at risk of iodine deficiency, and for its initiative in highlighting iodization of salt at 
the Eighth World Salt Symposium at The Hague in May 2000. 

Secondly, in operative paragraph 3, a new subparagraph (4) should be added to read: 

( 4) to collaborate in the process of verification that the goal of sustainable elimination of iodine 
deficiency disorders as a public health problem has been achieved. 
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Thirdly, in operative paragraph 4(5), the words "incidence and" should be deleted, since the technical 
feasibility of measuring the incidence of iodine deficiency disorders was doubtful, and lastly, operative 
paragraph 4(6) should be amended to add the words "by 2002" after "report to the Health Assembly". 

Dr W ASISTO (Indonesia), welcoming the progress made despite the problems noted in paragraph 8 
of the report, said that WHO's efforts to assist countries to eliminate iodine deficiency disorders would 
make an important contribution to the quality of life of future generations. He asked what the major 
constraints were that prevented many countries from monitoring salt and urinary iodine levels since the 
technology involved was surely not particularly complex. He endorsed the draft resolution. 

Dr COITINHO (Brazil) welcomed the emphasis the report placed on the need for long-term 
maintenance of salt iodization programmes, without which iodine deficiency disorders were likely to 
reappear. Brazil's legislation on salt iodization, first adopted in the early 1950s, had been regularly 
updated. Under it salt producers bore the cost of iodization, although the Ministry of Health supplied both 
large and small producers with potassium iodide free of charge. Brazil's experience had shown that small
scale salt producers had special operational needs, which must be taken into account if universal salt 
iodization was to be achieved. She therefore suggested that in operative paragraph 4(2) of the draft 
resolution the words "being cognizant of their particular characteristics" be added after "large- and small
scale salt producers". 

Her delegation could not accept the assertion in paragraph 3 of the report that Brazil still had a 
significant iodine deficiency problem. National surveys showed that 95% of salt was iodized and that the 
prevalence of goitre had decreased from 20.7 in 1955 to 1.3 in 1995. Low levels of iodine excretion were 
found only in isolated areas. 

She endorsed the amendments proposed by the delegate of the Netherlands, but suggested that the 
next report to the Health Assembly should be submitted in 2005 rather than in 2002, since it was unlikely 
that any new global data would become available before that date. 

Ms DLADLA (South Africa) endorsed the sustainable elimination of iodine deficiency disorders and 
the need for continued monitoring ofthe iodine status of populations at risk in the past. South Africa had 
introduced compulsory iodization of all food-grade salt in 1995. At that time, there had been no baseline 
survey of iodine levels among the population and no monitoring in place; however, a survey had been 
commissioned in 1997 and the results were expected in mid-1999. A monitoring system for iodine 
deficiency disorders and salt iodization would be developed on the basis of that survey. Her delegation 
endorsed the draft resolution. 

Dr MONISSOV (Russian Federation) endorsed the draft resolution. Iodine deficiency disorders 
were a serious problem in the Russian Federation, particularly in areas which had suffered the 
consequences of the Chernobyl nuclear accident. In recent years, the Ministry of Health had worked to 
improve the supply of iodized salt and bread products with the help of UNICEF and other international 
organizations, although no major progress had yet been made. Salt producers were willing and able to 
produce enough iodized salt, but retailers and the general public were unwilling to sell or buy it. The 
situation was made worse by the lack of appropriate legislation and poor intersectoral cooperation. The 
Government had now prepared a draft decision to provide the necessary political support to salt producers 
and retailers. His country hoped for WHO cooperation in setting up epidemiological surveys and a 
monitoring system for iodine deficiency. 

Mrs HILSON (Canada) said that, despite the progress made, an estimated 28 million children 
worldwide were still affected by iodine deficiency disorders. Furthermore, the lack of effective monitoring 
systems in many countries cast doubt on the sustainability of what had been achieved so far. In looking 
forward to the ultimate goal of universal salt iodization, she commended the campaign against iodine 
deficiency disorders as an excellent example of collaboration between WHO, UNICEF, the International 
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Council for Control oflodine Deficiency Disorders, ministries of health and salt producers. She endorsed 
the draft resolution, with the amendments proposed by the Netherlands. 

Dr <;AKMAK (Turkey), welcoming the report, said that universal salt iodization would become 
compulsory in Turkey from July 1999. The percentage of iodized salt produced was already 33%, and it 
was hoped to double that figure by the end of 1999. As well as monitoring the production of iodized salt, 
his country was also monitoring the iodine status of the population by means of field-based epidemiological 
surveys. 

Large-scale salt producers had no difficulty in complying with the new legislation but there were 
about 300 small-scale salt producers in Turkey, supplying some 40% of the market. They needed special 
financial and technical support, because they tended to use unrefined salt, which was more difficult to 
iodize and tended to be sold to the most vulnerable groups. The Government planned to give small-scale 
producers financial support, but international technical support would also be required. Turkey already 
received some technical support from UNICEF. An intensive promotion, information and education 
campaign was being conducted among consumers and the professional organizations for salt producers and 
retailers. The implementation of the legislation governing salt iodization was being monitored in 
collaboration with the Ministry of Agriculture. A multisectoral committee had been set up to monitor the 
effectiveness of the iodization programme and it was hoped that sustainable diminution of iodine deficiency 
disorders would soon be achieved. He endorsed the draft resolution. 

Ms BENNETT (Australia) welcomed the work of WHO, UNICEF and the International Council for 
Control oflodine Deficiency Disorders in the campaign to eliminate iodine deficiency disorders, which had 
made considerable progress. She endorsed the draft resolution, with the first three amendments proposed 
by the Netherlands. However, she agreed with the suggestion from Brazil that the next report to the Health 
Assembly should be submitted in 2005 rather than 2002. 

Dr WEINBERGER (Austria) said that, according to the current legislation in her country, only 
potassium iodide could be used for salt iodization. However, there were plans to allow iodization with 
potassium iodate, as recommended by WHO, because the old regulations might constitute a barrier to trade. 
However, since the Austrian Ministry of Health considered that the absence of adverse effects on health 
resulting from intake of potassium iodate had not been sufficiently well documented, she asked for details 
of any relevant scientific literature on that subject and whether WHO had any recommendations relating 
to the simultaneous use of potassium iodide and potassium iodate (for instance when preparing a meal using 
two different products containing salt), which might react chemically resulting in sublimation of iodine, 
thus reducing the amount of iodine absorbed. New drugs had to undergo extensive toxicological testing 
before they could enter into general use; in the same way, food additives, such as iodine, should only be 
permitted after long-term toxicological studies which reproduced the expected conditions of everyday use, 
particularly in view of the increasing global trade in food. 

She endorsed the draft resolution. 

Ms PAULINO (Philippines) commended the report and endorsed the draft resolution, with the 
amendments proposed by the delegates of the Netherlands and Brazil. It was worth noting that landmark 
legislation on salt iodization was now in effect in the Philippines. The challenge now facing the 
Government was to hold discussions with salt producers, suppliers, nongovernmental organizations and 
other stakeholders on effective mechanisms for sharing resources and responsibilities, in order to achieve 
universal salt iodization and strengthen the surveillance of iodine deficiency disorders so as to ensure their 
elimination. She urged Member States to do likewise and to explore all options available in the area. 

Ms W ANGMO (Bhutan) said that despite being a land-locked country in a high mountain area 
Bhutan had made considerable progress in the prevention and control of iodine deficiency disorders with 
the support of WHO and other donors, on whom Bhutan hoped to be able to continue to rely in the future. 
Effective quality control and monitoring mechanisms were essential to sustain progress but alternative 
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strategies for providing iodine supplements were also required if the global target was to be met. She 
endorsed the draft resolution as amended. 

Professor GRANGAUD (Algeria) said that the manufacture of iodized salt had been introduced and 
made compulsory by law in Algeria over 10 years previously. A survey conducted in 1995 had shown that 
92% of households used iodized salt. However, the proliferation of small-scale salt producers and the 
privatization of the trade had made it more difficult to monitor the situation, calling for tighter regulations 
and more effective monitoring. 

Algeria endorsed the draft resolution subject to two amendments. First, the elimination of iodine 
deficiency disorders ought to be considered as a priority programme for WHO and a phrase should be 
added at the start of operative paragraph 4(3) along the following lines: "de considerer I' elimination des 
troubles de Ia carence iodee comme un programme prioritaire de l'OMS ... ". Second, agreeing on the need 
for the Director-General to report to a future Health Assembly, he agreed with the delegates of Brazil and 
Australia that the year 2005 would be the most appropriate date. 

Dr SHINOZAKI (Japan) said that his country, which was blessed with iodine-rich resources, had 
been carrying out workshops and bilateral cooperation projects to assist other Asian countries in capacity
building for iodine deficiency disorder control. He commended the report, which clearly identified the key 
aspects of such control activities. 

Japan had great expectations of WHO's leadership and advocacy on a public health issue which 
constituted the single greatest cause of preventable mental retardation. Both the general public and salt
manufacturing industries should be targeted with a view to highlighting that issue's importance and 
strengthening the commitment of the parties involved. 

Mr CHAUDHRY (Pakistan) said that iodine deficiency was a serious health hazard in Pakistan, 
particularly in its mountainous regions, which were among the areas most severely affected worldwide. 
Pakistan had undertaken an intensive control programme including the launch of a promotional campaign 
through the media to increase the demand for iodized salt and provision of training for health care 
providers. As a result of incentives offered to the private sector, six major salt producers and 4 77 small
and medium-sized salt processors had been involved in the manufacture and marketing of iodized salt. 
Around 35% ofthe salt marketed in the country was iodized and 32% of households used it. Pakistan 
aimed to achieve universal salt iodization by the year 2000. 

Pakistan was grateful for the support given by WHO and UNICEF in its efforts to control iodine 
deficiency disorders. In particular, the financial support provided by UNICEF had helped the country to 
accelerate its control programme. He endorsed the draft resolution. 

Dr MANSOUR (Egypt), endorsing the draft resolution, said it was clear from statistics that iodine 
deficiency disorders represented a considerable health problem for Egypt. Since 1990, efforts had been 
made to remedy the situation by harmonizing the production of iodized salt and increasing its availability 
on the market, with universal access being the ultimate goal. He expressed support for the measures 
outlined in the report, which should guarantee access to iodized salt in non-producing countries. He 
expressed thanks to UNICEF and WHO for their support in connection with iodine deficiency disorder 
projects in Egypt. 

Mr TCHELO (Democratic Republic of the Congo) applauded the importance WHO attached to 
iodine deficiency disorder control. Iodine deficiency disorders were a public health problem in some areas 
of his country, particularly in the war-tom east, where, until the outbreak ofhostilities, the problem had 
more or less disappeared following the launch of a national control programme in 1990. However, the 
conflict currently made it impossible to apply salt importation regulations strictly and a resurgence of the 
condition was feared. He therefore expressed the hope that the restoration of peace in the region would be 
encouraged so that iodine deficiency disorders and other health problems could be tackled with the 
continuing support of WHO and the international community. 
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Dr CHA V ANICHKUL (Thailand) said her country was well aware of the importance of eliminating 
iodine deficiency disorders and therefore supported the draft resolution. In order to ensure universal iodine 
consumption, multisectoral cooperation with the salt industry and continued public awareness campaigns 
were required. However, there was also an urgent need for WHO to give more assistance in formulating 
systems for monitoring iodine status and checking the quality of iodized salt, and in developing appropriate 
laboratory testing facilities. 

Dr MUGABO (Rwanda) welcomed the report and endorsed the draft resolution. It was Rwandan 
national policy to import iodized salt and mechanisms existed for monitoring it on entry to the country. An 
interministerial committee had been set up to ensure coordination between the ministries of health, trade 
and industry. There was thus awareness about the issues at stake among all those concerned, namely 
retailers, customs officers and government officials. 

Dr RAMATLAPENG (Lesotho) said that there was a serious iodine deficiency problem in Lesotho's 
mountain regions which had prompted the launch of a vigorous control programme. In the past two years 
iodized salt capsules had been distributed in all schools in the areas concerned and a bill banning the sale 
of uniodized salt would shortly be submitted to Parliament. 

Owing to its specific geographical situation, Lesotho was dependent on South Africa for its supply 
of salt. As a result of recent South African legislation, dumping of uniodized salt in Lesotho had increased. 
Lesotho was currently seeking to persuade the relevant authorities in South Africa to join local customs 
officials in monitoring iodization levels in salt imports. She endorsed the draft resolution. 

Dr CHERAGHCHI (Islamic Republic oflran) said that the control of iodine deficiency disorders 
was one of the more cost-effective programmes in WHO. Efforts in that area should therefore be 
strengthened. Close intersectoral collaboration and cooperation with the relevant professionals were also 
necessary to ensure success and such programmes should remain an integral part of nutrition programmes 
aimed at combating micronutrient deficiencies. 

Iodine deficiency disorder control programmes had proved successful in many Member States, 
including the Islamic Republic of Iran, which had a high coverage of iodized salt consumption, and a wide 
network of iodized salt producers. Perhaps, with the necessary support from WHO, such countries might 
be enabled to share their experience and offer opportunities for training others. He endorsed the draft 
resolution. 

Dr PRADO ROCHA (Nicaragua), endorsing the draft resolution, said that almost 89.5% of 
Nicaragua's salt for human consumption, which was locally produced, was currently iodized. However, 
further support was needed to modernize its salt-producing industry, while the health sector required 
technical support for monitoring activities if elimination of iodine deficiency disorders was to be attained. 

Mrs BENDOW (United Nations Children's Fund) said that UNICEF had been working closely with 
WHO on the iodine deficiency disorder programme, whose successful implementation was largely due to 
contributions by individual donors, including the Government of Canada and Kiwanis International. Now 
that the programme had begun to yield good results, the challenge ahead was to ensure sustainability. That 
would be achieved, inter alia, through improving quality control and standardization of the iodine content 
of salt. National legislation was needed to ensure that all salt, including animal salt, exported and imported 
was iodized, the retailing of iodized salt improved, especially in rural areas, and iodized salt made available 
at affordable prices for the least well-off. UNICEF was cooperating with Member States, WHO and other 
partners to that end, with the result that the goal of 100% salt iodization set by the World Summit for 
Children was now within reach. 

Professor DELANGE (International Council for Control oflodine Deficiency Disorders), speaking 
at the invitation of the CHAIRMAN, welcoming the report, said his organization had been pleased to 
collaborate with WHO in its preparation and was prepared to contribute further as required. An excellent 
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partnership had developed over the years with Nutrition for health and development, which was 
commended for the remarkable contribution it had made to controlling iodine deficiency disorders around 
the world. The progress made ensured that the goal, set by the Forty-third World Health Assembly in 1990, 
of eliminating iodine deficiency disorders as a public health problem by the year 2000 was attainable. 
However, there were, as the report had noted, possible difficulties and pitfalls ahead. The major needs for 
the future with respect to programmes for the control of iodine deficiency disorders were therefore to fill 
any gaps in implementation, to ensure quality control and monitoring and to guarantee sustainability. He 
therefore welcomed the draft resolution and the proposal by the delegate of Algeria that the elimination of 
iodine deficiency disorders should be made a priority programme. 

He reaffirmed his organization's commitment to the sustainable elimination of iodine deficiency 
disorders by and beyond the year 2000, and to continued work towards the sustainability of national 
programmes under its Global Action Plan 1999-2001, whose main components were directly relevant to 
the draft resolution. In particular, the International Council for the Control oflodine Deficiency Disorders 
confirmed its availability to Member States and WHO in relation to assessment of the severity of the 
problem at the country level, support for the implementation of universal salt iodization or alternative 
strategies where iodized salt was not yet available, partnership in the evaluation and monitoring of ongoing 
programmes, production of scientific and technical publications, constitution of databases, and 
communication and advertising. Sustained efforts were still required, but the goal of eliminating iodine 
deficiency disorders once reached would constitute an unprecedented success in the field of 
noncommunicable diseases. 

Ms MICHEL (Inclusion International), speaking at the invitation of the CHAIRMAN, pointed out 
that iodine deficiency disorders were not just a medical issue. However, significant progress had been 
made in the fight against the condition since the 1990 World Summit for Children, at which the goal for 
elimination by 2000 had been set. As a result of efforts by WHO, UNICEF, the International Council for 
the Control oflodine Deficiency Disorders and many others, technical support had been provided round 
the world for programmes on such topics as salt-refining, iodization and packaging, marketing and quality 
control procedures. Numerous teams had monitored the epidemiological impact of the programmes. The 
age-old scourge would soon be under control and ultimately eliminated thus sparing future generations. 

Iodine deficiency disorders had, however, left millions of people impaired. Although the numbers 
suffering from goitre were impressive, the condition was reversible and only a cosmetic part of the problem. 
Nevertheless, goitre was carefully evaluated and monitored and its statistics considered relatively reliable. 
In contrast, figures on the many millions suffering intellectual disability as a result of iodine deficiency 
disorders were unreliable. Although persons affected by true cretinism had distinct features, recognizable 
on sight, identification of the innumerable persons who, despite their ordinary appearance, had diminished 
cognitive and intellectual capacity, required time and specific skills, which medical teams often lacked. 
Determining the origin of intellectual disability could be even more difficult. 

Inclusion International believed there was a need for more accurate and reliable information on the 
extent of brain damage due to iodine deficiency, since intellectual disability compromised both human and 
national development. Secondly, given the connotations accumulated over the years, indiscriminate use 
of the word "cretin" to designate the total population of persons with intellectual disability as a result of 
iodine deficiency disorders was stigmatizing. Thirdly, the laudable campaign to eradicate the effects of 
such disorders only helped future generations. Millions of children, adults and their families were currently 
bearing the consequences of the problem without access to rehabilitation programmes. The 
acknowledgement and support ofthose millions of persons who were intellectually impaired because salt 
iodization programmes had come too late was as important as ensuring the long-term sustainability of such 
programmes. 

Mrs SINGH (Executive Director), responding to points raised in the discussion, said that the fact that 
68% of the population in the 94 countries affected by iodine deficiency disorders had access to iodized salt 
was a remarkable success, as large-scale iodization programmes had not begun to be introduced worldwide 
until after the Forty-third World Health Assembly had in 1990 adopted a resolution recommending its use. 
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The support provided by all WHO's partners in the effort, in particular UNICEF and the International 
Council for the Control of Iodine Deficiency Disorders, had been greatly appreciated. 

There were two main challenges for the years ahead. Firstly, support to the 37 countries that had not 
yet implemented iodine control programmes was a high WHO priority. Secondly, the elimination of iodine 
deficiency disorders required a sustained effort to ensure that salt was adequately iodized and that at-risk 
populations had access to it. That implied, as a minimum, an effective system for monitoring both iodized 
salt and the iodine status of the population, enforcement of legislation on iodized salt, and a close 
partnership between the salt industry, governments and WHO. 

Sustainability was relevant not only for affected countries where salt iodization was already under 
way, but also for countries where iodine deficiency disorders were considered to be under control. Control 
required constant vigilance, and the goal of elimination, which was well within reach, would not be attained 
unless the international community continued to provide adequate support. The constraints faced by many 
countries in the routine and regular monitoring of iodine levels in salt were threefold: lack of laboratory 
infrastructure to determine iodine levels in salt; lack of legislation and its enforcement; and lack of a 
commitment on the part of industry to monitor levels at the production stage. WHO, with UNICEF and 
the International Council for the Control of Iodine Deficiency Disorders, was endeavouring to assist 
countries in all three areas. The problem of small producers, who could usually not afford to iodize salt, 
was causing concern because in many countries a substantial part of the population consumed salt from 
small-scale production. WHO was willing to provide technical support to explore the possibility of 
governments, in close partnership with large producers, supporting the efforts of the small producers. 

With regard to the safety of the iodide and iodate, safety and toxicological studies had been 
conducted over many years by a number of countries. Initially the use of the iodide had been widely used 
for the iodization of salt, but the iodate was now preferred because it was more stable. Reports on the 
safety of iodide and iodate had been completed by the Joint FAO/WHO Expert Committee on Food 
Additives and were currently under consideration by the Codex Alimentarius Commission. 

Welcoming the suggestion that WHO should design a monitoring system for both salt and iodine 
status, she reported that WHO, UNICEF and the International Council for the Control oflodine Deficiency 
Disorders had held a global consultation on the monitoring and surveillance of iodine deficiency disorders 
and iodized salt only two weeks earlier. The next step would be to support the development of reference 
laboratory networks. She acknowledged that greater efforts were needed to develop public awareness 
through communications strategies, which were clearly a very important component of efforts to combat 
iodine deficiency disorders. 

The amendments strengthening the resolution were welcomed and would help Member States to 
accelerate elimination of iodine deficiency disorders. The year 2005 would be preferable as the date of the 
next report to the Health Assembly to allow time for measurable progress. 

The CHAIRMAN announced that the delegate of the Netherlands had withdrawn her proposal to 
insert in operative paragraph 4(6) of the draft resolution the year 2002 as the date for the next report in 
favour of the delegate of Brazil's proposal for the year 2005. 

Dr LURIE (United States of America) asked what were the implications of the proposed amendment 
to consider the elimination of iodine deficiency disorders as a priority programme. 

Professor GRAN GAUD (Algeria) said that a priority programme clearly had budgetary implications; 
if the Director-General were to be asked to study the possibility, that change would probably take effect 
in 2001. 

The draft resolution, as amended, was approved.1 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA52.24. 
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Cloning in human health (Document A52/12) 

Dr SANOU IRA (representative ofthe Executive Board) said that in 1998 the Director-General had 
designated two co-rapporteurs, Professor Daar (Oman) and Professor Mattei (France), to assess the current 
and potential applications of cloning and the various issues which they raised. Their final mandate had 
been to consider not just cloning techniques, but the overall area of gene manipulation and its implications 
for human health. In October 1998, a group of independent and government experts had met in Geneva 
to consider a first draft report, including draft guiding principles and recommendations to WHO and its 
Member States. The consolidated report, with contributions from members of the working group, had been 
submitted to the Director-General. 

The draft guiding principles and recommendations had been distributed to the Executive Board in 
January 1999 and its members had been requested to forward their comments and suggested amendments 
in writing. The consultation had been extended to governments, national ethics advisory boards, relevant 
international organizations, professional and scientific bodies, as well as support and advocacy groups. 
Document A52/12 provided a progress report as at March 1999 and included some of the main principles 
and recommendations covered by the consultations. The full set of draft principles and recommendations 
was available on request. 

Mr VIANNA (Brazil), welcoming the report, noted in paragraph 17 among the WHO actions listed 
implementation of the recommendations of the WHO Task Force on Organ Transplantation and the WHO 
Consultation on Xenotransplantation. Since the action in question related to the contents of four documents 
none of which had been considered by the Health Assembly or the Executive Board, he asked that the 
subparagraph concerned be deleted from the report. 

Dr SHINOZAKI (Japan) referred to the last action listed in paragraph 17 of the report, which 
indicated that WHO would develop a declaration on the medical, ethical and public health aspects of 
genetics. He asked what timetable was envisaged for preparation of the declaration mentioned, what 
methods would be used to prepare it, and what areas it was intended to cover. 

Dr <;AKMAK (Turkey) welcomed the report and expressed appreciation for the draft guiding 
principles and recommendations of the working group, and the work of the rapporteurs. He commended 
WHO's response to the draft recommendations, which was fully in line with resolution WHA51.1 0, as well 
as the consultations held on the draft guiding principles and recommendations. His delegation supported 
implementation of the action outlined in paragraph 17 of the report. 

Professor VIOLAKI-PARASKEVA (Greece) commended the Secretariat's report and the draft 
guiding principles and recommendations. The interference with the work of nature represented by cloning 
was a source of fear to many. However, medical research was important to improvement of health and vital 
for the practice of medicine. Although the genetic revolution held out great promise for the improvement 
of human health, the cloning of humans and the splitting of embryos remained ethically unacceptable. 
WHO, in collaboration with CIOMS, should hold a follow-up conference on the ethical, legal, social, 
economic and other aspects of genetics as applied to human health. As a first step, ethical committees 
should also be established at national level. 

Mr LEHMANN (Germany) noted that, in pursuance of two resolutions of the Health Assembly, a 
WHO expert group had been commissioned to elaborate draft recommendations on the problems of cloning 
for nonreproductive purposes. That group, although it had met only once, had recently submitted draft 
guidelines on bioethics, including statements on genetic testing and screening and proposing, inter alia, 
principles on voluntarism, non-directive counselling, germ-line therapy and eugenics. The resulting draft 
had far exceeded the original instructions provided by the Health Assembly. 

A provisional review of the draft guiding principles and recommendations, which had been received 
very late, led to the conclusion that while his delegation could support some of the principles contained in 
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the guidelines, others required further analysis, in particular the statements relating to germ-line therapy 
and issues relating to eugenics. It was much too early to use the guidelines and recommendations as a basis 
for the further work of the expert group or, in particular, for the development of a WHO declaration on the 
medical, ethical and public health aspects of genetics. Thorough discussion of the subject by WHO 
Member States was called for first. 

Dr JEANFRANc;OIS (France), commending the report, which dealt with a subject of particular 
importance in decades to come, expressed appreciation for the work of the rapporteurs, which had been 
broadened to cover gene manipulation and its implications for human health. She asked whether the final 
report of the working group had been completed and what recommendations it contained. She asked what 
the timetable would be for the priority actions listed for WHO in paragraph 17 of the report, and whether 
Member States would be consulted about any of them or included in the work involved, particularly as 
regarded the drafting of a WHO declaration on the medical, ethical and public health aspects of genetics. 
Any such declaration would have to take into account the provisions of the UNESCO Universal Declaration 
on the Human Genome and Human Rights, which had been adopted by the United Nations General 
Assembly and Member States should be consulted in the drafting process. 

Dr SHAO Ruitai (China), welcoming the report, said that the development of cloning technology 
should be encouraged with a view to improving human health and the further development of mankind. 
However, the social, moral and ethical issues related to cloning required further assessment. The technical 
safety of cloning techniques also needed further verification. The development and use of the technology 
should therefore be standardized and should be in conformity with clinical, legal and ethical requirements. 
The Chinese delegation agreed with the point raised in the report that hurried or premature legislation in 
the rapidly evolving field of genetics could be counter-productive. The relevant legislation and guidelines 
should, as mentioned in the report, be based on a full scientific and ethical assessment of the techniques 
concerned. He supported the action proposed for WHO in paragraph 17. 

The meeting rose at 17:30. 



TENTH MEETING 

Tuesday, 25 May 1999, at 9:00 

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

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

Cloning in human health (Document A52/12) (continued) 

Dr MONISSOV (Russian Federation) said that the Russian Federation associated itself with those 
who recognized the inadmissibility of cloning for human reproduction. However, it did not object to the 
conduct of scientific research that would not run counter to the relevant documents on the subject prepared 
by UNESCO and the Council of Europe. 

At the same time, his delegation considered that the report failed to make it sufficiently clear how 
and by whom the ethical, scientific, legal and possibly social consequences of cloning would be monitored 
and also who would be responsible for informing the Member States of the latest scientific data on the 
subject. In his delegation's opinion, that should be done by the Director-General, as was stipulated in 
resolution WHA51.10. 

Mr SEKOBE (South Africa) said that his country accepted the fact that cell cloning had been and 
must continue to be limited to that of cell lines for experimental purposes, as in vaccine production, 
pharmaceuticals and diagnostic products under stringent safeguards against ethical and medical 
consequences. There were also added benefits to understanding developmental biology through the study 
of functions of cell types and characteristic behaviour of cells, including the study of component genes 
responsible for certain functions, such as blood-clotting factors. Human gene therapy had positive 
implications for the correction of deficiencies of particular cell types, such as those of muscular dystrophy, 
and such contributions to the improvement of human health were therefore welcome. However, there were 
long-term concerns in the case of exercises such as somatic gene therapy, which included germ-line 
transmission and could create an ethical problem. Zygote gene therapy could alter the genetic inheritance 
of future generations. The cloning of Dolly, the sheep, had highlighted the inefficiency of that process, and 
its application to human beings might have alarming possible outcomes, which might encourage racism, 
stigmatization, discrimination and so forth. Accordingly, human cloning must not be allowed for any 
purpose whatsoever. 

In South Africa, the existing Human Tissue Act and draft National Health Bill both prohibited 
human cloning. WHO support would be required in the drafting of regulations once the Bill became law. 

South Africa had noted the report and the recommendations contained therein, but would like to 
propose an amendment to paragraph 17 to include the requirement that, in addition to the "integrated 
genetic resource centre", the body of experts that WHO had consulted on the matter should be 
representative if it was planned to retain such a body. If that was not the case, it should be ensured that the 
body set up for the same purpose was representative. The terms of reference of such a body must be set 
out clearly, and developing countries in particular should be included. South Africa wished to participate 
in the group, which needed to consult with and guide Member States with regard to ethical issues in clinical 
genetic research. 
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Dr AUSTVEG (Norway) pointed out that the report attempted to cover much more than cloning. 
Although that placed the issue in a broader context, her delegation, like that of Germany, was reluctant to 
endorse the dual approach adopted and would have preferred to see cloning and genetic manipulation 
treated separately. Resolution WHA50.37 clearly conveyed the rejection of cloning for the reproduction 
of human beings, and Norway wished to restate its commitment to that important principle. When it came 
to cloning and genetic manipulation for other purposes, the report acknowledged that many issues remained 
unresolved. Her delegation was particularly concerned by the suggested steps related to 
xenotransplantation and therefore shared some of the doubts raised by Brazil. The progress that 
xenotransplantation might bring to scientific development and its medical application should be 
acknowledged, but while there might be benefits in the long run, the process also created a risk of health 
hazards with consequences that could not yet be foreseen. Decisions on xenotransplantation should 
therefore take into account the possibility of both positive and negative impacts on public health. 

Her Government was particularly concerned by the ethical issues raised by cloning and genetic 
manipulation. Many countries, including her own, already had legislation relating to those issues, and the 
Norwegian Government had decided to propose a temporary ban on xenotransplantation. 

Whereas the draft guiding principles seemed to be adapted to the situation in industrialized countries, 
Norway would like to be assured that countries from all regions were involved in WHO work on cloning 
and genetic manipulation. It therefore considered it premature at that stage to take any decisions 
concerning the activities proposed in paragraph I 7 of the report. 

Dr LEVENTHAL (Israel) said that a law prohibiting genetic intervention, or the cloning of human 
beings and genetic modifications of reproductive cells, had been enacted in Israel in 1998, imposing a five
year moratorium on germ-line therapy. The purpose of the law was to provide a limited period during 
which certain types of genetic intervention would not be performed in human beings. During that period, 
the moral, legal, social and scientific aspects of such interventions would be examined, as well as their 
implications with regard to human dignity. The five-year limit had been imposed in order not to impede 
medical progress. 

Israel welcomed the WHO draft guidelines on bioethics and suggested the inclusion of some further 
principles in the recommendations to WHO and to countries: firstly, fundamental values ofhuman rights
dignity, liberty, privacy and non-discrimination; secondly, basic principles of medical ethics -
confidentiality, autonomy and equal access to care for all; and thirdly, promoting and increasing the flow 
of information and the level of public education and discussion. Those themes were in conformity with 
Israel's basic law on human rights, which was to become part of the future Israeli Constitution. 

The world was entering upon a new area of genetics, which was a global problem rather than a 
subject that each country needed to address by itself. It was indeed an example of a case in which WHO 
was sorely needed to tum the "genetic economy" from a threat into an international cooperation effort, to 
which Israel was prepared to make its contribution. 

Dr ANTEZANA ARANiBAR (Bolivia) said that the complexity of the subject under consideration 
was universally recognized and that, in addition to its biomedical aspects, it also had moral, ethical and 
public health implications. WHO could be relied on to ensure the necessary continuity in the study of the 
subject with the participation, in particular, of the developing countries. 

Some of the ideas in the report required clarification, such as the fact that, at least in the English 
version, the concept of replication appeared to be used as a synonym of human reproduction. Another 
subject that would certainly be studied by the Organization in future was the heritage of the human genome. 
The rejection of the application of cloning to human beings reflected the moral conviction that human 
cloning was a step too far. The Organization should appeal to countries to continue to promote the 
international spread of scientific knowledge of cloning, the human genome, human diversity and genetic 
research. It should also continue to promote scientific and cultural cooperation between the industrialized 
and the developing countries. That was essential in order to ensure that the development of genetic 
research should not further widen the disparities between the industrialized countries and the developing 
countries. Research on the human genome had given rise to conflicts between states, universities, firms 
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and individual researchers, thus threatening to undermine the ideals of the scientific community. At the 
first North-South Human Genome Conference held in Caxambu, Brazil in May 1992 it had been pointed 
out that the developing countries did not have the necessary technological, scientific or methodological 
capacity to keep pace with developments. There was a need for the dissemination of knowledge and 
cooperation at all levels in order to avoid an increase in discrimination worldwide. 

In that connection, his delegation fully supported the work being done by WHO to inform countries 
and involve them in all its activities, thus promoting knowledge, above all among developing countries, 
and avoiding the division of the world into two. 

Dr LEE CHEOW PHENG (Malaysia) reaffirmed his support of the statement in resolution 
WHA51.10 to the effect that cloning for the replication ofhuman individuals was ethically unacceptable 
and contrary to human dignity and integrity. The broad definition of cloning in human health included 
genetic interventions on non-human species that might help to improve human health and well-being. 
While research and development in the pursuit of such aims should continue, care needed to be taken to 
ensure that ethical, moral, social and legal concerns were given due consideration. Malaysia would follow 
developments in genetic research and its applications, noting issues of concern, such as intellectual property 
laws relating to human health, before making any recommendations for appropriate national legislation and 
regulation. 

Ms BLANCO-SEQUEIROS (Finland) welcomed the steps taken by the Director-General pursuant 
to resolutions WHA51.1 0 and WHA50.3 7. She reaffirmed her commitment to the principle enshrined in 
the latter resolution, namely that the use of cloning for the replication of human beings was ethically 
unacceptable and contrary to human integrity and morality. 

From the report (document A52/12) it was clear that WHO's efforts to clarify and assess the 
implications of cloning in human health were still in the early stages, and further consultations were 
required. She therefore found it rather difficult to comment on draft recommendations that had not been 
readily available to all delegates at the Health Assembly. The title of the report was somewhat misleading 
since a very broad range of issues was covered. In her view cloning was not directly related to 
xenotransplantation and was not a worldwide public health priority. She for one would certainly need more 
information on the issues at stake before taking a stance on the priority action proposed under paragraph 1 7. 

As part of further efforts in the area consultations with Member States from all regions should be 
pursued, and the necessary expertise should be built up in relevant international bodies. Furthermore, three 
basic principles should be borne in mind. Firstly, there should be due respect for human rights, including 
human dignity. That was the basis for ethically acceptable health care and scientific activity. Access to 
the benefits of the applications of scientific research was one ofthe essential ethical principles of research, 
as borne out by the Helsinki Declaration: Recommendations guiding physicians in biomedical research 
involving human subjects. 

Secondly, many countries had national legislation that needed to be taken into account. In addition, 
the status of international human rights instruments with regard to the application of biology and medicine 
should be carefully monitored. 

Thirdly, there was a need for transparency and openness: genetic research and development needed 
to be accompanied by public debate and education; national legislators and policy-makers should work 
together with citizens, researchers and technicians. Lastly, ethical and human rights concerns needed to 
be properly discussed at national and international levels. 

Dr LURIE (United States of America) applauded WHO's efforts to tackle the complex ethical, legal 
and social issues at stake in the rapidly expanding field of genetics, and in particular, cloning technology. 
Recent advances in genetics held great promise for the treatment of many diseases and injuries. For 
instance, the use of somatic cell nuclear transfer might result in the development of cells and tissues for 
transplants in the treatment of diabetes and skin bums respectively. Her country supported continuing 
research involving the use of somatic cell nuclear transfer or other technologies to clone molecules, DNA, 
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cells and tissues as well as to create animals. However, government policy stipulated that no federal funds 
should be used to produce a human being through somatic cell nuclear transfer cloning. 

The working group's report- currently being considered by United States technical agencies- was 
an excellent point of departure for further work on the issues and challenges that lay ahead. Her country 
looked forward to continuing the dialogue on the matter with WHO and other international partners. 

Dr METIERS (United Kingdom of Great Britain and Northern Ireland), while welcoming the report 
on a very complex and highly sensitive matter, concurred with the view expressed that cloning and genetics 
should be treated as separate issues. The United Kingdom believed that human cloning for reproductive 
purposes was ethically unacceptable and had national legislation in place to prevent it. As for genetics, 
globally accepted limits must be placed on human genetic research, which threatened the rights of 
individuals to retain control over their genetic inheritance. There also needed to be supervision of the use 
of personal genetic information for purposes other than health. 

Since progress was being made very rapidly in the area, it was essential to have a common 
understanding of the terminology and procedures involved and their implications for mankind. He stated 
that WHO should endeavour to coordinate international activities on genetics and cloning with other 
international bodies involved, including UNESCO and the Council of Europe. A conference under the 
auspices of CIOMS would be welcome. 

Turning to the report, he endorsed the first priority listed under paragraph 1 7, namely the 
establishment of an integrated genetics resource centre at WHO to provide advice and support to Member 
States. WHO should play a leading role in ensuring that the complex issues were given due consideration 
on the basis of established ethical principles. 

Ms HENRIQUEZ-DEW AAL (Netherlands) expressed disappointment that a fuller report on cloning 
in human health, with background information on human genetics and biotechnology, had not been 
prepared in time for the Fifty-second Health Assembly. Netherlands was in a privileged position having 
taken part in the working group on cloning in human health. She hoped that once the final version of the 
very informative report became available it would be widely distributed. She wondered, however, why 
there were fewer guiding principles listed in document A52/12 than those originally drafted by the working 
group and on what criteria they had been selected. Member States should have an opportunity to see the 
full list. 

She would have preferred the document to lay greater emphasis on ethical, social and human rights 
aspects, as well as public information and debate, and asked if WHO had any plans to provide support to 
Member States in that regard. 

Turning to the draft guiding principles, she suggested, referring to the statement on patents 
(paragraph 9), that account should be taken of the European Union Directive on the Legal Protection of 
Biotechnological Inventions. It was important to ensure that WHO and the European Union harmonized 
their approach to the ethical and legal aspects of patenting biotechnological inventions. In line with the 
European Directive, Netherlands held the view that neither the human body nor the simple discovery of 
one of its elements, including the sequence or partial sequence of a gene, could constitute a patentable 
invention. 

Regarding the affirmation on genetic interventions (paragraph 11 ), she stressed the need for WHO 
to pay attention to moral concerns over and above the risks and benefits at stake. In that connection, it was 
worth noting the results ofEurobarometer, a study carried out three years previously in Europe, the United 
States and Canada, financed by the European Union. 1 

Commenting on paragraph 16, she suggested that WHO should consider the ethical and human rights 
aspects of research using cloning techniques on embryonic cells and embryonic stem cells. 

1 The results were presented in Biotechnology in the public sphere: a European sourcebook. Durant, J. et al., eds. 
London, Science Museum, 1998. 
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A further area in which WHO should take action as a matter or priority, not listed in paragraph 17, 
was in monitoring developments relating to the social, ethical and human rights aspects of human genetics 
and biotechnology, particularly in the sphere of non-reproductive cloning. 

Professor PICO (Argentina) said that his delegation agreed with the emphasis in the document on 
the importance of the techniques of human cloning and on genetic manipulation, in particular its 
repercussions on human health. The ethical, medical-scientific and legal aspects of those matters needed 
further study. The treatment ofhuman health issues and the question of rights and duties in connection 
with genetic material and information were adequately covered in the document, and his delegation 
considered that human cloning and genetic engineering called for separate treatment. 

The possibility of genetic interventions on non-human species might contribute significantly to 
improving the health, quality of life and well-being of humans, provided such work was conducted within 
an ethical framework and was subject to appropriate scientific controls, for which purpose WHO should 
provide the necessary technical guidance. 

His delegation was also convinced that cloning in human reproduction was ethically unacceptable 
and incompatible with human dignity and the integrity of the human person. In addition to acting in 
accordance with the law and with human rights, it was essential to respect the norms and cultural values 
of the population. In his country, particular emphasis had been placed on that matter both by the health 
authorities and by the scientific community in general. A presidential decree had been enacted prohibiting 
the use of cloning techniques involving humans in Argentina, and the National Commission on Biomedical 
Ethics had been requested to develop draft legislation on that subject. That was currently being considered 
by parliament and prohibited the use of cloning techniques for human reproduction, while leaving open the 
possibility of using cloning for other purposes. 

The National Commission on Biomedical Ethics was currently engaged, by order of the President, 
on a multidisciplinary study involving representatives of the legislature, the executive and the judiciary, 
together with representatives from universities, the scientific and technological communities, and the 
officially recognized churches in his country, in particular to advise the scientific community on the ethical 
aspects ofthe use of permitted cloning techniques and on genetic engineering. 

The experience of his country indicated that the work of such bodies could provide valuable 
guidance for the future. 

Dr FRENK (Executive Director) thanked delegations for their important statements, which provided 
valuable feedback on the consultation process. Some 60 comments had been received, including several 
from developing countries such as Cote d'Ivoire and South Africa. 

It was of paramount importance to consolidate the consultation process by incorporating into the 
document the comments made during the debate, so as to fine-tune the principles and recommendations 
already contained in it. That process would also assist the Director-General in establishing priorities for 
follow-up activities and in assessing where WHO's competitive advantage lay. In that context, he 
welcomed the remark made by the delegate ofthe United Kingdom. A positive exchange of ideas was also 
taking place, since various members of the working group, such as the co-rapporteur Professor Mattei, were 
also participating in similar groups in other organizations, for example the Council of Europe, the European 
Commission and UNESCO. Important information was also being exchanged with the Human Genome 
Project. At the same time, it was important to define the areas on which WHO should focus so as to avoid 
any duplication of efforts. 

He hoped that the consultation process would culminate in a much wider forum than the one held 
in October 1998, comprising both representatives of the scientific community and nongovernmental 
organizations. That would provide further opportunity for elaborating on the document, since as the 
delegate of the Netherlands had indicated, a far more detailed report in fact already existed, which had been 
submitted to the Director-General in April 1999. 

In reply to questions from the delegates of Brazil and Norway on documents concerning 
xenotransplantation referred to in paragraph 17, he said that they essentially related to the control of 
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infectious diseases and the coordination of international efforts. The Communicable diseases cluster had 
been monitoring certain important aspects of xenotransplantation. 

He mentioned various ongoing activities which demonstrated the commitment of WHO to the topics 
under discussion. These were associated with the programme on Reproductive health and research and also 
involved the Noncommunicable diseases cluster. It was felt, however, that the discussion on cloning 
belonged to a wider bioethics framework; hence from June 1999 onwards, a well-known expert had been 
recruited to assist in further developing the work of WHO on bioethics. 

The CHAIRMAN invited the committee to take note of the report. 

It was so agreed. 

2. FOURTH REPORT OF COMMITTEE A (Document A52/41) 

Dr T AHA BIN ARIF (Malaysia), Vice-Chairman, read out the draft fourth report of Committee A, 
contained in document A52/41. 

The report was adopted.1 

3. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the committee 
completed. 

The meeting rose at 10:05. 

1 See page 279. 





COMMITTEEB 

FIRST MEETING 

Monday, 17 May 1999, at 16:00 

Chairman: Dr R. TAPIA (Mexico) 

1. ELECTION OF VICE-CHAIRMEN AND RAPPORTEUR: Item 14 of the Agenda 
(Document A52/30) 

The CHAIRMAN expressed gratitude for his election and welcomed all those present. In order to 
deal satisfactorily with the many important issues on the agenda, goodwill and cooperation would be 
required on the part of all Committee members. He was confident that all interventions would be made 
with the sole aim of improving the work of the Organization. He then drew attention to the third report of 
the Committee on Nominations (document A52/30)1 in which Mr J. Eskola (Finland) and Mr B. Kesang 
(Bhutan) were nominated for the offices ofVice-Chairmen of Committee B, and Dr M.E. Mbaiong (Chad) 
was nominated as Rapporteur. 

Decision: Committee B elected Mr J. Eskola (Finland) and Mr B. Kesang (Bhutan) as 
Vice-Chairmen and Dr M.E. Mbaiong (Chad) as Rapporteur.2 

2. ORGANIZATION OF WORK 

The CHAIRMAN, recalling the problems caused by the late introduction of draft resolutions during 
the Health Assembly in previous years, drew attention to resolution WHA47.14 which contained inter alia 
the request that when a resolution was first initiated and presented at the Health Assembly without prior 
review by the Executive Board, the Chairmen of Committees A and B, supported by the Director-General, 
should determine whether the Committee concerned had sufficient information and whether to refer the 
matter to the General Committee. 

The role of the representatives of the Executive Board who would participate in the work of the 
Committee was to convey the views expressed by the Board and to explain the rationale behind any 
recommendations made for the Health Assembly's consideration. He stressed that the Board 
representatives did not express the views of their respective governments. 

He suggested that the normal working hours should be from 9:00 to 12:30 and from 14:30 to 17:30. 

It was so agreed. 

1 See page 277. 

2 Decision WHA52( 4 ). 
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Mr RAHMAN (Bangladesh) noted that the Programme of Work for Committee B did not include 
items on either casual income or the appointment of the External Auditor. 

Mr ASAMOAH (Secretary) affirmed that the item on casual income had been transferred to 
Committee A and that the appointment of the External Auditor would be dealt with by Committee B at a 
later date. 

The meeting rose at 16:20. 



SECOND MEETING 

Thursday, 20 May 1999, at 12:10 

Chairman: Dr R. TAPIA (Mexico) 

MANAGEMENT AND FINANCIAL MATTERS: Item 15 ofthe Agenda 

Status of collection of assessed contributions, including Members in arrears in the payment of their 
contributions to an extent which would justify invoking Article 7 of the Constitution (Resolution 
EB103.Rl2; Document A52/27) 

Mr LIU Peilong (representative of the Executive Board), reporting on the Board's review of the 
subject at its 1 03rd session, said that one Board member had announced his country's determination to pay 
off its arrears as soon as possible, in spite of its extremely difficult financial situation. Another member 
had expressed concern about the impact on Member States of a possible increase in the budget as a result 
of the large number of countries that had been in arrears for over two years, and had sounded a note of 
alarm about the level of internal borrowing, which was beginning to present a threat to the Organization's 
internal equilibrium and financial stability. Yet other Board members had mentioned the possibility that 
incentive schemes might involve measures that would in the long run increase the financial burden on 
Member States pointing out that the Health Assembly approved annual programmes based on the 
assumption that 100% ofMember States' contributions would be received, whereas for the past decade only 
some 80% of the total amount had been paid, and WHO was obliged to deal with the shortfall by internal 
borrowing. 

The Executive Board had decided that the problem could best be solved by improving the scheme 
of incentives for early payment of contributions and had recommended for adoption by the Health 
Assembly the draft resolution contained in resolution EB103.R12. 

Mr VOIGTLANDER (Chairman of the Administration, Budget and Finance Committee of the 
Executive Board), introducing his Committee's report (document A52/27), said that the three groups of 
Member States under consideration in relation to Article 7 of the Constitution were: 25 countries which 
had already lost their voting privileges at previous Health Assemblies; Gambia which had lost its privileges 
from the start of the current Health Assembly, since sufficient funds to prevent loss of privileges had not 
been received by 17 May 1999; and Guinea which, in accordance with the principles set out in resolution 
WHA41. 7 might lose its voting rights from the Fifty-third World Health Assembly. Attention was drawn 
to the draft resolution on the subject contained in paragraph 11 of the report. 

The Administration, Budget and Finance Committee had considered proposals from Latvia and 
Liberia for rescheduling over periods of six and 10 years, respectively, but recommended five-year 
rescheduling periods as more appropriate. Attention was drawn to the relevant draft resolutions contained 
in Annexes 1 and 2 of the report. 

The Administration, Budget and Finance Committee had reviewed a request from Nicaragua that 
its arrears be written off in view of the hardship caused by Hurricane Mitch, but after thorough 
consideration of all factors it had been decided that there was insufficient justification for that course of 
action. 
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Mr MOUT (Netherlands) said that he was eager to know what improvements were in view for the 
incentive scheme and asked when a report on the subject might be expected. 

Mr JAKSONS (Latvia) said that, while he was grateful for the favourable consideration given to 
Latvia's proposals for settling its arrears and restoring its voting privileges, he wished to explain the reasons 
for basing that settlement on a six-year, rather than a five-year, plan. First of all, the Latvian budget 
planning procedure was a lengthy one and involved long-term advance planning of contributions to 
international organizations, in that the necessary funds for the current year were decided upon one year 
before the budget year, and every change in the budget law was subject to parliamentary approval. 
Secondly, the plan for settling Latvian arrears had been prepared after consultation with the WHO Treasury. 
Thirdly, in submitting the plan, his Government had been guided by the precedents set by acceptance of 
the six-year plans submitted by Cuba and Bosnia and Herzegovina to the Fiftieth World Health Assembly. 
Finally, Latvia had done its best to reduce the amount of the arrears accumulated since 1992 by paying 
US$ 443 630 into the WHO budget in 1998 - a sum that exceeded its assessed contribution by nearly 
US$ 100 000. He therefore requested the Committee to consider reverting to a six-year period for Latvia 
to pay off its arrears. 

Dr COLEMAN (Liberia), drawing attention to his country's great efforts to rebuild its health system, 
almost entirely destroyed by seven years of civil war, appealed to the Committee to consider favourably the 
request in Annex 6 to document A52/27 to reschedule Liberia's arrears, as well as the amended draft 
resolution in Annex 2 to that document. He also asked whether it would be possible to pay those arrears 
in local currency, in view ofhis country's precarious economic situation. 

Mr ZHAO Jian (China) said that his delegation had noted with alarm the situation described in the 
opening paragraphs of the introduction to document A52/27 because of its possible bearing on the 
Organization's operations and on WHO's capacity to implement the programmes it had undertaken. China 
therefore appealed to all Member States to comply with their obligations under the Constitution and asked 
for an analysis to be made of the causes of the arrears and for more effective measures to be devised for 
collecting contributions. 

Ms KOSHY (India) endorsed the previous speaker's remarks on the general situation and also 
expressed concern about the possibility that casual income, which had always been a source of incentive 
for early payment of contributions and of temporary borrowing for working capital, might be diverted to 
funding programmes, thus leaving no margin for dealing with any increase in the shortfall in payments. 
In view of the efforts being made to achieve efficiency savings and the large sums expended by the 
Organization in trying to recover arrears, it was necessary not only to urge Member States to pay 
contributions on time but also to devise a more effective incentive scheme. 

Dr METIERS (United Kingdom of Great Britain and Northern Ireland) agreed with previous 
speakers on the importance of the incentive scheme and of payment on time. He also believed that the 
principles of Article 7 ofthe Constitution should be applied, since otherwise the burden of payment for 
WHO's work would continue to fall disproportionately on Member States that paid their contributions on 
time. Nevertheless, the United Kingdom welcomed Latvia's and Liberia's initiatives to reschedule their 
arrears, and would therefore support the draft resolutions contained in paragraph 11 of document A52/27 
and in Annexes 1 and 2 to that document. 

Mr AL-SAKKAF (Yemen), referring to paragraph 14 of Annex 3 to document A52/27, noted that 
Yemen had transferred the sum of US$ 36 800 to WHO a week before the opening of the Health Assembly 
and proposed to transfer another sum before the end of the year. 

Professor ORDONEZ CARCELLER (Cuba) said that, in spite of its very difficult economic 
situation, his country had paid a total of US$ 140 000 in 1999 (up to 9 April) towards its contribution and 
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arrears. It was therefore in full compliance with its arrangement with the Organization and would continue 
to be so. 

Mr RAHMAN (Bangladesh) stressed the need for financial discipline in the Organization and urged 
Member States to fulfil their obligations. The South-East Asia Region was the only region with no 
countries in arrears, and he believed that an attractive incentive programme was needed to reward prompt 
payers. 

Bangladesh supported the draft resolutions on rescheduling the debts of Latvia and Liberia in 
Annexes 1 and 2 to document A52/27. 

Professor MAMPUNZA (Democratic Republic of the Congo) said that his country had great 
difficulty in honouring its commitments because of the war situation imposed on it by certain other States. 
It was particularly hard to pay its contributions in strong currencies such as the United States dollar. His 
country would therefore like to make its payments in Congolese francs, which was the currency in which 
WHO's operations there were carried out. 

Mr VIANNA (Brazil) strongly endorsed previous comments on the need for timely payments. With 
that in mind, his country had recently decided to pay its contributions on a monthly basis. It hoped in that 
way to have paid all its arrears for 1998 and contributions for 1999 by the end of the year. 

Ms CALLANGAN (Philippines) joined previous speakers in urging Member States to pay their 
assessed contributions on time, and acknowledged the efforts of countries that did so, despite their 
economic difficulties. The Philippines considered that arrangements to reschedule the payment of arrears 
were in order, and it supported the initiatives of Latvia and Liberia. 

Ms WILD (Financial services) thanked delegations for their support of the proposal to revise the 
incentive scheme. One of the options considered would be the possibility of allowing certain less 
developed countries to pay their contributions in local currencies. Proposals would be submitted to the 
Executive Board and Health Assembly in 2000. 

The recent payment referred to by the delegate of Yemen had indeed served to delete that country's 
name from the list of countries referred to in paragraph 14 of Annex 3 to document A52/2 7. 

The CHAIRMAN invited the Committee to consider the draft resolution recommended by the 
Executive Board in resolution EB103.Rl2. 

The draft resolution was approved.1 

Mr TOPPING (Legal Counsel) noted that it would not be helpful to vote on the draft resolution on 
the Latvian request set out in Annex 1 to document A52/27 until the question ofthe period of repayment 
had been settled. The Latvian delegation had stated that the country could not comply with the requirement 
in the draft resolution for payment of its arrears within five years; however, it could undertake to pay them 
within six years. If that difference of views was not first resolved, the intention of the draft resolution 
would be frustrated. 

Mr VOIGTLANDER (Chairman of the Administration, Budget and Finance Committee of the 
Executive Board) said that, although the Administration, Budget and Finance Committee was generally 
reluctant to authorize an extension of the period for payment of arrears beyond five years, it could probably 
accept the proposal for payment over six years, in view of the firm commitment made by Latvia. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA52.1. 
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Dr LARIVIERE (Canada), supported by Mr RAHMAN (Bangladesh) and Dr METTERS (United 
Kingdom of Great Britain and Northern Ireland), said that Latvia appeared to have been flexible in its 
negotiations and his delegation would therefore have no problem in endorsing that country's proposal, with 
its firm commitment to pay its arrears over six years. 

Dr SHANGULA (Namibia) said that it would be useful for the Committee to see the details of the 
figures as amended by the Latvian proposal before it reached a decision. 

Mr QAZI (Pakistan) was prepared to accept either a five- or a six-year limit. He also noted, in 
relation to document A52/27, Annex 3, Table 4, that his country's arrears for 1998 had recently been paid. 

Ms WILD (Financial services) said that the schedule for the payment of arrears proposed by Latvia 
was set out in Annex 5 to document EBABFC11/2, which was attached to document A52/27 as Annex 3. 
She confirmed that payment of Pakistan's arrears for 1998 had been received. 

Mr ASAMOAH (Secretary) drew the Committee's attention to the three resolutions remaining for 
approval, namely the draft resolution contained in paragraph 11 of document A52/27, and the draft 
resolutions contained in Annex 1 and Annex 2 of the document. Annex 1 contained the draft resolution 
on the request from Latvia for rescheduling of arrears; that rescheduling would, as a result of the 
Committee's discussions, take place over six years. Annex 2 contained the draft resolution on the request 
from Liberia for rescheduling of arrears. The delegate of Liberia had accepted the rescheduling over five 
years, with the request that WHO should look into the possibility of Liberia making its repayments in local 
currency. 

Mr GUBB (New Zealand) said that, while the extension of the time limit to six years in one instance 
was acceptable, he shared the general concern at the high and growing number of countries which did not 
pay their assessed contributions in full and on time. 

The CHAIRMAN said that, in the absence of any further comments on the draft resolutions under 
discussion, he would take it that the Committee wished to approve the draft resolutions with the 
amendments outlined. 

The draft resolutions, as amended, were approved.' 

Mr MONTENEGRO MALLON A (Nicaragua) expressed disappointment that the Administration, 
Budget and Finance Committee had recommended refusal of his country's request for its arrears to be 
written off, despite the explanations put forward in the letter from the Minister for Foreign Affairs annexed 
to the Administration, Budget and Finance Committee's report. The seriousness of his country's 
commitment to the Organization was beyond doubt, as its recent payment record showed. However, its 
financial situation, both because of Hurricane Mitch and the enormous external debt that it had inherited 
a decade earlier, was such that it was asking all the international organizations to write off its debts as it 
underwent a process of structural adjustments. While acknowledging with gratitude the substantial 
reduction in its assessed contribution for 1999, he asked the Committee to reconsider his country's request, 
with a view to a still greater reduction, if not a complete cancellation of the amount owed. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolutions WHA52.2, 
WHA52.3 and WHA52.4, respectively. 
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Mr VIANNA (Brazil) said that the Committee's flexibility with regard to Latvia and Liberia should 
be extended to Nicaragua. That country's debt should perhaps be rescheduled or permission granted for 
payment in local currency, taking into account Nicaragua's previous payment record and its very difficult 
economic situation. 

The meeting rose at 13:10. 



THIRD MEETING 

Thursday, 20 May 1999, at 14:30 

Chairman: Dr R. TAPIA (Mexico) 

1. MANAGEMENT AND FINANCIAL MATTERS: Item 15 ofthe Agenda(continued) 

Status of collection of assessed contributions, including Members in arrears in the payment of their 
contributions to an extent which would justify invoking Article 7 of the Constitution (Document 
A52/27) (continued) 

Ms WILD (Financial services) said that, as a result of discussions with the Nicaraguan delegation 
following the previous meeting of the Committee, possible ways of rescheduling that country's 
contributions would be considered during the coming year. 

Mr MOUT (Netherlands) said, with regard to the possible payment of contributions in local 
currencies, that it was his understanding that a paper on the incentive scheme, possibly including an option 
to pay in local currencies, was to be submitted to the Executive Board and the Health Assembly in 2000. 
Was it correct to say that no such action would be implemented before the proposal had been approved by 
the Executive Board and the Health Assembly? It was important that the option to pay in local currencies 
did not reduce the purchasing power of the Organization. 

Dr SHANGULA (Namibia), while expressing sympathy for Nicaragua, asked whether the principle 
of writing off debts had been adopted officially by WHO or any other organizations and bodies within the 
United Nations system and, if so, under what conditions? Until such a general principle had been adopted, 
it would be dangerous to apply it on an ad hoc basis, and preference should be given to other options such 
as rescheduling. Individual cases could then be measured against the conditions adopted. Furthermore, 
according to the report of the External Auditor (document A52/14), and document A52/27, a single 
Member State accounted for 58% of outstanding arrears. He asked what the special circumstances of that 
country were and what arrangements had been made to pay its arrears. For its part, Namibia was ready to 
pay its contributions as soon as it received the 1999 assessment. 

Mr ZHAO Jian (China) said that great care was needed with respect to the request by Nicaragua. 
Under the Constitution, Member States were obliged to pay contributions every year. The action 
recommended by the Administration, Budget and Finance Committee had, he believed, rightly been 
approved by the Executive Board. If Member States were to use natural disasters or other problems as 
grounds for failing to pay their contributions, the Organization would be unable to carry out its work. 
China was therefore not in favour of writing off the debt. 

Ms WILD (Financial services) said that the action agreed in discussion with the Nicaraguan 
delegation was to discuss the possibility of a rescheduling of that country's arrears, in other words, an 
alternative programme of payments. The comments made with regard to establishment of a general 
principle had been noted and would be kept firmly in mind. It was difficult to consider requests to help 
countries in arrears without at the same time looking at the incentive scheme, which encouraged countries 
to pay early and was due for review in the coming year. That review would include consideration of 
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whether certain countries might be allowed to pay their contributions in currencies other than those 
currently applicable. It would also include consideration of how to deal with the accumulated arrears, 
which were attributable to several different types of country, both developing and otherwise. Thus, 
different methods of payment of contributions and arrears for different types of countries would be 
explored. The importance, in any such endeavour to cooperate with countries, of preserving the purchasing 
power of the Organization and ensuring that its financial interests were not prejudiced would be kept in 
mind. It should be noted, however, that a possibility already existed for paying in alternative currencies, 
if appropriate, at the discretion of the Director-General and in consultation with the Executive Board. 
Furthermore, as the delegate of India had pointed out at the previous meeting of the Committee, there was 
an important relationship between the incentive scheme and the casual income account that would need to 
be taken into account. 

(For continuation, see summary record of the fifth meeting.) 

2. HEALTH CONDITIONS OF, AND ASSISTANCE TO, THE ARAB POPULATION IN THE 
OCCUPIED ARAB TERRITORIES, INCLUDING PALESTINE: Item 17 of the Agenda 
(Documents A52/25, A52/INF.DOC./3, A52/INF.DOC./6 and A52/INF.DOC./7) 

The CHAIRMAN drew attention to the following draft resolution on the item proposed by the 
delegations of Bahrain, Egypt, Iraq, Jordan, Lebanon, Libyan Arab Jamahiriya, Syrian Arab Republic and 
Zimbabwe: 

The Fifty-second World Health Assembly, 
Mindful of the basic principle established in the WHO Constitution, which affirms that the 

health of all peoples is fundamental to the attainment of peace and security; 
Recalling the convening of the International Peace Conference on the Middle East (Madrid, 

30 October 1991), on the basis ofthe United Nations Security Council resolutions 242 (1967) of 
22 November 1967,338 (1973) of22 October 1973 and 425 (1978) of29 March 1978, as well as 
on the basis of the principle of"land for peace", and the subsequent bilateral negotiations; 

Expressing the hope that the peace talks between the parties concerned in the Middle East will 
lead to a just and comprehensive peace in the area, guaranteeing in particular the right to 
self-determination of the Palestinian people; 

Noting the signing in Washington, D.C. on 13 September 1993 of the Declaration of 
Principles on Interim Self-Government Arrangements between the Government of Israel and the 
Palestine Liberation Organization (PLO), the commencement of the implementation of the 
Declaration of Principles following the signing of the Cairo Accord on 4 May 1994, the interim 
agreement signed in Washington, D.C. on 28 September 1995, the transfer of health services to the 
Palestinian Authority, and the launching ofthe final stage of negotiations between Israel and PLO 
on 5 May 1996; 

Emphasizing the urgent need to implement the Declaration of Principles and the subsequent 
Accord; 

Expressing grave concern about the Israeli settlement policies in the Palestinian occupied 
territory, including occupied East Jerusalem, in violation of international law and of relevant United 
Nations resolutions; 

Stressing the need to preserve the territorial integrity of all the occupied Palestinian territory 
and to guarantee the freedom of movement of persons and goods within the Palestinian territory, 
including the removal of restrictions of movement into and from East Jerusalem, and the freedom 
of movement to and from the outside world having in mind the adverse consequences of the 
recurrent closure of the Palestinian territory on its socioeconomic development, including the health 
sector; 
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Recognizing the need for increased support and health assistance to the Palestinian population 
in the areas under the responsibility of the Palestinian Authority and to the Arab populations in the 
occupied Arab territories, including the Palestinians as well as the Syrian Arab population; 

Recognizing that the Palestinian people will have to make strenuous efforts to improve their 
health infrastructure, and taking note of the initiation of cooperation between the Israeli Ministry of 
Health and the Ministry of Health of the Palestinian Authority, which emphasizes that health 
development is best enhanced under conditions of peace and stability; 

Reaffirming the right of the Palestinian patients to be able to benefit from health facilities 
available in the Palestinian health institutions of occupied East Jerusalem; 

Recognizing the need for support and health assistance to the Arab populations in the areas 
under the responsibility of the Palestinian Authority and in the occupied territories, including the 
occupied Syrian Golan; 

Having considered the report of the Director-GeneraV 

1. EXPRESSES the hope that the peace talks will lead to the establishment of a just, lasting and 
comprehensive peace in the Middle East; 

2. AFFIRMS that the health development of the Palestinian people will not be attained unless 
they practise their continuing and unqualified right to self-determination, including the option of a 
state, and looks forward to the early fulfilment of this right; 

3. CALLS UPON Israel not to hamper the Palestinian health authorities in carrying out their full 
responsibility for the Palestinian people, including in occupied East Jerusalem, and to lift the closure 
imposed on the Palestinian territory; 

4. EXPRESSES its deep concern about the legalization of torture during interrogation of 
Palestinian prisoners by the Israeli Supreme Court, which led to the severe aggravation of their 
physical and mental health; 

5. EXPRESSES the hope that the Palestinian people, having assumed responsibility for their 
health services, will be able themselves to carry out health plans and projects in order to participate 
with the peoples of the world in achievement of WHO's objectives ofhealth for all; 

6. AFFIRMS the need to support the efforts ofthe Palestinian Authority in the field of health 
in order to enable it to develop its own health system so as to meet the needs of the Palestinian 
people in administering their own affairs and supervising their own health services; 

7. URGES Member States, intergovernmental organizations, nongovernmental organizations and 
regional organizations to provide speedy and generous assistance in the achievement of health 
development for the Palestinian people; 

8. THANKS the Director-General for her report and efforts, and requests her: 
(1) to take urgent steps in cooperation with Member States to support the Ministry of 
Health of the Palestinian Authority in its efforts to overcome the current difficulties, and in 
particular so as to guarantee free circulation of those responsible for health, of patients, of 
health workers and of emergency services, and the normal provision of medical goods to the 
Palestinian medical premises, including those in Jerusalem; 
(2) to continue to provide the necessary technical assistance to support health programmes 
and projects for the Palestinian people; 

1 Document A52/25. 
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(3) to take the necessary steps and make the contacts needed to obtain funding from various 
sources including extrabudgetary sources, to meet the urgent health needs of the Palestinian 
people; 
( 4) to continue her efforts to implement the special health assistance programme and adapt 
it to the health needs of the Palestinian people, taking into account the health plan of the 
Palestinian people; 
(5) to activate the organizational unit at WHO headquarters concerned with the health of 
the Palestinian people, and continue to provide health assistance so as to improve the health 
conditions ofthe Palestinian people; 
(6) to report on implementation of this resolution to the Fifty-third World Health 
Assembly; 

9. EXPRESSES gratitude to all Member States, intergovernmental organizations and 
nongovernmental organizations and calls upon them to provide the assistance needed to meet the 
health needs of the Palestinian people. 

Mr ADEL (Egypt) introducing the draft resolution, drew attention to the adverse consequences of 
sealing off the occupied Arab territories, which prevented Palestinians from gaining access to health 
services both inside and outside the territory of Palestine. Hindrances were placed in the way of the 
population and their access to health services was also impeded by the occupation forces, which placed 
them in a difficult situation. The health of the Palestinian people was not improving, and would not 
improve until the occupation was ended and the right of the population to self-determination was restored, 
thus allowing the various health authorities to accomplish their proper tasks. 

The draft resolution, like other similar resolutions submitted to previous Health Assemblies, looked 
forward to a just, lasting and comprehensive peace in the Middle East and called for all necessary measures, 
including assistance from WHO and other organizations, to be provided to improve the health status of the 
Palestinian people. After discussion with representatives of Members ofthe European Union and other 
interested States, the sponsors of the draft resolution had agreed to the following changes. The third 
preambular paragraph should be amended to read: 

Expressing the hope that the peace talks between the parties concerned in the Middle East will 
lead to a just and comprehensive peace in the area, taking into account the continuing and 
unqualified right to self-determination of the Palestinian people, including the option of a State". 

In addition, operative paragraphs 2 and 4 should be deleted and the remaining operative paragraphs 
renumbered accordingly. 

Dr ADERHOLD (Germany), speaking on behalf of the European Union, expressed full endorsement 
of the draft resolution, as amended. 

Mr ZHAO Jian (China), noting with appreciation the efforts WHO had made to protect the health 
of the Palestinian people in the occupied territories, said that the World Bank, UNDP and other 
organizations had also conducted significant work to that end. For many years the Palestinian people had 
suffered from the effects of war; the plight of the displaced millions had been observed with concern by 
the international community. The Palestinian people had made unstinting efforts to recover their rights, 
establish an independent State and improve their health status. China had always supported their just 
struggle and provided them with all the assistance in its power. WHO and other organizations and bodies 
in the United Nations system should continue with vigorous measures to support the Palestinian people in 
the essential task of helping to improve their health status and raise their standard of living. At the same 
time, great efforts should be made by the international community to achieve a just, lasting and 
comprehensive peace in the Middle East. The Chinese delegation endorsed the draft resolution as 
amended. 



158 FIFTY -SECOND WORLD HEALTH ASSEMBLY 

Mr LOFTIS (United States of America) said that, while the United States strongly supported the 
provision of assistance in the field of public health to the Palestinian people, the resolution, even as 
amended, sought to insert a political element into what should be a non-contentious technical question. 
He was therefore unable to endorse the resolution and called for it to be put to the vote. 

Mr ALSHAREEF (Palestine) thanked Member States that had assisted in efforts on behalf of the 
health of the Palestinian people. Despite the difficulties encountered, the Ministry of Health of the 
Palestinian Authority had worked diligently to provide health services to the Palestinian people, with the 
cooperation and support of WHO. It had developed primary health care services, as the backbone of health 
provision, and had established over 100 primary health care centres, thanks largely to the assistance of 
friendly countries. It had also attempted to establish a national health plan calling for the development of 
secondary health care. The quality of tertiary health care had been improved through the provision of 
additional hospital beds. The most recent development had been the establishment of a centre for 
cardiovascular surgery to serve the Gaza Strip and the West Bank. A heart disease centre had been 
established in Ramallah, and centres for cancer treatment had been improved with the cooperation of the 
countries ofthe Region, including Israel. 

Programmes in such fields as the health of women and children, essential drugs and immunization 
had also been implemented, under the supervision of WHO. Their success was confirmed by the improved 
health indicators for the Palestinian Self-Rule Areas, including the fall in infant mortality and rise in 
immunization coverage. A blood bank and a national health laboratory were being developed. 

However, those activities had consistently encountered obstacles because of the failure of the 
previous Israeli authorities to abide by the provisions of the Oslo Accord and the Wye River Memorandum, 
which had had a negative impact on the provision of health services to the Palestinian people. 

By way of example, the failure oflsrael to withdraw from the occupied Arab territories in accordance 
with the agreements had made it very difficult to provide direct supervision of health services, and it had 
been impossible to provide health services to the inhabitants of certain areas. Another instance was the 
failure to ensure safe passage between the West Bank and Gaza Strip which had impeded communication 
between the various departments of the Ministry of Health and had made it impossible to hold meetings, 
for example, between the directors in charge of hospitals and primary health care. The directors of health 
departments had been obliged to meet in Jordan or Egypt because they had been unable to meet in Gaza 
or Ramallah. 

The policy of closure and sanctions imposed against the territories and the continued separation 
between the West Bank, Gaza and Jerusalem, on the one hand, and the other territories, on the other, had 
made it impossible for patients to have free access to hospitals and dispensaries. The demeaning treatment 
encountered daily by patients in ambulances at the Beit Hanoun border crossing point was a flagrant 
violation ofhuman rights. 

In spite of the fact that the release of prisoners from Israeli detention centres had been agreed, they 
had not been released and their health conditions had deteriorated, in particular after the Israeli Supreme 
Court had condoned the use of violence during interrogation. The environmental damage suffered by the 
Palestinian territories had resulted in pollution of the soil and in the destruction of agricultural produce. 
The repeated complaints made by the Palestinian Authority to the Israeli Government had been without 
effect. 

Despite those difficulties the Ministry of Health of the Palestinian Authority was determined to 
continue to implement its national health plan with the continued support of WHO. It was to be hoped that 
the incoming Israeli Government would proceed with the implementation of the previous agreements, so 
that health services to the Palestinian people could be improved. It was also to be hoped that cooperation 
between the Ministries ofHealth of the Palestinian Authority and Israel to prevent and control disease and 
improve health through joint committees would continue. 

In conclusion, his delegation hoped that the draft resolution now before the Committee would be 
approved. 
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Dr SEVER (Israel) said that, as at previous sessions of the Health Assembly, the delegation of his 
country had to comment on a politicized draft resolution. His delegation rejected such political expressions 
and would vote against the draft resolution, and asked delegates to do likewise. 

The annual debate on the Palestinian issue in Committee B had become a boring and even grotesque 
ritual because of two basic facts. 

First, the Palestinian Authority had been fully autonomous in the management of health and medical 
matters for the past five years in the Gaza Strip area and for the last four-and-a-halfyears in the West Bank 
area. 

Second, very good relations and fruitful cooperation had been established between the Ministry of 
Health of Israel and the Palestinian Health Authority, and their bilateral relations and cooperation had 
intensified over the years. The continuous contacts and ongoing dialogue between the two parties were 
based on the common understanding that health and medicine should not be mixed with politics and that 
cooperation in the spheres of health and medicine was essential to both the Israeli and the Palestinian 
people. Continuous dialogue and cooperation had been promoted by the activities of the joint Israeli
Palestinian professional committees dealing with issues of public health, including preventive medicine 
and epidemiology, drugs and pharmaceuticals, and food control. A special joint committee was 
coordinating preparations for the "Year 2000 of Tourism". 

The Israeli medical system was open to all Palestinians who needed complementary medical care in 
Israel and to all Palestinians who decided voluntarily to be treated in Israel. A proportion of the 
hospitalizations in Israel were of Palestinians suffering from road accident injuries, work accidents and 
other emergencies. About 4500 Palestinians had been hospitalized in Israel and about 9000 had been 
referred to Israel for ambulatory care, including diagnostic procedures and laboratory tests, during the past 
year. The free movement of Palestinian patients, medical teams and ambulances between the Palestinian 
autonomous areas and Israel was ensured by appropriate administrative action. Palestinian physicians, 
nurses and other health workers were taking training programmes in Israel and Israeli-Palestinian projects 
had been developed jointly in emergency medicine, primary health care, occupational medicine, 
rehabilitation and postgraduate training. 

Israel supported assistance programmes for the Palestinians and was, as always, ready to cooperate 
with Member States, organizations and agencies to help the Palestinian people. His country asked all 
Member States to put an end to the politicization of WHO. It should be remembered that the present was 
an era of peace. Both the Israeli and the Palestinian people believed in peace and in the continuation of 
the peace process, which was opening up new possibilities for hope, reconciliation and peace for both 
parties. The Palestinian and the Israeli people deserved improved health and living conditions and would 
achieve those goals. 

Mr GUBB (New Zealand), intervening on a point of procedure, said that his delegation had only just 
seen the amended text of the draft resolution. He therefore asked for the vote to be deferred until the 
following day so that he would have time to obtain instructions from his Government. However, he would 
not insist if his delegation was the only one in that position. 

Mr BAHARVAND (Islamic Republic oflran) considered that the report by the Director of Health 
ofUNRWA (document A52/INF.DOC./3) did not fully express the degree of repression in health matters 
experienced by the Palestinian people. His delegation was in favour of the draft resolution as a whole, and 
would prefer not to enter into the political details. However, its positive vote should not be construed as 
approval of all details of the resolution, in particular recognition of Israel. 

Dr ABDESSELEM (Tunisia) asked for Tunisia's name to be added to the list of sponsors of the draft 
resolution. 

Dr MONISSOV (Russian Federation) supported the New Zealand delegation's request to defer the 
vote until the following day. His delegation too had only just received the text of the amended draft 
resolution and needed time to consider it. 
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Mr TOPPING (Legal Counsel) said that under Rule 52 of the Rules of Procedure of the Health 
Assembly it was open to the Health Assembly, and thus to the present Committee, to decide to waive the 
requirement for copies of any proposal to have been circulated to all delegations in advance before such 
a proposal could be put to the vote. 

Dr SEVER (Israel) said that should it be decided to defer the vote, he would prefer a postponement 
to the following week since the next day was a Jewish holy day. 

The CHAIRMAN, in the absence of objections, invited the Committee to proceed to vote by show 
of hands on the draft resolution as amended. 

The draft resolution, as amended, was approved by 60 votes to 3 with 21 abstentions.1 

Mrs CAPLAN (Canada), speaking on behalf of Canada, Australia and New Zealand, said that their 
abstention from the vote had been prompted by the political elements contained in the third preambular 
paragraph of the resolution. While they recognized the right of the Palestinian people to self-determination 
and did not rule out the eventual possibility of the creation of a Palestinian State, it remained their view that 
the matter was one for negotiation between the parties concerned as part of the Middle East peace process. 
They looked forward to an early resumption of negotiations in the context of the peace process and hoped 
that both sides would take all necessary steps to implement in good faith the undertakings which they made 
by signing the Wye River Memorandum. 

3. AMENDMENTS TO THE CONSTITUTION: Item 16 ofthe Agenda (Document A52/24) 

Dr AL-JABER (Qatar) (representative ofthe Executive Board) said that, in pursuance of resolution 
WHA48.14, the Executive Board had established a special group for the review of the Constitution, which 
had met several times and submitted its final report to the Board at its IOlst session in January 1998. 
Following its consideration ofthe report, the Board in resolution EB101.R2 requested the Director-General 
to propose to the Fifty-second World Health Assembly the amendments now appearing in document 
A52/24. Attention was drawn to the fact that there was some overlapping of amendments; the Committee 
might wish to consider the suggestions for appropriate action contained in paragraphs 3-9 of the report. 

He recalled that the proposal in resolution WHA31.18, adopted in 1978, to amend Article 74 of the 
Constitution to give the Arabic text the same status as that of the other official languages, had still not 
received the necessary approval of two-thirds of the Membership of the Organization to come into force, 
and appealed to Member States that had not yet made their views known on the subject to do so. 

Mr VOIGTLANDER (Germany) spoke on behalf of the European Union. The Central and Eastern 
European countries associated with the Union - Bulgaria, Czech Republic, Estonia, Hungary, Latvia, 
Lithuania, Poland, Romania, Slovakia and Slovenia- and the associated country, Cyprus, had aligned 
themselves with his statement. 

He welcomed the comprehensive report contained in document A52/24. The European Union had 
participated actively in the special group for the review of the Constitution established by the Executive 
Board. A major outcome of its discussions had been the group's renewed appreciation for the excellence 
of the present Constitution. The intention some years ago in changing the Constitution had been to improve 
WHO's functioning. The new administration of WHO had shown its ability to undertake the necessary 
reforms and lead the Organization into the twenty-first century using the existing Constitution as a flexible 
basis. 

1 Transmitted to the Health Assembly in the Committee's first report and adopted as resolution WHA52.5. 
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The amendments being proposed to the preamble and Articles 7, 11, 21, 25, 50 and 55 were not 
indispensable. Consensus would be difficult to obtain, at a time when efforts should be focused on 
supporting the new leadership and the Organization's priority programmes. 

The European Union was strongly in favour of retaining the current text of the Constitution, and 
could not approve the proposed amendments. It therefore proposed that the Health Assembly take no action 
but that it request the Director-General to keep the matter under review. 

Professor PICO (Argentina) said that, as described in document A52/24, various amendments to the 
Constitution had been adopted at recent Health Assemblies that had yet to be accepted by two-thirds of the 
Members. What was needed was a process that would result in a Constitution adapted to realities. 
Following an exchange of views among Member States of the Region of the Americas, his delegation 
considered that discussion of the item should be deferred to a forthcoming Health Assembly, once the 
present structural and programmatic reforms in WHO had been completed. That view, aimed at 
contributing to the orderly functioning of the Organization, had been agreed with the delegations of 
Barbados, Brazil, Dominica, the Dominican Republic, Ecuador, Guyana, Peru and Saint Lucia. 

The present Constitution provided a valid basis for work during the reform process. In view of the 
profound changes now taking place, the subject could be taken up again as the need arose or when 
considered timely. Thus the delegations concerned associated themselves with the German delegate's 
proposal on behalf of the European Union and other countries. 

Dr ZHAO Jian (China) supported the proposals ofthe delegates of Germany and Argentina. After 
50 years, the present Constitution was still very clear and comprehensive. Nothing in it hampered the 
Organization's work, and the proposed amendments had little practical significance. China supported the 
Director-General's reforms but did not consider that they required amendments to the Constitution. The 
current Health Assembly should take no action on the proposed amendments. 

Dr NAKAMURA (Japan) expressed support for the German proposal. The proposed amendments 
had been extensively discussed by the special group for the review of the Constitution and included a 
number of important points. However, they should not be considered by the Health Assembly at its present 
session. The issues should be revisited at a later stage. 

Professor WHITWORTH (Australia) said that a consensus on the proposed amendments was 
essential and at present there was no clear consensus in support of them. Some proposed amendments, 
notably those to Articles 7 and 25 ofthe Constitution, required a form of words to take account of the fact 
that previous amendments still awaited acceptance by the necessary number of Members. Furthermore, 
there did not seem to be any urgency for the amendments to be adopted. While the proposed changes might 
have merit, the amendments were not critical to the effective operation of the Organization. The matters 
they sought to address had not constrained the Director-General in her implementation of a reform 
programme. Unless a particular constitutional amendment was required in order to address a deficiency 
in the Organization's operation there was little practical point in pursuing it, given the provisions of Article 
73 of the Constitution. In the circumstances, Australia agreed with the delegate of Germany, speaking on 
behalf of the European Union, that the Director-General should take no further action but keep the matter 
under review. 

Dr MONISSOV (Russian Federation) agreed with the German delegate and subsequent speakers. 
It was not appropriate to consider the proposed amendments at a time when a radical reform of the 
Organization was in progress. The present Constitution fully met current requirements, and there could 
be no guarantee that the proposed amendments would actually lead to improvements in the effectiveness 
of WHO's work. 

Dr AL-MOUSA WI (Bahrain) said that the special group appointed by the Executive Board had done 
much work, and a position should be taken on the proposed amendments. He referred in particular to the 
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amendment to the preamble to the Constitution, since the Health Assembly had emphasized the spiritual 
dimension ofhealth as long ago as 1984. 

Dr ABUDAJAJA (Libyan Arab Jamahiriya) said that the definition of health was a very delicate 
matter and its spiritual dimension was extremely important. The Health Assembly would be on the right 
lines if it were to vote in favour of the proposed amendment to the preamble, but like other speakers he did 
not consider that it should take any decision during the current session. 

Dr JEGANATHAN (Sri Lanka) said that, at the Executive Board's session in January 1999, he had 
drawn attention to the special group's recommendation to amend the definition of health in the preamble 
to the Constitution to include the spiritual dimension, as reflected in document A52/24. Man was body, 
mind and soul, and the very important dimension of his spiritual well-being related to the manifestation of 
human values in daily life. A holistic approach was of great importance in trying to understand what health 
meant. However, the spiritual dimension should not be confused with religion; it was beyond mere 
religious practice. 

Consideration might therefore be given, either during the current session or later, to amending the 
definition of health in the preamble of the Constitution to read: "Health is a state of complete physical, 
mental, social and spiritual well-being and not merely the absence of disease or infirmity". 

The CHAIRMAN said he took it that the Committee was prepared to agree by consensus not to 
consider any of the proposed amendments, but that the Director-General would keep the matter under 
review. 

It was so agreed. 

The meeting rose at 16:05. 



FOURTH MEETING 

Friday, 21 May 1999, at 9:15 

Chairman: Dr R. TAPIA (Mexico) 

1. FIRST REPORT OF COMMITTEE B: (Document A52/33) 

Dr MBAIONG (Chad) Rapporteur, read out the draft first report of Committee B. 

The report was adopted.1 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 18 of the Agenda (Documents A52/26 
and A52/INF.DOC./5) 

General matters 

Dr AL-JABER (Qatar) (representative of the Executive Board) said that, within the framework of 
United Nations reform, the discussions of the Executive Board had focused on the participation of WHO 
in the United Nations Development Assistance Framework. The Board had welcomed WHO's 
participation in that process and had noted that the first phase had proved to be a positive experience for 
the Organization. However, some Members had expressed apprehension regarding the need for guarantees 
that health aspects would be fully integrated into the work of the United Nations system, particularly at 
country level. The Board had noted the report relating to the participation of WHO in the initial phase of 
the Framework exercise and that a review was under way that would define the nature and modalities of 
WHO's future participation in that Framework, with a view to strengthening the latter, particularly at 
country level. The Board had encouraged WHO Representatives actively to take part in the inter-office 
review since the general impression was that the Framework provided an excellent opportunity for health 
to be included in a cooperative exercise within the United Nations system at country level. He also drew 
the attention of the Committee to the draft resolution contained in paragraph 30 of document A52/26 
concerning an agreement between WHO and the Universal Postal Union. 

Professor WHITWORTH (Australia) congratulated WHO on establishing an Agreement with the 
Universal Postal Union and supported the draft resolution. She also endorsed the Director-General's efforts 
to build closer relations with other organizations in the United Nations system, particularly with the World 
Bank, in order to improve coordination between agencies and provide a means of sharing information on 
best practices in delivering services. The translation of the commitment by WHO's leadership to 
strengthening its links into better country-level coordination was also desirable. 

Noting the value of partnerships in tackling health problems, she suggested that making the United 
Nations a smoke-free zone would be a powerful signal of the United Nations' commitment to health. While 
WHO should continue to be globally focused, the value of acting locally should not be forgotten. 

1 See page 280. 
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Mr RAHMAN (Bangladesh) said that the vision and commitment of the Director-General had given 
momentum to cooperation with outside actors in the health sector and to the building of partnerships within 
the United Nations system and with other intergovernmental organizations. He supported the Director
General's initiatives which were in complete conformity with the reform proposals put forward by the 
United Nations Secretary-General and could provide a most effective way for WHO to fully utilize health 
resources and safeguard its role as lead agency at country level. It was for that reason that the Executive 
Board at its 103rd session had emphasized the need for WHO to participate in the United Nations 
Development Assistance Framework exercise on an equal footing with other partners in the United Nations 
Development Group. He welcomed the Director-General's recent announcement that WHO was now ready 
to join the Group and looked forward to the report she would be presenting to the Executive Board at its 
1 04th session. In addition, he suggested that an analytical report on WHO's participation in the Framework 
should be prepared for the Board at its 1 OSth session. Bangladesh supported the draft resolution. 

Dr ALVIK (Norway) speaking also on behalf of Denmark, Finland, Iceland and Sweden, welcomed 
WHO's more outward-looking approach and its willingness to explore more partnership opportunities while 
strengthening and developing old partnerships within and outside the United Nations system. The 
Organization's decision to participate in the United Nations Development Group would enable the 
Organization to become a full and equal partner in the United Nations reform programme. Broadening the 
Group's membership to include specialized agencies with a broad development component would ensure 
the full participation of all relevant United Nations bodies in the United Nations Development Assistance 
Framework at country level. In the last year there had been several global initiatives for partnerships and 
policy dialogue, including the Comprehensive Development Framework initiated by the World Bank. 
However, if partnerships were to make a difference to people's health, they had to be equally active and 
effective at country level. 

She regretted that document A52/26 had not contained a more detailed and analytical account of 
WHO's experiences as a participant in the United Nations Development Assistance Framework in the pilot 
countries. While the need for more support and guidance from WHO headquarters to enable the WHO 
Representatives to find their place within that Framework had been indicated, no mention had been made 
as to what their needs were nor how those needs were to be met. The evaluation report on WHO at country 
level, the Oslo Phase II Report, had pointed to the need for better coordination at country level as an 
important challenge for WHO. 

While the Framework represented the overall United Nations coordination framework at country 
level, document A52/26 made no mention of other collaborative efforts such as UNAIDS or WHO 
participation in theme groups at country level. The UNAIDS programme represented an important 
coordination effort by the United Nations bodies and the World Bank, moreover some UN AIDS thematic 
groups, which were often chaired by the WHO Representative had proved to be very productive, especially 
in countries where the government had participated fully in both planning and coordinating the work. The 
Director-General had frequently referred to the HIV I AIDS pandemic as a major challenge and as a priority 
issue for WHO. She would like to have heard more about the partnership experiences of WHO at country 
level and any changes foreseen in that role. Recalling that the ongoing processes of health sector reform 
and health system development called for the coordination of many parties, she welcomed WHO's 
commitment to partnerships for health sector development at national level. 

Dr ADERHOLD (Germany) spoke on behalf of the European Union, as well as the Central European 
countries associated with the Union (Bulgaria, Czech Republic, Estonia, Hungary, Latvia, Lithuania, 
Poland, Romania, Slovakia, Slovenia) and the associated country, Cyprus. She welcomed WHO's active 
participation in the United Nations reform process and in establishing links with other members of the 
United Nations, as well as with the international financial institutions. Such an approach would enable 
WHO to resume a leadership role in United Nations health activities. The United Nations Development 
Assistance Framework provided an excellent platform from which to improve coordination at country level. 
The European Union welcomed the positive assessment of the Framework concept and the development 
of a proactive strategy by the new leadership of WHO in preparation for the second pilot phase. They 
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awaited the forthcoming report with interest. She proposed that the report on the Framework should be 
submitted to the Executive Board at its 1 05th session in January 2000. 

The reports on follow-up to resolutions WHA51.8 and WHA51.22 also reflected WHO's renewed 
commitment to establishing strong partnerships within the United Nations system. With a view to 
developing a rights-based strategy, the European Union encouraged WHO to increase its cooperation with 
UNHCR, UNICEF and other actors. The European Union was committed to enhancing cooperation with 
WHO and welcomed the Organization's renewed efforts in that respect. It was regrettable that such 
cooperation had not been reflected in document A52/26, an omission she hoped would be remedied in 
future reports. 

Supporting the earlier proposal by the delegate of Bangladesh, she proposed the following draft 
decision regarding WHO's participation in the United Nations Development Assistance Framework 
exercise: 

The Fifty-second World Health Assembly, after considering the report by the Secretariat on 
collaboration within the United Nations system and with other intergovernmental organizations, 
decided to request the Director-General to draw up an analytical report on WHO's participation in 
the United Nations Development Assistance Framework for consideration by the Executive Board 
at its 1 05th session in January 2000. 

Mr PETIT (France) recalled that since the establishment ofUNAIDS, the fight against HIV/AIDS 
had been a focus for international cooperation. France enthusiastically supported the UNAIDS programme 
as well as the cosponsoring organizations. It was gratifying to note that, following an initial setting-up 
period, the UN AIDS programme had reoriented its coordination and now delegated technical missions to 
its cosponsors, thereby ensuring its own effectiveness. WHO had an important role to play within the 
coordination framework. The HIV I AIDS epidemic continued unabated, presenting the international 
community with a massive task involving prevention, information, research, as well as treatment. The 
establishment of an international fund was being proposed to supplement the efforts of the international 
community and the United Nations agencies in reducing inequality between the rich and poor countries in 
tackling the disease. The fund was intended to ensure that the heavy economic health burden, already 
aggravated by malaria and other diseases, borne by the developing countries did not become crippling, and 
that those afflicted by disease had access to treatment. The fund would provide additional resources from 
different donors and would thereby obviate the need to divert money needed for prevention into treatment. 
Furthermore, experience had shown that where treatment was readily available, people were more likely 
to be tested for the disease and to use preventive measures. France had proposed the establishment of such 
a fund, whose feasibility would be discussed by the Group of Eight countries in June 1999. It was therefore 
appropriate that the Health Assembly should be aware ofthe project which currently focused on preventing 
transmission of the disease from mother to child. After a few weeks of treatment, it was now possible to 
ensure that the child of an infected mother remained healthy, although he or she would most likely be a 
carrier of the virus. A pilot programme in Cote d'Ivoire would be extended to other countries including 
Morocco, Senegal, Uganda and VietNam. Collaboration with the international organizations and Member 
States, as well as with the pharmaceutical industry on a voluntary basis, would be required to meet the 
challenges of such an ambitious undertaking. 

Dr SAITO (Japan) said that Japan set great store by the close partnership that existed between WHO 
and other international organizations in activities such as Roll Back Malaria, the Tobacco Free Initiative 
and health sector development. She hoped that WHO would continue to show strong leadership as the 
specialized agency in international health and would increase its efforts to collaborate effectively and 
efficiently with other organizations. 

Ms WIGZELL (Sweden) referred to paragraph 29 of the report, and noted with satisfaction that a 
comprehensive strategy was being prepared to strengthen the health and rights of children and adolescents. 
WHO should regard the issue as a priority. As such, it merited a report to the Fifty-third World Health 
Assembly on the strategies adopted. 
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She welcomed the actions taken in response to resolution WHA51.22 on the health of children and 
adolescents. Strengthening WHO's input into the reporting process of the Committee on the Rights of the 
Child and its technical support to Member States, had been most valuable. WHO was making a major 
contribution to child health. Although cost-effective interventions enabled countries to reduce mortality, 
survival alone was not enough. The many children and young people who suffered deprivation early in life 
should be a priority for WHO's actions on violence, sexual abuse, rehabilitation, drug abuse, mental health 
and urban slums. The United Nations Convention on the Rights of the Child encompassed all children and 
not just the majority. 

Every year, one in 20 adolescents contracted a sexually transmitted disease and over half of those 
infected by the HlV virus were under 24. Giving birth at too young an age constituted a serious risk not 
just for mothers, but also for the children who often grew up in deprived circumstances. Adolescents also 
accounted for one in four abortions. It was questionable whether, globally, countries were investing enough 
in helping the young to make healthy reproductive and sexual choices. Present signs indicated regression 
rather than progress since the the International Conference on Population and Development, Cairo, and the 
Fourth World Conference on Women, in Beijing. She now looked to WHO to initiate the changes 
necessary. It was not just a question of sexual and reproductive health, but of a right to information and 
services. 

Dr MAHALLA TI (International Federation of Red Cross and Red Crescent Societies), speaking at 
the invitation of the CHAIRMAN, reaffirmed that the International Federation of Red Cross and Red 
Crescent Societies had collaborated with WHO for many years and it had now been decided to extend the 
collaboration to the area of injury prevention and management. The focus would be on organizational 
capacity-building and enhancing the ability of individuals, communities, governments and organizations 
to prevent and manage injury-related problems more effectively and cost efficiently. 

In addressing the double burden of emerging epidemics and persistent problems, The world health 
report 1999 had stated that injuries were a major public health concern because of their increasing 
significance within the global disease burden. Deaths, injuries and disabilities caused by accidents also 
constituted a major social and economic problem. Road traffic accidents were a striking example which 
affected all countries, although poor countries bore a disproportionate share of the burden since nearly 70% 
of deaths caused by road accidents occurred in developing countries. The World Bank estimated that, 
globally, road accidents cost the global community US$ 500 million million a year, resulting in annual 
losses of 1%-3% of Gross Domestic Product. The cost to developing countries and those in transition was 
estimated at US$ 100 miilion million, a figure that exceeded all the multilateral and bilateral loans and aid 
they received. 

In the last World disasters report, the Red Cross and Red Crescent Societies had noted that road 
traffic accidents were also likely to become the third leading cause of the burden of disease by the year 
2020 after heart disease and depression. 

As the oldest and largest nongovernmental humanitarian organization, the Federation was conscious 
of the significant role that civil society would have to play in the twenty-first century to achieve the ideals 
of health for all. The Federation had at its disposal a vast network of 175 national societies and over 
I 00 million volunteers and staff. It would use its Global First Aid Programme to help people to help 
themselves through first aid at community level. That was an extremely effective health development tool 
whose real value had not yet been recognized. First-aid training should be included in school curricula for 
all ages through the necessary legislation; opportunities should be provided for first-aid training for civil 
and public servants, health professionals, workers and volunteers; and partnerships should be formed to 
promote injury and accident prevention programmes, including road safety, with governments, businesses, 
civil society and the Red Cross and Red Crescent Societies. WHO and the Federation would together 
promote those partnerships, with the support of ministers of health in their respective countries. 

The World Bank had already brought together more than 80 organizations to set up the Global Road 
Safety Partnership. The Federation hosted the Secretariat of that Partnership. The burden of global health 
problems on the already overstretched health resources should be alleviated through partnerships and cost-
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effective community services such as first aid. Collaboration between WHO and the Red Cross and Red 
Crescent Societies could be a major instrument for preserving and restoring health. 

Mr BOYER (United States of America) endorsed the comments of other delegates in encouraging 
greater WHO interaction within the United Nations system to involve itself in all activities related to health. 
He was pleased that WHO had cooperated in the pilot study of the United Nations Development Assistance 
Framework, and encouraged continued interaction. The Director-General had been eloquent on that topic 
in her address to the Executive Board at its 1 03rd session. Regarding the absence of any reference to 
UNAIDS in the document under discussion, he urged WHO to keep its collaborative activities with 
UNAIDS high in the forefront of information for Member States. Noting the limitations on resources, he 
encouraged WHO to take every opportunity to persuade others to take part in WHO's agenda for health 
so as to bring others' resources to bear on the issues. 

Ms BLOEM (World Vision International), speaking at the invitation of the CHAIRMAN, said, on 
behalf of the Nongovernmental Coalition to Stop the Use of Child Soldiers and the Nongovernmental 
Forum for Health that, whereas the involvement of children as combatants in armed conflicts clearly 
exposed them to risk of death and combat-related injury, there were less obvious other health implications, 
including mental and public health aspects. The research on child soldiers undertaken for the United 
Nations Study on the Impact of Armed Conflict on Children (Machel Study), to which WHO had 
contributed, had shown that the most frequent combat-related injuries of child soldiers as opposed to adult 
soldiers were loss ofhearing, loss of sight and loss of limbs. That partly reflected the greatest sensitivity 
of children's bodies, such as their eardrums, and partly the uses to which children were more liable to be 
put, such as laying and detecting anti-personnel land mines. Child recruits were also prone to non-combat
related health hazards, such as bone deformation caused by carrying heavy loads, including weapons; 
malnutrition; infectious diseases such as malaria; and skin and respiratory infections. 

It was also an unfortunate fact that girl recruits were often expected or required to provide sexual 
services as well as to fight and were thus exposed to a high risk of sexually transmitted diseases, HIV I AIDS 
as well as the danger of abortion or child-bearing. Younger boys were also often sexually abused. 
Moreover, child recruits were often given drugs and/or alcohol to enable or encourage them to kill and 
commit atrocities, thus creating problems of substance dependence in addition to the other health hazards. 
Teenagers recruited into regular government armed forces were usually subjected to the same military 
discipline as adult recruits, including initiation rites, toughening exercises, punishments and denigration 
designed to break the will and causing mental and emotional as well as physical damage to the children and 
adolescents concerned. 

The interested nongovernmental organizations and the Coalition to Stop the Use of Child Soldiers 
therefore requested the Health Assembly to place the whole question of the mental, emotional, physical and 
public health issues associated with the military recruitment and participation of children in armed conflicts 
on the agenda of the Fifty-third World Health Assembly, under the item "Collaboration within the United 
Nations system and with other intergovernmental organizations". They also requested WHO to produce 
a full report on those issues in preparation for that Health Assembly, to participate actively in all forums 
and meetings, and to cooperate with UNHCR, other United Nations agencies, human rights treaty bodies 
and nongovernmental organizations worldwide to ensure that the health implications of the problem were 
fully understood and acted upon with regard to policy and in practice. 

Mr BONEY (United Nations Development Programme) said that UNDP was pleased to note the 
proactive role of WHO in the new partnership within the United Nations system. UNDP and WHO had 
closely cooperated since the inception of UNDP and their partnership should receive a new impetus to 
address the challenges of an ever-changing world. The specialized agencies aimed to strengthen their 
cooperation, responding to the wish of Member States to make the United Nations system effective in 
defining and implementing joint strategies for sustainable development requiring cross-border, cross-cutting 
and cross-sectoral approaches. If each partner focused its efforts where it had the maximum comparative 
advantage, the whole would be greater than the sum of its parts. The traditional role of UNDP as central 
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funder, with the specialized agencies being providers of know-how, was giving way to a situation in which 
each partner contributed both ideas and funding for joint programmes. The main objectives of the new 
partnership arrangements were to strengthen mutual confidence and understanding, through improved 
dialogue and information exchange; to work together more effectively in support of national development 
priorities through joint strategies, research, advocacy and resource mobilization; to improve management 
activities and achieve economies of scale by pooling networks and human resources; and to review existing 
tools, such as round tables or support cost arrangements. The top priority for UNDP was the eradication 
of poverty through sustainable human development. WHO, as the leading specialized agency in the field 
of health, had a particular contribution to make in achieving that objective and he therefore encouraged 
WHO to be a full partner in the new initiative, which provided an excellent basis for strengthening 
collaboration between the various organizations. 

Mr KRIEBLE (New Zealand) commended the World Bank's proposed Comprehensive Development 
Framework, which had great potential for improving strategic coordination in development. It was 
important, however, to ensure that health remained at the forefront of the development agenda and he urged 
WHO to remain active in influencing the refinement of the Framework, which, indeed, could be the subject 
of a technical briefing or a ministerial round table at the Fifty-third World Health Assembly. 

Ms CALLANGAN (Philippines) recognized the importance of effective coordination among United 
Nations agencies and other intergovernmental and nongovernmental organizations, pooling their 
comparative advantages in such areas as HIV/AIDS, anti-personnellandmines, gender mainstreaming and 
the traffic in women and children. Her delegation supported the draft resolution on the Agreement between 
WHO and the Universal Postal Union. 

Mr MERKEL (European Commission) said that the growing partnership between WHO and the 
European Union was reflected in an increasing number of joint activities. Thus the European Commission 
was actively involved in the Roll Back Malaria project; the European Community's action in the fight 
against smoking was complementary with that of WHO; there was close collaboration in the area of 
communicable diseases, including the decision to establish a network on communicable disease 
surveillance and control; the two organizations were involved in organizing the forthcoming ministerial 
conference on environment and health in London; and, lastly, the European Community made an important 
contribution to WHO's extrabudgetary resources. There had been a notable strengthening of WHO's 
representation to the Commission, with a recent visit by the Director-General to the President of the 
Commission as well as to the Commissioner responsible for health. 

Mr SALIH (Maldives) commended the Director-General's collaboration within the United Nations 
system, particularly in the framework of the WHO/UNICEF/UNFPA Coordinating Committee on Health, 
thus ensuring that the resources of those organizations would be pooled to promote health. The Maldives 
hoped that the Coordinating Committee would work to reduce any duplication and overlap that might occur 
and that each organization would focus its activities in a particular area. 

Dr KEAN (Director), after welcoming the positive comments directed at the new partnership 
arrangements, commented on three specific points. 

With regard to the United Nations Development Assistance Framework, he said that the Director
General had written to the Administrator of UNDP about WHO's participation in the United Nations 
Development Group and that the two organizations were working together on guidelines for country 
representatives for the next stage of the Framework process. 

Although there had been no new developments with regard to UN AIDS, considerable progress had 
been made. The Executive Director of UNAIDS had actively participated in WHO discussions on 
HIV I AIDS and sexually transmitted infections, at Cabinet level. Joint planning with the other cosponsors 
of UNAIDS had, moreover, resulted in a United Nations workplan, involving WHO, to the value of 
US$ 140 million. At country level, over 60% of United Nations theme groups were led by WHO 
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Representatives and elsewhere those representatives were also active in theme group discussions at other 
levels. Mother-to-child transmission ofHIV was also receiving attention: for 2000-2001, WHO would 
be working in an interagency task force to develop a global policy and strategy on that issue and would 
develop a resource package, including advocacy, clinical advice and management advice. 

Through the participation of the Director-General in several global-level meetings, the profile and 
interest of WHO in the status of women and reproductive health was strongly maintained. With regard to 
WHO's coordinating role on sexual and reproductive health, he assured the Committee that the topic 
remained a high priority. A new initiative on strategies to make pregnancy safer was currently under way 
within the Organization. 

The CHAIRMAN drew the Committee's attention to a proposed amendment to the draft decision 
proposed by the delegate of Germany, in which the words "the Secretariat" were deleted. He took it that 
the amended version was acceptable. 

It was so agreed.1 

The CHAIRMAN took it that the Committee wished to note the report on collaboration within the 
United Nations system and with other intergovernmental organizations. 

It was so agreed. 

Agreement between the World Health Organization and the Universal Postal Union (Document 
A52/26, paragraph 30, and Annex).2 

The CHAIRMAN took it that the Committee was prepared to approve the draft resolution on the 
Agreement between the World Health Organization and the Universal Postal Union. 

The draft resolution was approved.3 

Active ageing 

The CHAIRMAN drew attention to the following draft resolution proposed by the delegations of 
Finland and Peru: 

The Fifty-second World Health Assembly, 
Recalling United Nations General Assembly resolution (53/109) which encourages all States, 

the United Nations system and all other actors, in reaching out for a future society for all ages, to 
take advantage ofthe International Year of Older Persons (1999) so as to increase awareness of the 
challenge of the demographic ageing of societies, the individual and social needs of older persons, 
the contributions of older persons to society and the need for a change in attitudes towards older 
persons; 

Mindful of the important role of WHO in implementing the objectives of the International 
Year of Older Persons, including the promotion of investments in human development over the 
entire life span; 

Stressing the central role of health in ensuring the future contributions and well-being of all 
older persons in both developing and developed countries; 

1 Decision WHA52(9). 

2 Document WHA52!1999/REC/l, Annex l. 

3 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA52.6. 
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Aware of the fact that the vast majority of older persons will be living in developing countries 
in the twenty-first century, which has fundamental implications for their health and social care 
systems; 

Recognizing the important role of public health policies and programmes in ensuring that the 
rapidly growing numbers of older people in both developed and developing countries will remain 
in good health and able to maintain their many vital contributions to the well-being of their families, 
communities, and societies; 

Underlining the need for incorporating a gender perspective into all policies and programmes 
relating to healthy ageing; 

Noting with appreciation the successful 1999 World Health Day campaign which focused 
global attention on the benefits of healthy lifestyles throughout the life span in order to remain 
healthy and active for as long as possible in later life; 

1. CALLS UPON all Member States: 
(1) to take appropriate steps to carry out measures that ensure the highest attainable 
standard of health and well-being for the growing numbers of their older citizens; 
(2) to support WHO's advocacy for active and healthy ageing through new, multisectoral 
partnerships with intergovernmental and nongovernmental organizations and the 
establishment of a global network for active ageing; 

2. URGES the Director-General: 
(1) in cooperation with other organizations of the United Nations system, to ensure 
intersectoral action towards active and healthy ageing policies; 
(2) to strengthen WHO action to foster healthy lifestyles for active ageing at regional and 
country levels by promoting community-based approaches; 
(3) to implement cross-cutting activities on ageing from a health promotion and life span 
perspective; 
( 4) to address the needs of ageing populations with regard to disease prevention and service 
delivery by building up capacity within primary health care; 
( 5) to ensure that the different needs of men and women are taken into account with respect 
to healthy ageing and health care provision; 
(6) to consolidate WHO's current efforts in research and policy development in order to 
identifY and disseminate information on the determinants of healthy ageing. 

Dr MELONI (Peru), introducing the draft resolution, said that the International Year of Older 
Persons (1999) presented a golden opportunity to promote active ageing and to encourage more activities 
to advance the cause of older persons. He drew attention to the introduction of a focus on the benefits of 
healthy lifestyles throughout the life span. The fact that WHO had taken up the challenge was welcomed; 
the Organization as a whole should support activities on healthy ageing. He urged all delegations to 
support the draft resolution, which could be regarded as establishing basic principles, and to use it as a 
springboard for further activities. 

Professor VIOLAKI-PARASKEVA (Greece) said that her delegation, coming from a country with 
one of the highest life expectancies in the world, fully supported the draft resolution. The topic was of 
great importance: ageing was, after all, a natural process, not a disease. She also pointed out that, in view 
of the number of people suffering from Alzheimer disease, the resolution might reflect the need for more 
research into dementia and other neurological disorders. 

Mr MACDONALD (United Nations Population Fund) pledged full support to the several new 
initiatives under development between WHO and UNFPA. He recalled past evidence ofhis Organization's 
interest in the needs of older persons and aspects of ageing. Over the years, UNFPA had supported a 
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number of research projects and policy development activities with agencies including WHO. He 
supported the draft resolution. 

Support for the draft resolution was also expressed by Dr OTTO (Palau), Mr ZHAO Jian (China), 
Mrs PERLIN (Canada), Mr RAHMAN (Bangladesh), Mrs McCOY SANCHEZ (Nicaragua) and 
Ms CALLANGAN (Philippines). 

Dr KINGMA (International Council of Nurses), speaking at the invitation of the CHAIRMAN, 
welcomed the draft resolution on active ageing, and was pleased to note the revival of WHO's department 
of Ageing and health. The Council had worked together with the department on common priority tasks, 
and had found that cooperation to be constructive and beneficial. 

Healthy ageing, as part of a regime of optimal health at all stages of life, was consistent with the 
mandate of the nursing profession. The Council had developed a position statement, a fact sheet and a 
monograph dealing with the subject of the older person, and fully supported the programmes proposed in 
the draft resolution. 

Mr ASAMOAH (Secretary) informed the Committee that the delegate of Greece had proposed the 
following amendments to the draft resolution on active ageing. 

At the beginning of operative paragraph I ( 1 ), to add the words "to show greater concern and". In 
operative paragraph 1(2), to add "and voluntary organizations" after "nongovernmental organizations". 
In operative paragraph 2(1 ), after "ageing", to replace "policies" with "and relevant research". Finally, in 
operative paragraph 2(2), to add "international" before "regional" and to replace "community-based 
approaches" with "community participation". 

The draft resolution, as amended, was approved. 1 

Support for Central American countries affected by Hurricane Mitch 

Mrs McCOY SANCHEZ (Nicaragua) drew attention to an initiative by Central American countries 
to help those affected by Hurricane Mitch. Many did not have the financial resources to deal with the 
destruction caused. The international community's help was required both for meeting immediate needs 
and in the long term. Donor countries attending the Consultative Group Meeting in Stockholm, would 
shortly be presented with national and subregional projects that would help the Central American countries 
to undertake the massive task of rehabilitation, reconstruction and transformation, with the aim of achieving 
sustainable human development. The Central American group of countries would shortly be submitting 
a draft resolution and counted on solidarity from the international community. 

Mr CONSARNAU (Spain), Ms KOSHY (India), Ms GARRIDO (Panama), Dr JAY A THILAKA 
(Sri Lanka) and Mr RAHMAN (Bangladesh) expressed support for the initiative and the forthcoming draft 
resolution. 

(For continuation, see summary record of the sixth meeting, section 2.) 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA52.7. 
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3. REFORM OF THE HEALTH ASSEMBLY: Item 19 of the Agenda (Resolution EB 1 03 .R 19; 
Document EB I 03/1999/REC/1, Annex 5) 

Mr LIU Peilong (representative of the Executive Board) said that, at its 1 03rd session, the 
Executive Board had considered the participation of high-level policy-makers in the work of WHO's 
governing bodies. The Board had noted that in recent years other international organizations had 
established mechanisms for facilitating such involvement. Many Board members had expressed the view 
that the current format under which the Director-General's report was discussed at the Health Assembly 
was not conducive to sufficiently interesting debate. They had therefore supported a proposal to introduce 
round-table meetings for the exchange of views at ministerial level and had adopted resolution EB 103 .R 19. 
The resolution, inter alia, endorsed, as an interim arrangement, the proposal to incorporate in the 
provisional agenda and the preliminary daily timetable for the Fifty-second World Health Assembly 
ministerial round tables on lessons learned in world health, and recommended that the Health Assembly 
should evaluate the interim arrangement with a view to revising the arrangements for the conduct of its 
proceedings at subsequent Assemblies. 

Mr GAL VIS RAMIREZ (Colombia) said there was no doubt that the Health Assembly gave 
countries the opportunity to acquaint themselves with short-, medium- and long-term prospects for world 
health, and to learn more about the framework of policies being established to provide future guidance in 
that area. 

With a view to further enhancing the benefits of the Health Assembly for all participants, and health 
ministers in particular, Colombia would like to see a programme of lectures and conferences initiated in 
parallel with the Assembly that would provide state-of-the-art information on topics of major concern. 
Leading academics, as well as experts from WHO and other international organizations, could be invited 
to contribute. 

Ms KIZILDELI (Turkey) welcomed the changes to the Health Assembly's working methods which 
had been introduced as a result of resolution EB103.R19. With regard to the current agenda item, it was 
important to ensure that the Health Assembly gave sufficient attention to the evaluation of The world health 
report, which was a major item on the agenda and set the direction of the Organization in each Assembly. 
If the discussions of the report in plenary sessions proved unsatisfactory, consideration could be given to 
devoting a ministerial round table to it in future. The themes of the round tables should relate closely to 
each world health report, which would help to achieve greater thematic unity in high-level interactions 
throughout the Health Assembly. 

Turkey was concerned that ministers who were unable to converse freely in one of WHO's official 
languages might be discouraged from attending if their participation was restricted to the work of the round 
tables. Care should be taken to strike the right balance between ministerial involvement in the plenary 
sessions and in the round tables. 

Professor WHITWORTH (Australia) welcomed the incorporation of ministerial round tables into 
the agenda of the Health Assembly and supported the review of the arrangements for conduct of 
proceedings at future Health Assemblies. As the Fifty-third World Health Assembly would be held over 
a shorter period, could appropriate arrangements be made for a shortened plenary debate on The world 
health report 2000? One useful expedient would be to ensure that it incorporated statements on behalf of 
groups of countries or regions wherever possible. 

Australia further requested the Director-General to submit proposals to the Executive Board at its 
1 05th session on themes for the high-level policy discussions, and on procedures for them which would 
ensure full participation by all health ministers (or by heads of delegations if the ministers were unable to 
attend). It was very important to ensure the participation in the high-level discussions of all Member States 
who wished to do so. 
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It was not realistic for the health ministers of countries as far away as Australia to travel to Geneva 
to participate in the round tables. There was a risk that those meetings would become Eurocentric, and that 
other regions would be disenfranchised, if participation was confined to ministers. 

Dr MONISSOV (Russian Federation) supported resolution EB103.Rl9 and welcomed the 
introduction of ministerial round tables, which would facilitate exchanges of experience and opinion and 
the setting-up of joint activities. He also favoured participation in the Health Assembly by leading 
scientists, who could make a valuable contribution on a number of issues related to the health of 
populations and the improvement of health systems. 

Mr ZHAO Jian (China) supported the reforms initiated by the Director-General.and notably the 
holding of round-table meetings, which would help to foster world health development by enabling 
ministers to discuss various health issues and ways of addressing them. The lively discussions which had 
taken place so far showed that the new initiative was well supported. 

In ortler to ensure the success of those meetings, he suggested that the persons serving as moderators 
should be familiar with WHO's work and should ensure that discussions remained focused on 
predetermined themes. At the same time, ministers should be entitled to make contributions on other 
subjects which were of particular concern to them or on which they had specialist knowledge. The 
moderators should organize the discussions in such a way as to enable statements to be made in an orderly 
manner, so that all ministers who had asked for the floor would be given the opportunity to speak. 

Concerning documentation for the Health Assembly, he suggested that numbering subitems would 
greatly facilitate the work. Agenda items scheduled for discussion could be listed in the World Health 
Assembly Journal the day before they were to be dealt with, with the relevant documentation also listed to 
facilitate preparation. 

Dr OTTO (Palau) supported the suggestions made by the delegate of Australia, and suggested that 
they should be incorporated into a suitable resolution. 

,--' 

Ms MIDDELHOFF (Netherlands) said the new initiative was a promising one, since it had permitted 
real debate on important health issues. The system would need to be further refined in order to encourage 
participation by all Member States. Her delegation would be submitting a resolution on the subject the 
following day, and therefore requested that discussion of the item be deferred. She supported the shorter 
plenary session. 

Mr KRIEBLE (New Zealand) supported the Director-General's effort to make the Health Assembly 
more relevant, meaningful and attractive to health ministers by introducing the round-table concept. Since, 
in many countries, ministers relied on senior public servants to provide continuity and to give them advice 
in matters of strategy and policy, it was important that heads of delegation, as senior public servants, should 
also participate in discussions relating to such matters. Otherwise, there could be no long-term perspective, 
and the value of the discussion would be diminished. 

Professor PICO (Argentina) supported the idea of introducing new mechanisms and strategies to 
improve the functioning of the Health Assembly. He suggested shortening the duration of the Assembly 
to a maximum of five days. That would allow ministers to attend throughout. Use of official languages 
should be retained, for the plenary, committees and related technical groups, as well as for all 
documentation. 

While the idea of round tables for ministers was a useful one, either they or senior health ministry 
officials should be permitted to attend given their responsibilities for health policies in their countries. 
Moderators should be WHO officials, and their task should be to promote a direct exchange of views 
between ministers on the basis of a pre-set agenda made available to participants in advance. Moderators 
should not play any visible part in the proceedings; it was the views of ministers that were of interest. 
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Dr AMMAR (Lebanon) suggested that in order to save time, discussion of The world health report 
should take place in one of the round tables, and that there should be no statements by ministers in the 
plenary sessions. 

Dr SHANGULA (Namibia) said it was important that the dates of the Health Assembly, as well as 
all related documentation, should be communicated to Member States well in advance, to allow time for 
proper preparation. 

He joined in welcoming the Director-General's initiative in introducing the round tables, but 
suggested that it might be more prudent to complete discussion of The world health report before 
proceeding to the round tables, so as to permit a more logical flow of ideas. He agreed with previous 
speakers that the round tables should include heads of delegation. 

Ms KOSHY (India) also supported the revised arrangements for the Health Assembly. The round 
tables would provide better opportunities for health ministers to share experiences and to provide input to 
the functioning of the Organization. The exercise had proved a fruitful and productive one.• 

She supported the suggestion by the delegate of Turkey regarding the selection of themes for 
discussion, as well as the suggestion that one of those themes could be The world health report. She agreed 
with previous speakers that moderators should be familiar with health development issues, and should play 
a less prominent role in the discussions. 

Ms SOSA MARQUEZ (Mexico) proposed that the committees should start work immediately at the 
beginning of the Health Assembly, and high-level discussions should be concentrated in the plenary 
sessions. The advantage would be that ministers need only be present once the necessary formalities had 
been completed, the committees had finished their work, and decisions therefore had to be taken in the 
plenary sessions. 

Mr VOIGTLANDER (Germany) said that experience gained at the current Health Assembly should 
enable WHO to streamline the rules for round tables, which, moreover, should be integrated in the work 
of the Organization. It was important not only to select interesting subjects for ministerial discussion 
during the Assemblies, but to ensure that those subjects were of real interest to Member States at all levels 
and useful in a practical way in the subsequent work of all concerned. 

Mr KINGHAM (United Kingdom of Great Britain and Northern Ireland) said that his delegation 
fully supported the improvements made to the Health Assembly, particularly the institution of the round 
tables, which had provided a useful opportunity for discussion of common ministerial concerns. The 
innovation should be assessed, taking into account such issues as the inability of some ministers to attend, 
the relationship between the round tables and The world health report, and the role of the moderators. The 
United Kingdom looked forward to such an assessment. 

Dr HUNEITI (Jordan) endorsed the remarks of the delegate of China on the round tables. The 
subjects should be made known in advance and the number of participants should be increased, so that all 
Member States could attend. 

Dr EL ISMAIL! LALAOUI (Morocco) supported the introduction ofthe round tables and expressed 
his delegation's hope that in future the choice of topics would be extended to relate either to the theme of 
The world health report or to refer to the many serious health challenges of the time. It was also hoped that 
the round tables would have introductory statements designed to guide the debate and that all the 
moderators would be professional experts in the subjects of their meetings. There should be only one or 
two subjects for discussion at the round tables, so as to allow for a broad exchange of views. 
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Ms CALLANGAN (Philippines) said that her delegation welcomed the initiative of ministerial round 
tables but agreed with earlier speakers that there was room for improvement. For example, moderators 
should have a solid medical background, to facilitate the discussion and enhance the quality of inputs. 

Mr BOYER (United States of America) said that the introduction ofround tables was an interesting 
idea, which had certainly enlivened the current Health Assembly. Since the innovation incorporated some 
new, old and even contradictory aspects, the resolution proposed by the Netherlands should give the 
Director-General sufficient flexibility to experiment and improve over the following year. 

Dr ARGADIREDJA (Indonesia), welcoming the round tables, suggested that they should concentrate 
on two points. Subjects should be chosen that were of interest to all countries and moderators appointed 
who were familiar with health subjects, particularly those relating to the discussion. 

Dr JEANFRAN<;OIS (France) said that, although the new mechanism of round tables for discussion 
and exchange of information should lead to the development of a lively and instructive dialogue, it should 
not compete with discussions of The world health report, which were important sources of information for 
the Member States. WHO needed to find a way of balancing both aspects. Her delegation looked forward 
with much interest to the evaluation of the new arrangements. 

Dr RAHIL (Libyan Arab Jamahiriya) noted that the round tables had been introduced before the 
Health Assembly had had an opportunity to consider the item under discussion instead of afterwards, which 
would have been more appropriate. Moreover, the title of the item seemed to be incorrect, and the word 
"reform" should perhaps be replaced by "activation" or "improvement". Agreement reached at round tables 
should be reflected in the formal decisions of the Health Assembly. It would also be more appropriate to 
report to the Executive Board at its 1 05th session on the results of the experience, rather than on the 
experiment itself. 

Dr BALLO (Mali) endorsed the previous speaker's remarks, emphasizing the need for appreciable 
practical results to stem from the round tables. He suggested that the word "reform" might best be replaced 
by "improved organization". He proposed that, since there was no discussion after the presentation by the 
Director-General on The world health report, Member States might group themselves by region to present 
their consolidated views on the report. That presupposed that the report had been received sufficiently in 
advance before the meeting. Turning to the work of the committees, he noted that the items for discussion 
needed to be well defined, relevant and topical, and notified well in advance. The ministers could hold 
round-table discussions in parallel, also on specific topics, resulting in recommendations for resolutions. 
Finally, the ministers' decisions and the work of the committees could be brought to the plenary sessions. 

The CHAIRMAN announced that the debate on item 19 would be resumed when the Netherlands 
draft resolution was submitted. 

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

The meeting rose at 12:30. 



FIFTH MEETING 

Friday, 21 May 1999, at 14:30 

Chairman: Dr R. TAPIA (Mexico) 

MANAGEMENT AND FINANCIAL MATTERS: Item 15 of the Agenda (continued from the third 
meeting, section 1) 

Appointment of the External Auditor (Document A52/19) 

The CHAIRMAN drew attention to the annexes to document A52/19 containing proposals from the 
candidates for the position of External Auditor and invited candidates to make brief presentations. 

Mr SNOUSSI (Algeria), at present the Inspector-General of Finance, was a member of the Algerian 
Order of Accountants, and had 25 years of professional experience in audit matters and oversight. In the 
past he had been designated by the Algerian Prime Minister to audit hospitals and other health institutions, 
as part of an interministerial working group. In so doing he had helped with the oversight and evaluation 
of many health centres and other institutions. His work in that area had been considered by the Algerian 
authorities as very effective, particularly regarding the introduction of fmancial arrangements for the public 
health services. Since 1990 he had occupied senior positions in the Inspectorate General of Finance, 
undertaking a number of activities in respect of oversight, in particular, the audit of the social security 
sector. Lastly, he had been sent on a number of study missions with international bodies and to accounting 
offices for the exchange of experience in matters that included audit, evaluation and oversight. 

Dr CHOWDHURY (Bangladesh) said that Bangladesh possessed national and international auditing 
expertise, and experience in working with a number of global bodies. For six years, from 1978 to 1983, 
the Comptroller and Auditor-General's Office, constitutionally an independent body of the Bangladesh's 
executive and legislature, had acted as external auditor for such bodies as the United Nations headquarters, 
UNDP, UNFPA, UNIDO, UNESCO, the United Nations University, and for United Nations peace-keeping 
operations; work that had been well appreciated by Member States. The Office of the Auditor-General 
had also carried out external audits for the Organization of the Islamic Conference, the International Jute 
Organization, the World Tourism Organization, and the Secretariat of the South-Asian Association for 
Regional Cooperation. Its cost estimates were also competitive; Bangladesh asked for a chance to prove 
itself 

Mr SINGH (India) said that external audit should go beyond the mere certification of accounts to 
assessing whether the Organization was delivering value for money and proposed that 40% of the audit 
efforts should be aimed at that end. Although the Office of the Auditor-General oflndia was making the 
lowest bid, it was not compromising on quality. It would endeavour to involve all levels of management 
in formulating implementable recommendations, so that the Auditor's report would be an instrument for 
improving governance through accountability. The current Comptroller and Auditor-General of India was 
an experienced civil servant with wide international exposure. The office had already been involved in 
auditing United Nations bodies, such as UNHCR, UNEP, and the different United Nations economic 
commissions, drawing praise from the Fifth Committee of the United Nations General Assembly, and the 
United Nations Advisory Committee on Administrative and Budgetary Questions. It would draw upon the 
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advice ofthe Indian Ministry of Health, which had a long and fruitful relationship with the World Health 
Organization, and on its own wealth of experience in auditing every aspect of health care expenditure 
including WHO-funded programmes. For example, the Office was on the governing ,boards of the 
International Organization of Supreme Audit Institutions and its Asian chapter and on the panel of external 
auditors of the United Nations and its specialized agencies. The staff of the Office were all experienced 
auditors, supervised by well-trained professionals with experience in United Nations audit matters. The 
Office's expertise had been internationally recognized, having been awarded the Jorg Kandutsch award by 
the International Organization of Supreme Audit Institutions at the latter's triennial congress in 1998. If 
appointed, the Office would provide audit services conforming to the highest international standards and 
carried out by competent auditors at the most reasonable cost. 

Mr AKRAM (Pakistan) said that the Auditor-General's Office of Pakistan was one of the five 
constitutional posts in Pakistan. Entry to the department was through competitive examination. The core 
activity of the Auditor-General was supervision of the accounts of Pakistan. The Office participated in 
regulatory and performance audit as defined by the International Organization of Supreme Audit 
Institutions. The Office of the Auditor-General was a member of that Organization and many other similar 
international and regional audit and oversight agencies. Pakistan had a long history of excellence in 
auditing and accounting. It had served as external auditor to the United Nations, the Preparatory 
Commission for the Organization for the Prohibition of Chemical Weapons, the South-Asian Association 
for Regional Co-operation, the Organization of the Islamic Conference, and the Auditor-General of 
Pakistan was permanent Secretary-General of the Economic Cooperation Organization Supreme Audit 
Institutions. The Auditor-General's Office acknowledged the multidimensional functions of the World 
Health Organization and would therefore conduct audits of different types, including audits of financial 
regularity, certification and value-for-money performance. It would apply different techniques, including 
system-based approaches and direct substantive testing where needed, in conformity with generally 
accepted auditing standards and the additional terms of reference governing external auditing of WHO's 
activities. Furthermore, based on its independent analysis of financial transactions and evaluations of 
WHO's activities, the External Auditor should also be able to offer meaningful comments to improve 
economic and financial aspects, control mechanisms and aspects relating to the efficiency of WHO's 
operations. 

Mr KLUEVER (External Auditor), presenting the candidature of the Office of the Auditor-General 
of South Africa for re-election, said that such a re-election would ensure continuity of the audit service 
during the period of transition and would therefore best serve the interests of the Organization. 

In 1995 he had highlighted the necessity of an independent external audit to ensure accountability 
and to facilitate proper management of the Organization's resources, as well as the budgetary constraints 
under which WHO would have to operate and the need for budgetary reforms and greater transparency. 
After considerable effort, compliance with the revised United Nations accounting standards had 
significantly improved the disclosure and understandability of the financial statements. WHO had played 
a leading role in strengthening the involvement of Member States in financial oversight and was the first 
specialized agency to establish an Audit Committee to achieve that. 

Also noteworthy was the strategic approach followed by the Organization in its budgetary process. 
The Office had been instrumental in initiating several strategic developments and was committed to 
continuing to do so. The reform process would require an External Auditor who was fully aware of and 
had demonstrated the ability to deal with the demands made by those developments. The South African 
experience in transition and transformation had been far reaching and had affected people from all walks 
of life. The experience of the Office of the Auditor-General of South Africa would serve WHO well. 
Attention had also been devoted to affirmative action, a diverse workforce and gender balance. 

The Office had developed a core of expertise specific to WHO and had gained valuable insights into 
the operation of the Organization. That had been achieved partly through a continuing presence at WHO 
headquarters together with visits to all regions. The programme was now evaluating the country offices' 
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management and controls. To address the concerns of management and stakeholders effectively, 
representation at a senior level at all meetings of governing bodies had been ensured. 

The Office intended to adopt a more advanced audit approach at WHO. It already applied the latest 
technology, including the use of electronic working papers, which would provide a more comprehensive 
value-added service. 

The Office was in a position to propose a reduced fee for the audit because no provision would need 
to be made for setting up costs. It would be possible to increase the level of service through economies 
associated with existing knowledge, experience and professional practices. 

Increasing demands arose against the backdrop of a static budget, so a more economical, efficient 
and effective deployment of resources remained absolutely crucial to WHO's success. The Office of the 
Auditor-General of South Africa had a thorough understanding of WHO's requirements, possessed the 
appropriate professional knowledge, experience and expertise, had total financial and structural 
independence, and during the current audit had made concrete contributions in a number of areas. 

Mr MABOPE (South Africa) encouraged the Committee to reappoint the Auditor-General of South 
Africa as External Auditor since his work was beyond reproach and of a very high standard. 

Mr TOPPING (Legal Counsel) explained the voting procedure for a secret ballot under the Rules 
of Procedure of the Health Assembly. The first country to vote, determined by lot, would be Jamaica. 

Mr ADEL (Egypt) noted that the voting slips were printed in English and French only. He asked 
whether he was permitted to record his vote in one of the other official languages. 

Mr TOPPING (Legal Counsel) said that votes could be recorded in any one of the official languages 
used by the Health Assembly. However, he requested delegates to bear in mind that the tellers might 
therefore require an interpreter to understand a different language; that was a practical not a legal 
consideration. 

Dr RAHIL (Libyan Arab Jamahiriya) pursued the issue of delegates being able to cast their vote in 
one of the six official languages. 

Mr MESSAOUI (Algeria) proposed the appointment of an additional teller from an Arabic-speaking 
country, if that were permitted under the Rules of Procedure. 

Mr TOPPING (Legal Counsel) stated that the Rules of Procedure provided for two tellers. However, 
in order to ensure the accuracy of the ballot, an interpreter would accompany the tellers. He reiterated that 
delegates could cast their vote in any one of the official languages. 

Dr RAHIL (Libyan Arab Jamahiriya) pointed out that he had a ballot paper written in French. He 
could not read French. He suggested either using all six official languages or using plain white paper for 
the ballot slips. 

Mr TOPPING (Legal Counsel) said that ballot papers in English and French had been used within 
the Organization for decades. He read out the text on the ballot "voting ticket" and "bulletin de vote". He 
trusted that the delegates would feel able to vote with the help of the simultaneous interpretation which had 
just been provided when he read those words. 

DrY. Saito (Japan) and Ms M. Middelhoff (Netherlands) were appointed as tellers. 
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A vote was taken by secret ballot. The result was as follows: 

Members entitled to vote I6I 
Members absent 38 
Papers null and void I 
Members present and voting I22 

Algeria I6 
Bangladesh 3 
India 42 
Pakistan I4 
South Africa 4 7 

Number required for simple majority 62 

As no candidate had obtained the required majority, a second ballot would need to be held. 

Mr TOPPING (Legal Counsel) reminded the Committee that, in accordance with Rule 81 of the 
Rules of Procedure, the second ballot for the choice of External Auditor would be restricted to the two 
candidates who had obtained the largest number of votes on the first ballot: India and South Africa. He 
therefore invited delegates to indicate their choice of one of those two countries; ballots bearing the names 
ofboth, or of any other country, would be considered null and void. 

A vote was taken by secret ballot. The result was as follows: 

Members entitled to vote 
Members absent 
Abstentions 
Papers null and void 
Members present and voting 

India 
South Africa 

Simple majority 

161 
39 

I 
I 

120 
53 
67 
61 

Having obtained the required majority, the South African candidate for the position of 
External Auditor was elected. 

The draft resolution contained in paragraph 7 of document A52/19, completed in accordance 
with the result of the secret ballot, was approved.1 

(For continuation of discussion on management and financial matters, see summary record of the 
sixth meeting, section 3.) 

The meeting rose at 18:00. 

1 Transmitted to the Health Assembly in the Committee's second report and adopted as resolution WHA52.8. 



SIXTH MEETING 

Saturday, 22 May 1999, at 9:00 

Chairman: Mr J. ESKOLA (Finland) 

1. SECOND REPORT OF COMMITTEE B (Document A52/34) 

Dr MBAIONG (Chad), Rapporteur, read out the draft second report of Committee B. 

The report was adopted.1 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 18 ofthe Agenda (continued from the 
fourth meeting, section 2) 

Support to Central American countries affected by Hurricane Mitch (continued) 

The CHAIRMAN invited the Committee to consider the following draft resolution proposed by the 
delegations of Argentina, Bangladesh, Bolivia, Botswana, Brazil, Colombia, Costa Rica, Cuba, Dominican 
Republic, Ecuador, El Salvador, Guatemala, Guinea, Guyana, Honduras, India, Israel, Mauritania, Mexico, 
Nicaragua, Pakistan, Panama, Paraguay, Peru, Spain, Trinidad and Tobago, Uruguay, Venezuela and 
Zimbabwe: 

The Fifty-second World Health Assembly, 
Recalling resolutions WHA48.2 on emergency and humanitarian action, which stresses the 

special needs of disaster-prone countries and WHA42.16 on the International Decade for Natural 
Disaster Reduction; 

Recognizing that Hurricane Mitch has damaged every aspect of the development of the 
Central American region, especially in Honduras and Nicaragua, the worst affected countries, putting 
the environment and sustainable human development at serious risk; and in this subregional context 
noting the impact of Hurricane George in the Dominican Republic; 

Concerned at the problems of malnutrition, morbidity and mortality that have been aggravated 
by this natural disaster and which are directly related to the activities and interests of WHO 
according to its strategic objectives; 

Recognizing the need for a continuing joint and extraordinary effort by all the countries of the 
region in order to maintain what has been achieved so far, accelerate the social and economic 
development of the region and reduce its vulnerability, especially in the health sector and the need 
to develop preparedness, prevention, mitigation and early warning systems in order to reduce 
vulnerability to disasters of this kind throughout the world; 

Taking into account that the Central American countries affected are seriously limited by a 
sharp reduction in their economic and other resources; 

1 See page 280. 
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Convinced that the main function of the United Nations and its specialized agencies is to 
support national efforts in accordance with their respective sectoral responsibilities and to help 
Member States strengthen their capacity to deal with the humanitarian and socioeconomic 
consequences of complex emergency situations and their aftermath, 

1. EXPRESSES solidarity with the people of Central America affected by Hurricane Mitch, 
which is regarded by the United Nations as the worst natural disaster in the Americas this century; 

2. COMMENDS the prompt response of governments and of nongovernmental and private 
voluntary organizations for the relief they provided in the emergency phase; 

3. RECOGNIZES that in the reconstruction and transformation phase, the countries of the region 
have a unique opportunity to improve the health of their populations, especially by providing better 
health services; 

4. ENCOURAGES the international community to maintain its support in the difficult task of 
rehabilitating and rebuilding with a view to sustainable development; 

5. REQUESTS the Director-General: 
(1) to intensify the assistance that WHO provides to health programmes through 
headquarters and the Regional Office for the Americas; 
(2) to continue giving due attention to this situation and take the necessary steps, on the 
basis of reports on the health situation in Central American countries; 
(3) to distribute this resolution to the organizations of the United Nations system and other 
relevant international institutions, and to report on this matter to the Fifty-third World Health 
Assembly. 

The resolution was approved.' 

Mrs McCOY sANCHEZ (Nicaragua), speaking on behalf of the Central American countries, 
expressed satisfaction at the passage of the resolution, which would be of great assistance in the 
reconstruction ofNicaragua. 

(For continuation, see summary records of the seventh meeting, section 2.) 

3. MANAGEMENT AND FINANCIAL MATTERS: Item 15 ofthe Agenda (continued from the 
fifth meeting) 

Employment and participation of women in the work of WHO (Document A52/21) 

Dr AL-JABER (Qatar) (representative of the Executive Board) said that, in its discussion on the 
employment and participation of women in the work of WHO, the Board had commended the measures 
taken to ensure gender parity, including the 50% recruitment threshold by 2002. It had been decided to 
put the issue on the agenda of the Assembly so that Member States could see the current position. 

Dr BOUFFORD (United States of America) welcomed the Director-General's strong commitment 
to improving the representation of women throughout WHO, whether as staff, temporary advisers, members 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA52.12. 
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of expert panels or short-term consultants. The report showed that much remained to be done both by the 
Organization and by Member States in recommending individuals for staff positions, if the goal of parity 
was to be achieved. Her delegation supported the initiative on administrative action and suggested that an 
annual progress report on the issue should be brought before the Assembly. 

Mr GUBB (New Zealand) said that, although progress so far had been disappointing, the Director
General's actions to achieve gender parity were encouraging. 

Ms HARALDSDOTTIR (Iceland) said that there was an obvious need to emphasize gender-specific 
perspectives in health and social issues, as WHO and other organizations had recognized in the priority they 
gave to maternal health and child-bearing and child-rearing issues. The goal of parity, however, could be 
reached only by recognizing women's contributions at every level, especially in the health care professions. 
It should be a matter of concern that the number of nurses and midwives employed by WHO had declined 
sharply; the trend should be reversed by immediate action. 

Dr SAITO (Japan) said that her Government recognized the importance of ensuring the recruitment 
of qualified WHO staff, including women, to strengthen the Organization. Despite the Director-General's 
sterling efforts, there was still a wide disparity between the numbers of men and women and even more 
effort was needed. Member States should therefore cooperate actively in contributing to the recruitment 
process. It was particularly important to recruit women from under-represented countries. 

Professor WHITWORTH (Australia) commended the Director-General's additional initiatives to 
improve the participation of women at all levels and applauded her aim of achieving gender parity by 2010. 
WHO should consider seeking the advice of national health authorities to suggest the names of potential 
female candidates for consultancy, technical advisory or committee positions, both at headquarters and in 
the regions, to facilitate the move towards gender parity. 

Dr MONISSOV (Russian Federation) commended the Organization on achieving an increase to 
33.2% participation of women in specialist posts. The goal of gender parity, however, should not be at 
variance with selection by open examination, qualifications and suitability. It was also important to 
maintain the principle of balanced geographical representation. In that context he noted the absence of 
professional women staff from the Commonwealth oflndependent States in senior posts at headquarters 
and hoped that the situation would be rectified. 

Mr RAHMAN (Bangladesh) expressed appreciation of the Director-General's efforts towards 
achieving an aim which had been on the agenda for some years. Action on gender parity should not, 
however, in any way affect the principle of equitable geographical distribution. 

Mrs STOWERS (Samoa) urged that more nurses should be appointed to leading positions both at 
headquarters and in the regions. Nurses were at the forefront of health care delivery and the battle against 
major diseases and should therefore be considered for more senior posts. 

Dr METIERS (United Kingdom of Great Britain and Northern Ireland) welcomed the determination 
to achieve gender parity rapidly. All the targets proposed in paragraph 5 of the report were achievable; 
indeed, parity among short-term consultants could become a reality even earlier than the target date. 

Professor VIOLAKI-PARASKEVA (Greece) welcomed the fact that over 30 years' association with 
WHO the proportion of women in senior posts had risen substantially. It was also important, however, that 
women should not forget their role as wives and mothers; it was for that reason that many well qualified 
women did not seek high-level positions. 
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Dr BOMBA-NKOLO (Cameroon) welcomed the Director-General's commitment to gender parity, 
particularly in view of the importance of women's role in all societies and in African society especially. 

Mr CICOGNA (Italy), commending the report, welcomed in particular the development of the four
part action programme with initiatives not only on recruitment and selection but also on career 
development, retention and workplace enhancement. 

Dr JEGANATHAN (Sri Lanka) said that there could be no dispute over the proposals for gender 
parity. Women needed to be qualified, however; so, in order to encourage geographical equity, women, 
especially those from some developing countries, should be provided with opportunities to qualify 
themselves for such posts. Member countries should be urged to work towards that and WHO should 
provide technical assistance, where necessary. 

Dr COITINHO (Brazil) drew attention to the situation with regard to the employment of women at 
regional and country offices. Intra-cluster gender parity would be an effective means of including a gender 
perspective in all work being carried out. 

Dr SAMBA TH (Cambodia) welcomed the introduction of specific strategies to identify women 
candidates both at headquarters and in regional and country offices and looked forward to their speedy 
implementation. 

Dr KINGMA (International Council ofNurses), speaking at the invitation of the CHAIRMAN, 
applauded the efforts of WHO, in particular the four-part action programme of specific initiatives, to 
improve access by qualified women to professional positions throughout the Organization, including 
headquarters. Progress in achieving the target of gender parity by 2002 would be monitored with great 
interest. On the other hand, her organization had observed with some disappointment the reduction and 
downgrading of permanent nursing positions within WHO. It had been confirmed the day before in 
Committee A that there was currently only one permanent nursing position in the Organization. At a time 
when the profession was increasingly considered as an under used resource within national and local health 
systems, it was regrettable that the WHO staffing model provided to Member States continued to downplay 
the participation of nurses in health and social policy-making. The introduction of a matrix system 
facilitating the cross-fertilization of ideas and promoting a multidisciplinary approach was to be 
commended, but the continued low representation of the nursing profession within the staff would limit 
the integration of caring principles, often the core of nursing practice and health for all. The professional 
as well as the gender balance of WHO's staff should therefore be closely monitored by the department of 
Human resources services. The International Council of Nurses would like to know what concrete 
strategies WHO would be adopting to ensure the participation of women-dominated health care professions 
in the Organization's work and policy development. 

Ms STEWARD-GOFFMAN (Human resources services) said that the Director-General was well 
aware of the challenge posed by the twin policy objectives of achieving gender parity and geographical 
balance. The Executive Board had given WHO a mandate of 60% recruitment from under-represented and 
unrepresented countries; work was being carried out in close cooperation with clusters and programmes 
to establish detailed human resource planning reviews to achieve both objectives. Employment in the 
Organization was open to nurses, if suitably qualified, on the same basis as any other person. WHO's 
responsibility for the employment of nurses as such, however, was restricted to clinical nurses working in 
its medical services. At programme level, efforts were being intensified to ensure integration of the nursing 
component. 

The CHAIRMAN took it that the Committee wished to note the report on the employment and 
participation of women in the work of WHO, as contained in document A52/21. 
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It was so agreed. 

Amendments to the Staff Regulations and Rules (Resolution EB103.R16) 

Dr AL-JABER (Qatar) (representative of the Executive Board) said that on 1 March 1999 the United 
Nations General Assembly had adopted a revised salary schedule for professional and higher graded posts 
which provided for a rise of2.48% through the integration of obligatory increases in basic salaries, on the 
basis of a "no win no loss" formula. Pursuant to that decision, the Director-General had proposed, on the 
basis of Article 3.1 of the Staff Regulations, that the salaries of staff in ungraded posts should be amended 
accordingly. Such an amendment would also affect the salary of the Director-General under item 3 of her 
contract. He drew attention to the draft resolution on the subject recommended by the Executive Board 
in resolution EB103.R16. 

The draft resolution was approved.1 

Report of the United Nations Joint Staff Pension Board (Document A52/22) 

The CHAIRMAN said that in the absence of any comments he would take it that the Committee 
wished to take note ofthe information contained in document A52/22. 

It was so agreed. 

Appointment of representatives to the WHO Staff Pension Committee (Document A52/23) 

The CHAIRMAN invited the Committee to consider the appointment of two representatives to the 
WHO Staff Pension Committee to replace a member and an alternate member whose terms of office 
expired at the closure of the Fifty-second World Health Assembly. The Committee was invited to make 
the following nominations to the WHO Staff Pension Committee: Dr L. Maiolo, delegate of Tonga, to be 
renominated as a member; and Dr J.K.M. Mulwa, delegate of Botswana, to be nominated as an alternate 
member. 

The CHAIRMAN said that, in the absence of objections, he would take it that the Committee convey 
the following draft decision to the plenary. 

Decision: The Fifty-second World Health Assembly appointed Dr L. Maiolo, delegate of Tonga, 
as member of the WHO Staff Pension Committee, and Dr J.K.M. Mulwa, delegate of Botswana, as 
alternate member of the Committee, the appointments being for a period of three years.2 

The Committee recorded its appreciation to the outgoing member for his service to the 
Organization. 

Unaudited interim financial report on the accounts of WHO for 1998 and comments thereon ofthe 
Administration, Budget and Finance Committee; report of the External Auditor; report of the 
Internal Auditor (Documents A52/13 and Add. I, A52/14, A52115 and A52/16) 

Mr VOIGTLANDER (Germany), speaking as Chairman of the Administration, Budget and Finance 
Committee of the Executive Board, introducing his Committee's report on the item (document A52/16), 
said that it had noted in its consideration of the unaudited interim financial report (documents A52/13 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA52.13. 

2 Decision WHA52(l0). 
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and Add.l) that a review of the presentation of the financial statements was currently under way so that in 
future, while still following the United Nations Accounting Standards, they would give a clearer view of 
the Organization's financial results. The Administration, Budget and Finance Committee had also 
proposed that an executive summary should be prepared in future to provide information in a more user
friendly format for Members and donors. It had noted the continuing high level of contributions 
outstanding from Members and the serious effect of that on the programme of work approved by the Health 
Assembly and had discussed the Working Capital Fund, the Special Account for Servicing Costs, the 
account of the regular budget and other funds, and the liquidity position. 

In its consideration ofthe report ofthe External Auditor (document A52/l4), the Administration, 
Budget and Finance Committee noted that WHO had been the first specialized agency in the United 
Nations system to establish an audit committee, and that, in addition, an audit steering committee had been 
established to strengthen cooperation between the External Auditor and the Secretariat. The External 
Auditor had identified important areas in programme implementation where improvements could be 
effected, noting that the new administration had been quick to recognize weaknesses in those areas and to 
take corrective measures. He had commented that the lack of common business rules with regard to 
programme implementation and monitoring had prevented the implementation of a unified evaluation 
system, but that such a system was currently under development. Clarity and transparency of financial 
reporting remained a key priority of the External Auditor's work agenda. 

Reviewing the report of the Internal Auditor (document A52/15), the Administration, Budget and 
Finance Committee had noted his intention (confirmed in document A52/16) to evaluate the efficiency of 
the management support units within the new cluster structure at headquarters against predetermined 
criteria and benchmarks with a view to preparing an independent report on the matter for the Executive 
Board at its 1 05th session in January 2000. In response to concerns about the effects of disruptions in the 
Regional Office for Africa, following its evacuation from Brazzaville in mid-1997, the Internal Auditor had 
explained that substantial corrective progress had since been achieved. The Administration, Budget and 
Finance Committee had nevertheless urged that the situation should be kept constantly under review. 

He drew attention to the draft resolution contained in paragraph 13 of the report contained in 
document A52/16. 

Mr KLUEVER (External Auditor) said that his interim financial report for the year 1998 (document 
A52/14) had been submitted in accordance with his intention to report annually. Due process had been 
followed in the conduct of the audit while ensuring that the highest levels of professional standards and 
independence were maintained. 

The report should be regarded as part of a constructive contribution to the process of renewal and 
reform. The financial records which had been subjected to audit tests at headquarters and in the regions 
were generally of a high standard. Substantial progress had been made with the audit of the 1998-1999 
financial period, which had included inter alia the comprehensive planning process. Interim auditing had 
been carried out at WHO headquarters, regional and country offices, as well as on certain related accounts, 
and a specialized computer audit had been carried out in respect of general computer controls. In 
conformity with the Common Auditing Standards, the interim work done would serve as the basis for 
completion of the audit for the 1998-1999 biennium. In order to facilitate more timely reporting to the 
Health Assembly, the interim report was designed to provide feedback on the work carried out to date. No 
audit opinion had been expressed on the financial statements in the interim financial report (document 
A52/13) since they were unaudited. The report was being submitted under the terms of Article XII of the 
Financial Regulations and the additional terms of reference appended thereto, in accordance with resolution 
WHA46.35 and taking more recent resolutions, such as resolution EB103.R6, into account. 

With regard to the content ofthe report, he noted that the replies provided by the Secretariat on the 
External Auditor's management reports had been carefully weighed against the audit evidence. Items had 
not been included in the report if the information offered had been satisfactory or the nature of the item did 
not warrant its inclusion. Highlighting the more important points, he observed with respect to 
communication and accountability (section 4) that substantial progress had been made on establishment 
of an audit committee, communication between the External Auditor and the Secretariat, proposed changes 
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in the Financial Regulations pursuant to audit opinion and proposed amendments intended to incorporate 
the mandate of the Office of Internal Audit and Oversight into the Financial Regulations and Rules. 
Review of the work ofthe Office oflnternal Audit and Oversight indicated that it could be relied on to 
prevent duplication and ensure a cost-effective audit relevant to the external audit objectives. As to the 
revised format of the audit opinion, it provided for the inclusion of additional details, reflected best practice 
and would ensure consistency throughout the United Nations system. 

With regard to budget presentation and process (section 5), renewal and reform during the period 
under review had been particularly evident in three areas: the organizational structure at headquarters, 
reorganization of the budget, and initiatives in the managerial process through which WHO would monitor 
and evaluate its performance in future. He commended the progress made in advancing the concept of a 
strategic approach to programme preparation and presentation, taking into consideration the limited time 
available to reorganize the budget. 

In connection with outstanding assessed contributions (section 6), he noted that, despite various 
endeavours, the level of outstanding assessed contributions had continued to increase, as was graphically 
illustrated in Figures 1, 2 and 3, the last also making clear the effect that late payment of assessed 
contributions had had on the programme of work and the cash position of the Organization for the financial 
year 1998. Initiatives to collect the arrears of assessed contributions obviously had to be intensified. 
Participation by the regions in that effort would be critically important. 

As to programme implementation, monitoring and evaluation (section 7), he had during the past year 
reviewed the elaboration of annual plans of action and programme evaluation to determine the progress 
made during the first year of the biennium. It had been found that plans of action had not been completed 
in a timely manner, and the audit had identified important areas (section 7.1) in which improvements could 
be made. In that regard, he had been informed that new procedures developed in 1999 at headquarters with 
a view to improving operational planning and monitoring would be implemented throughout the 
Organization in the year 2000. The high quality of the plans of action completed by some country offices 
had also been noted in the report Since work to develop a unified evaluation system was not yet complete 
it would therefore be the subject of a future audit. 

The audit tests had again revealed that overall the records of budgetary, financial and related 
transactions (section 8) could be relied on and were well maintained. However, review of the effectiveness 
of the system ofinternal control as well as the testing of transactions in key areas of financial activity, had 
identified certain areas where improvements could be made. In particular, there was a lack of uniformity 
in the accounting and recording systems in place, inconsistency in methods of evaluation of non-expendable 
equipment, furniture and vehicles, as well as defects in the post-monitoring system offellowships and in 
the level at which bank accounts were maintained. The audit had revealed that the general control measures 
within the information technology environment were not adequate in respect of the focus areas identified 
in section 9. 

WHO had taken steps over a considerable period to predict and forestall any information technology 
problems associated with year 2000 compliance (section I 0) and although full systems tests had not yet 
been concluded the Secretariat was confident that the monitoring to be carried out would be sufficient. 

With regard to regional and country offices (section 11), although encouraging aspects had been 
noted, it was evident that there were significant differences in many areas and in particular that uniformity 
in benchmarking was nonexistent. Initiatives were currently being taken to address those problems in a 
coordinated way. A number of country offices had been included in the audit plan for the current financial 
period because of the relevance of their performance to the achievement of WHO's overall objectives. 

Dr BOUFFORD (United States of America) said that her delegation was pleased to be receiving 
increased amounts of documentation on WHO's financial and management activities. However, she hoped 
that in future such documentation could be made available at an earlier stage. She welcomed the 
establishment of an audit committee by the Executive Board, which should provide an opportunity for more 
detailed discussion of accounting and auditing issues and urged that its report should be made available to 
the Health Assembly. 
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She drew attention to section 6 of the interim report of the External Auditor (document A52/14), 
which stated that internal borrowing had led to obligations of some US$ 578 million being incurred in 
1998, whereas income received had been considerably below that figure. She would be interested to know 
the current status of that deficit and the level of total borrowing anticipated by the end of the biennium. 
Concerning year 2000 compliance, she was glad to note that the External Auditor was satisfied that the tests 
planned would assure full compliance although there still appeared to be some uncertainty as to whether 
the general control measures taken so far had been adequate. 

Since it was not clear from the Financial Regulations how the depletion of the Working Capital Fund 
could be rectified, she would appreciate clarification on the subject from the External Auditor. Lastly, with 
reference to paragraph 10 of the Internal Auditor's report (document A52/15) concerning the Regional 
Office for Africa, although some of the weaknesses listed could no doubt be attributed to the move from 
Brazzaville, she would be glad to have information on what interim arrangements were being made to 
strengthen the Office's financial management. 

Mr MOUT (Netherlands), referring to the unaudited interim financial report for 1998 (documents 
A52113 and Add.1) welcomed the initiative taken to make the report more user-friendly and accessible to 
a wider audience. However, it would have been better if the most significant developments had been 
highlighted, and explanations provided. For example, no indication was given in the report of the reasons 
for the decrease in Fund balances. 

Turning to the report of the External Auditor (document A52/14), he said it was important for the 
Health Assembly to be given a knowledgeable opinion on a series of significant aspects of finance and 
management. He was pleased to hear that a great deal of work had been done on programme 
implementation, monitoring and evaluation, which was a positive development. However, the External 
Auditor had indicated that there was much still to be done in that field. Would the External Auditor 
himself be involved in making the necessary improvements, for instance by advising on evaluation 
systems? 

Concerning year 2000 compliance, he had, like the delegate of the United States of America, been 
somewhat confused by the External Auditor's comments, and would like to know whether he was satisfied 
with the work being done, in view of the fact that no specific plan had been drawn up to address the 
problem. He noted that the previous year's financial report had stated that an in-depth analysis had already 
been carried out in order to identify problem areas. He would also appreciate clarification from the 
Secretariat on the issue. 

Mr GRUBER (Switzerland), expressing his country's support for the reforms under way, said that 
efficiency and effectiveness could be further improved by tightening the system of control carried out 
internally by the Office oflnternal Audit and Oversight and externally by the External Auditor. Turning 
to the interim report ofthe External Auditor (document A52/14), he said that Switzerland was particularly 
interested in the establishment of an audit committee and would be undertaking a detailed analysis of its 
mandate, methods of work and impact on the Organization's activities with a view to determining whether 
such an initiative was worthy of being introduced in other specialized agencies. On the other hand, 
Switzerland would welcome some clarification as to the justification for establishing an audit steering 
committee, as well as information regarding its composition, mandate, objectives, methods of operation and 
the criteria for evaluating its activities. Switzerland was also very interested in the implementation of a 
unified evaluation system, and would welcome information concerning its development. As for the report 
of the Internal Auditor (document A52/15), Switzerland was grateful to the Head of the Office of Internal 
Audit and Oversight for the active support he had given in the formulation of a conceptual framework on 
internal oversight related to the United Nations specialized agencies. The document also referred to the 
possible need to provide for increased delegation of authority within the Organization to the regional and 
country levels. That approach was certainly opportune although more thought needed to be given to it. 
Such a decentralization exercise was delicate because the Organization had to strike the right balance 
between strict respect for the rules and flexibility in their application. He wondered whether the 
Organization intended to draw up guidelines and whether in the course of doing so it would seek the views 



188 FIFTY -SECOND WORLD HEALTH ASSEMBLY 

and advice of WHO representatives in the regions and in the countries. There was also the question ofhow 
WHO would ensure that its representatives in the field were properly trained in the new concepts of 
delegation of authority and the new principles of responsibility and accountability. With regard to the way 
the new approach would operate, consideration would have to be given to the alternatives of direct 
delegation of authority from headquarters to representatives in the countries and indirect delegation of 
authority through the regional offices to which those representatives reported. 

Mr KLUEVER (External Auditor), responding to questions raised, pointed out that Figure 3 of his 
report (document A52/14) indicated that in cash terms internal borrowing was at a very low level. The 
question of possible future trends would have to be answered by the Organization itself. On the issue of 
year 2000 compliance, the only reason he had been unable to express an audit opinion was that the final 
tests had not yet been carried out; that by no means implied that a problem was anticipated. 

It was not the External Auditor's role to become involved in the complex subject of programme 
management and evaluation: although he might give informal advice, his role was rather to monitor 
progress, and to report on it to the Health Assembly. 

Lastly, he pointed out that the audit steering committee differed from the Audit Committee in that 
the latter was an external oversight body created by the Health Assembly, while the former was a body 
within the Organization designed to promote the smooth flow of audits. 

Mr FAKIE (External Auditor's office) replying to the question raised by the delegate of the United 
States said it was his understanding that arrears of contributions received would be utilized to repay internal 
borrowing before they were used to replenish the Working Capital Fund. 

Dr SAMBA (Regional Director for Africa) recalled that in 1997 the Regional Committee had 
recommended that the Regional Office remain in Harare until January 2000. He had liaised closely with 
the Government of Congo during 1998 and had concluded that it would be feasible to begin the return to 
Brazzaville in 1999, particularly in view of the fact that up to that time the actual premises of the Regional 
Office had remained untouched. 

In December 1998 he had sent a team to explore the possibilities of a gradual return, but 
unfortunately the civil war had erupted again and the Regional Office building had been looted and heavily 
damaged. The situation had been so serious that the United Nations had declared a Phase Five emergency 
under which all United Nations staff had to be evacuated. The Director-General had then written to the 
President of Congo saying that in view of the situation the Regional Office would be temporarily closed 
and that WHO would stay in Harare for at least three years. 

Ms WILD (Financial services) said that by the end of April 1999 internal borrowing during the 
previous year had been fully repaid. It was estimated that, by the end of the year, internal borrowing was 
likely to be of the order of US$ 69 million, which was well below internal borrowing capacity. 

The Working Capital Fund had been fully drawn down since the end ofthe 1996-1997 biennium. 
Because it was not currently operating as a revolving fund, which had originally been the intention, 
discussions would be held with the External Auditor on ways of improving its availability, as well as on 
how, under the existing Financial Regulations, arrears received from Member States were to be applied. 
Currently, monies received in respect of arrears for one biennium were being matched with drawings from 
the Working Capital Fund for the same biennium, and it was partly because that practice had been followed 
that the Fund had not been replenished. Consideration would also be given to ways in which the Fund 
could be made more effective. 

Concerning year 2000 compliance, the tests of the financial systems would begin shortly, which 
should allow ample time to address any problems that might arise. 

In reply to the point raised by the delegate of the Netherlands, she said that in future important points 
in the financial statements would be highlighted and explanations provided with regard to movements in 
fund balances and their significance for the financial health of WHO. 
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Mr LARSEN (Budget and management reform), in reply to the question raised by Switzerland, said 
the Committee might be surprised to learn that the last comprehensive delegation of authority from the 
Director-General to Regional Directors had been in 1973. However, as a result ofthe reform process in 
headquarters after the structural adjustments, a great deal of work had been done on the issue of delegation 
of authority. As a result, a harmonized proposal on the subject was currently being considered by the 
Director-General, a decision on which would have to be taken before the issue of delegation of authority 
to country representatives was addressed. There were currently some discrepancies in practice in the 
various regions as to delegation of authority, and the objective would be to achieve greater uniformity. 

Mr LANGFORD (Internal Auditor), introducing his report (document A52/15), said that he had 
prepared it independently and it had been transmitted without change to the Health Assembly through the 
Director-General. The views expressed by Member States at the previous Health Assembly had been taken 
into account and two improvements had consequently been made. First, a list of major audit reports was 
annexed to provide information on the areas and countries in which the work ofthe Office of Internal Audit 
and Oversight had been concentrated and secondly, more details were provided concerning audit 
observations, implementation efforts and the follow-up status of the audit recommendations. 

The scope and approach of the work had not changed from the previous year; emphasis continued 
to be placed on evaluative audit work relating to operational, managerial and value-for-money issues. At 
the same time, the Office had pursued its traditional examination of financial transactions and account 
balances to ensure accountability, compliance and functioning of WHO's system of internal control. 

On the basis of the results obtained, the Office was satisfied that WHO's overall system of control 
was adequate and operated effectively, although a number of areas were disclosed where correction was 
needed to strengthen efficiency, effectiveness and accountability. An area of concern experienced during 
the year in terms of risk to controls had occurred at the Regional Office for Africa after the civil unrest and 
staff evacuation of mid-1997. An audit completed during the first quarter of 1998 had highlighted the 
significance of the effects of those events on controls. A follow-up visit in the fourth quarter had shown 
that the Regional Director had begun a substantial corrective effort. In addition to the follow-up comments 
in paragraphs 11 and 12 of the report, it should be noted that, according to early results of the audit 
currently in progress in Harare, much had been accomplished and the corrective measures taken had been 
effective. All six regional offices had been visited in 1998 and details of his Office's review of their 
administrative and managerial processes were outlined in the document. A significant part of the work 
outside headquarters had been devoted to selected WHO country offices; an evaluative approach had been 
used in reviewing their operations and a number of opportunities for improvement had been identified. The 
recommendations sought to strengthen both the functioning of the offices and the effectiveness of planning 
and programme delivery for the countries concerned. 

At headquarters, a major review had been completed of WHO's involvement as host organization 
of the International Computing Centre. The results of the work indicated that WHO should relinquish that 
position, in order to reduce business risk and save administrative costs. 

Several minor investigations had been conducted under the Office's oversight mandate, and he was 
glad to be able to report that no significant frauds had been identified during the year. 

The Office's recommendations had generally been accepted by the WHO Secretariat and their 
implementation had been effective. The Office continued to work closely with various operating officials 
to ensure effective implementation and as a matter of routine tracked every audit recommendation until its 
final disposition. Close coordination was maintained with the External Auditor and duplication of work 
was avoided. 

Dr BOUFFORD (United States of America) said that her delegation welcomed the report and 
particularly commended the fact that some 30 separate audits had been conducted in the course of 1998. 
From the procedural point of view, the United States noted with satisfaction that the Office had been 
engaged in management and value-for-money audits as well as financial audits. 
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Her country would be particularly interested to know whether WHO senior staff intended to address 
problems relating to the timeliness of management response to WHO regional and country offices to 
individual reports such as those referred to in paragraph 28 of document A52/15. 

It was to be hoped that WHO could, with respect to the annual report of the Internal Auditor, adopt 
the practice already applied to the report of the External Auditor, of including comments from the Director
General on what she had done or had planned to do to address the problems discussed. That would give 
Member States the assurance that recommendations were receiving attention. 

Mr LANGFORD (Internal Auditor) said that his Office was generally pleased with the timing and 
quality of responses and had worked closely with the WHO Secretariat on those matters. The problem 
referred to in paragraph 27 of the report had arisen because of confusion concerning staff responsibility for 
responses owing to changes at headquarters. A response had been received and it was expected that the 
audit would be closed within a month or two. 

The draft resolution was approved. 1 

Mr VOIGTLANDER (Germany), speaking as Chairman of the Administration, Budget and Finance 
Committee of the Executive Board, pointed out that that Committee and the Audit Committee were not 
engaged in marginal business; their work was at the very centre of the budgetary responsibility, 
management of work and efficiency of WHO as a whole. He therefore appealed to the regions to nominate 
their most highly qualified and competent officials to serve on those bodies. 

Real Estate Fund (Resolution EB103.R13) 

Dr AL-JABER (Qatar) (representative of the Executive Board) said that the Board had considered 
a report by the Director-General on the use of the Real Estate Fund for various building projects and had 
noted and approved projects up to 1 June 1999 including restructuring of the Regional Office for the 
Americas and a contract for the construction of a new Regional Office for the Eastern Mediterranean in 
Cairo, on which preliminary work had begun. Projects relating to the Regional Office for Africa had been 
suspended because of difficult local conditions. The addition of an extra floor to the Regional Office for 
South-East Asia had been deferred as had the project for the Mexico office. The Board recommended 
WHO participation in new projects for the period from 1 June 1999 to 31 May 2000. He drew the 
Committee's attention to the draft resolution recommended by the Board and contained in resolution 
EB103.R13. 

The draft resolution was approved.2 

Amendments to the Financial Regulations (Resolution EB103.R14) 

Dr AL-JABER (representative of the Executive Board) recalled that the Executive Board, at its 1 03rd 
session, had considered a number of amendments to the Financial Regulations and Rules proposed by the 
Director-General to reflect WHO's compliance with United Nations accounting procedures and bring the 
format of the audit opinion in line with the suggestion of the Panel of External Auditors of the United 
Nations, the Specialized Agencies and the International Atomic Energy Agency and the proposal by 
WHO's External Auditor. He drew the Committee's attention to the draft resolution recommended by the 
Board on the subject and contained in resolution EB103.R14. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA52.14. 

2 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA52.15. 
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The draft resolution was approved.1 

Voluntary Fund for Health Promotion (Document A52/18) 

Ms WILD (Financial services) said that document A52/18 indicated that a proposal relating to the 
Fund would be made to the Executive Board at its lOSth session and to the Fifty-third World Health 
Assembly to allow time for procedures for accounting and reporting to donors to the Fund to be brought 
into line with WHO's new organizational structure. An interim approach had been adopted that involved 
the creation of a series of accounts at cluster level which were further broken down into a more detailed 
analysis at programme level within each cluster. That would enable the funding from a donor, together 
with the associated expenditure, to be captured in a separate account and was a continuation of the same 
detailed accounting shown in the Annex to the financial statements. Donors would also be approached 
whose funds had been recorded under the old organizational structure, to seek their agreement to amending 
the accounting records to reflect the new organizational structure. 

When the Voluntary Fund had first been established in the 1960s, a driving principle had been that 
Member States and other donors should feel confident that funds were being used for the specific purposes 
for which they had been made available. The current approach meant that new contributions would be 
recorded in line with the cluster/programme structure, donors of funds already received would be 
approached for agreement to transfer the accounting to the new basis, and the existing Special Accounts 
wound up over time. The final proposal, to be made the following year, would include more transparent 
and comprehensible presentation of information on contributions and expenditures for all extrabudgetary 
funding including the Voluntary Fund. 

Dr UTSUNOMIY A (Japan) said that it was both understandable and important for WHO to establish 
a policy on extrabudgetary contributions that took the Organization's general priorities into account. 
However, he emphasized that WHO should engage in a proper level of consultation with donor countries 
before establishing important policies. 

Scale of assessments for the financial period 2000-2001 (Document A52/20) 

Mr HENDRASMORO (Indonesia) recalled that the financial crisis that had afflicted south-east Asia 
in 1997 had caused a severe downturn in the Indonesian economy and reduced the capacity of the 
Indonesian Government to implement development programmes. The crisis had adversely affected the 
economic progress Indonesia had been striving to attain for the past 30 years and resulted in economic 
stagnation, high inflation, high unemployment and widespread poverty. The economic situation had been 
further aggravated by a decline in the value of the Indonesian currency. Furthermore, the future was 
looking increasingly uncertain as the crisis spread globally. As a result, Indonesia had been unable to pay 
its contributions to several international organizations since the limited means available were being used 
to provide social welfare and to limit unemployment. He urged the Committee to take note of the effects 
the economic crisis was having on a number of countries when considering the scale of assessments, which 
should be fixed in close consultation with the countries concerned. 

Dr SHANGULA (Namibia) endorsed the principle used to determine the scale of assessments and 
called upon the Organization to improve the collection of contributions by billing Member States annually 
for the precise amount of their contributions. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA52.16. 
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The CHAIRMAN drew attention to the draft resolution contained in paragraph 7 of document 
A52/20. 

The draft resolution was approved.1 

The meeting rose at 12:00. 

1 Transmitted to the Health Assembly in the Committee's third report and adopted as resolution WHA52.17. 
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1. THIRD REPORT OF COMMITTEE B (Document A52/37) 

Dr MBA lONG (Chad), Rapporteur, read out the draft third report of Committee B. 

The report was adopted.1 

2. COLLABORATION WITHIN THE UNITED NATIONS SYSTEM AND WITH OTHER 
INTERGOVERNMENTAL ORGANIZATIONS: Item 18 ofthe Agenda (continued from the 
sixth meeting, section 2) 

International solidarity in AIDS control 

The CHAIRMAN invited the Committee to consider the draft resolution entitled "International 
solidarity in AIDS control", proposed by the delegations of Benin, Burundi, Costa Rica, Cote d'Ivoire, 
Democratic Republic of the Congo, France, Gabon, Greece, Kenya, Morocco, Namibia, Niger, Senegal and 
Swaziland, which read: 

The Fifty-second World Health Assembly, 
Noting with interest the discussions during the present session on HIV I AIDS; 
Aware ofthe spread of the epidemic across the world and, in particular, the increase in the 

number of cases in developing countries; 
Concerned at the severe effects of the epidemic on the economies of developing countries and 

at the increasing burden it is placing on health budgets; 
Aware ofthe need to strengthen HIV/AIDS control in all its dimensions (research, prevention 

and care); 
Congratulating the UN AIDS programme on its efforts, 

1. DECIDES: 
(1) to give its backing to the work accomplished in support of UNAIDS and its 
cosponsoring agencies in the developing countries to reduce the inequalities in respect of the 
disease; 
(2) to support the efforts for the prevention of mother-to-child transmission and for the care 
of people living with HIV/AIDS, including the international therapeutic solidarity initiative; 
(3) to call upon Member States to participate in these efforts; 

1 See page 281. 
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2. REQUESTS the Director-General: 
(1) to strengthen her efforts for cooperation with the UN AIDS programme; 
(2) to maintain and strengthen her collaboration with the other cosponsoring agencies of 
UN AIDS. 

Professor GIRARD (France), introducing the draft resolution on behalf of the 14 cosponsors, said 
that they were determined to pursue the fight against AIDS on all fronts using all the means - research, 
prevention and treatment - available. It was clear that it might be necessary to deploy new methods to 
support the bodies responsible for combating AIDS, foremost among which was UN AIDS. WHO too had 
a role to play in that effort. It was important for new approaches such as the international therapeutic 
solidarity initiative to be discussed within WHO as well as in the governing bodies ofUNAIDS. 

Regarding the draft resolution, there were still unanswered questions on the issues which it would 
not be possible to settle at that session of the Health Assembly, despite general agreement on the principles. 
For that reason he suggested that the Committee should refer the draft resolution to the Executive Board. 
That would provide further opportunity to discuss the substance and the means to be used, beginning at the 
Board's session later in the week, so that full use could be made of the period between May 1999 and the 
session in January 2000 to inform UNAIDS, WHO and Member States on the scope of the draft. 

Dr CHAROENSIRI (Thailand), commenting on the draft resolution, said that the most important 
strategies for the control ofHIV I AIDS had been outlined by the Minister of Health of his country during 
the recent round table and had been strongly supported by other ministers. Those strategies involved: 
social mobilization with a view to the empowerment of the individual and the community in prevention and 
care; primary prevention of disease, using appropriate measures such as condoms; and education and more 
years of schooling, particularly among young girls. 

Apart from the prevention of vertical transmission in pregnancy, the draft resolution was biased 
towards the use of drugs for the care of infected individuals. However, antiretroviral treatment was too 
expensive for the treatment of all infected persons. Many countries were using cost-effective palliative 
treatment including psychosocial and family support, the use of meditation and alternative traditional 
medicines. The use ofhigh-cost technologies and drugs was a mistaken strategy, not only because it was 
unaffordable and not cost-effective but because it was not equally accessible to all infected persons. 

The strategies proposed in the draft resolution had not been the subject of thorough investigation and 
were not supported by a working paper. UNAIDS, as the main responsible agency, had to be fully 
consulted. As the draft resolution was related to the discussion at the previous week's ministerial round 
table on "HIVIAIDS: strategies for sustaining an adequate response to the epidemic", it was important that 
it should be prepared in consultation with all the ministers involved. It appeared, however, that only four 
countries out of the 25 that had participated in the round table supported the draft resolution. 

In conclusion, his delegation had great difficulty in accepting the draft resolution, which proposed 
a mistaken strategy that was beyond the means of most developing countries and was in conflict with 
strategies that focused mainly on primary prevention. He recommended that UNAIDS be consulted on the 
strategy underlying the draft resolution. 

Mr KANEKO (Japan) said that his delegation was concerned at the draft resolution. His country was 
strongly committed to combating HIV I AIDS together with its global partners, particularly through 
contributions to UN AIDS and through bilateral cooperation schemes, for example by supporting integrated 
community activities to tackle mother-to-child transmission. However, he wondered whether the 
"international therapeutic solidarity initiative", referred to in the draft resolution had been sufficiently 
coordinated with the activities ofUNAIDS. 

Mr MABOPE (South Africa) associated his delegation with the comments made by the delegates 
of Thailand and Japan, and was in favour of referring the draft resolution to the Executive Board. As it 
stood the text was too narrowly focused. He hoped that the Board would broaden the discussion, going 
beyond the drug treatment issue to such questions as support for the prevention of AIDS transmission from 
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mother to child. As far as drug supplies were concerned, his delegation had complete confidence in WHO 
in its role as honest broker between governments and the pharmaceutical industry, and he looked forward 
to hearing the results of the further discussions that had been proposed. 

Dr OTTO (Palau) supported the proposal that the draft resolution be referred to the Executive Board 
for further consideration. His delegation requested that the issue of confidentiality with respect to the 
disease should be considered at that time. 

Ms KOSHY (India) supported the comments made by the delegate of Thailand. She was in favour 
of referring the draft resolution to the Executive Board and of broadening its scope. 

Dr MAHJOUR (Morocco) also supported the proposal for the subject to be discussed by the 
Executive Board, in view of its scope and the need for enhanced care of people living with AIDS to 
complement measures for prevention of the disease. 

Professor GIRARD (France) thanked those speakers who had supported his proposal to refer the 
draft resolution to the Executive Board. The substance of the subject needed to be discussed, in particular 
strategies in developing countries and the complementarity between prevention and treatment. However, 
he would leave that discussion to the Board. 

The CHAIRMAN took it, in the absence of objections, that the Committee wished to refer the draft 
resolution to the Executive Board for further discussion. 

It was so agreed. 

3. REFORM OF THE HEALTH ASSEMBLY: Item 19 of the Agenda (continued from the fourth 
meeting, section 3) 

The CHAIRMAN invited the Committee to consider the draft resolution entitled "Reform of the 
Health Assembly", proposed by the delegations of Australia, Austria, Belgium, Bolivia, Canada, Denmark, 
Ecuador, Fiji, Finland, Germany, Iceland, Israel, Italy, Namibia, Netherlands, New Zealand, Norway, 
Palau, Philippines, Portugal, Qatar, Samoa, San Marino, Sweden, Switzerland, United Kingdom of Great 
Britain and Northern Ireland, United States of America and Vanuatu, which read: 

The Fifty-second World Health Assembly, 
Recalling resolution WHA50.18 concerning method of work of the Health Assembly, in 

particular, arrangements for the conduct of the general discussion in plenary meetings on the report 
of the Director-General; 

Welcoming the incorporation of ministerial round tables on lessons learned in world health 
in the agenda of the Fifty-second World Health Assembly; 

Noting resolution EB 103.19 which recommends that the Health Assembly evaluate the 
ministerial round tables with a view to revising the arrangements for the conduct of their proceedings 
at subsequent Assemblies, including measures to promote the interaction and participation of 
ministers; 

Noting also the proposed programme budget for the financial period 2000-2001 and the 
provision for sessions of the Health Assembly contained therein; 

Noting that the Fifty-third World Health Assembly will be taking place over a period of six 
days, 
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1. DECIDES to incorporate in the provisional agenda for the Fifty-third World Health Assembly 
high-level discussions on subjects to be suggested by the Director-General to the 1 05th session of 
the Executive Board in order to enhance the involvement of heads of delegations in policy 
discussions; 

2. REQUESTS the Director-General to make appropriate arrangements for the conduct of the 
discussion in a shortened plenary meeting on The world health report 2000 of the Director-General; 

3. ENCOURAGES group or regional statements in the plenary debate, where possible, in order 
to facilitate this process; 

4. FURTHER REQUESTS the Director-General: 
( 1) to submit to the 1 05th session of the Executive Board, together with proposals for the 
provisional agenda of the Fifty-third World Health Assembly, proposals for the themes of the 
high-level discussions, and to communicate the decision of the Board to Member States in 
accordance with established procedures; 
(2) to propose procedures for the conduct of the high-level discussions so as to ensure the 
full participation of all ministers and heads of delegations inscribed. 

Ms MIDDELHOFF (Netherlands) said that, in the opinion of her delegation, the draft resolution 
clearly reflected the concerns expressed in the discussion at the Committee's fourth meeting, namely that 
high-level discussions should be continued, that the debate should be inclusive rather than exclusive, and 
that the debate in plenary should be shorter. 

In order to strengthen the text, her delegation would like to propose three amendments, which had 
been discussed with some of the cosponsors. In the second preambular paragraph she proposed the deletion 
of the words "on lessons learned in world health" and in the third preambular paragraph the deletion of the 
words "of their proceedings". Lastly, in operative paragraph 1 she proposed the inclusion ofthe words 
"ministers and" before "heads of delegations" to bring the text into line with operative paragraph 4(2). 

Mrs KIZILDELI (Turkey) proposed that in operative paragraph 4(1) of the draft resolution, the 
words "ensuring that the proposed themes are related to the subject of The world health report 2000 so that 
the outcome of the high-level discussions could be integrated into the work of the Organization" be inserted 
after the words "the high-level discussions". That would meet the widely felt need for thematic unity 
between the high-level discussions at the Health Assembly and the subject matter of The world health 
report. 

Mr VOIGTLANDER (Germany), referring to the amendment proposed by the delegate of Turkey, 
said that the wording of the draft resolution, rather than focusing exclusively on the subject matter of The 
world health report, should also make it possible to use the round tables for the Organization's work. 

Thus the round tables should serve as an opportunity to sound out the views of countries for 
integration into WHO's activities. It was important to ensure that the wording did not exclude other 
subjects; the drafting needed to meet that requirement could be left to the Secretariat. 

Dr LARIVIERE (Canada) noted that the Turkish proposal related to an operative paragraph 
requesting the Director-General to propose themes to the 105th session of the Executive Board in January 
2000, and wondered whether an amendment was in fact necessary. In the light of the request made by the 
delegate of Turkey, which had also been made by a number of ministers at round tables, and of the 
comments of the delegate of Germany, it might be preferable to rely on the Director-General to propose 
themes through the Executive Board next January that would reflect the general theme of the next issue of 
The world health report together with other pressing issues that could not currently be foreseen. 
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Dr STAMPS (Zimbabwe) supported the amendment proposed by the delegate of Turkey with the 
caveat expressed by the delegate of Germany, and wished to propose the addition of a new 
subparagraph (3) to operative paragraph 4 to read: "to ensure that these procedures do not preclude 
discussion of any other matters of importance to Member States". 

The DIRECTOR-GENERAL said that, since The world health report was not a basic document that 
provided a framework for the entire range of activities of the Organization, it was not appropriate or 
necessary to seek to link the subjects discussed at ministerial round tables to the themes of the report. Such 
a linkage would limit the ability of the Organization, its governing bodies and its Member States to make 
wise choices. She therefore felt that the draft resolution as originally proposed, without the suggested 
amendments, was preferable. 

Dr STAMPS (Zimbabwe), while agreeing with the Director-General, pointed out that the focus of 
the draft resolution was on the flow of ideas from the Director-General to ministers and heads of delegation. 
It was important also to ensure a free flow in the other direction. The new paragraph 4(3) as proposed by 
his delegation would ensure that ministers would be able to raise other issues and that their discussion 
would not be restricted to issues that had been prepared in advance by the WHO administration. 

Mr TOPPING (Legal Counsel), referring to the concern of the delegate of Zimbabwe to ensure that 
ministers should continue to be able to decide what was discussed, said that the draft resolution, without 
the proposed amendments, already provided for the Director-General to submit proposals to the Executive 
Board and to communicate the Board's decision to Member States in accordance with established 
procedures. It would therefore seem that the draft resolution already incorporated enough flexibility to 
enable the Health Assembly to decide what subjects were discussed. 

Mrs KIZILDELI (Turkey) said that it had not been her intention to restrict the Director-General in 
the choice of subjects she proposed to the Board; if she felt that the proposed amendment would so restrict 
her it could be withdrawn. Her concern had merely been to avoid a two-track Health Assembly in which 
the plenary discussion on The world health report and the ministerial round tables proceeded in different 
directions. 

Dr STAMPS (Zimbabwe) agreed with the Director-General on the need for greater focus in respect 
of the main issues. However, since the Health Assembly's agenda was drawn up several months in 
advance, care should be taken not to exclude the discussion of issues which arose subsequently. 

The DIRECTOR-GENERAL said that that general point would be valid whether or not ministerial 
round tables had been introduced. They should certainly not preclude discussion of new issues. 

Dr STAMPS (Zimbabwe) said that it would not be desirable for virtually the whole of a six-day 
Health Assembly to be taken up by ministerial round tables with their programmes fixed unchangeably in 
advance. Thus it was important for the additional clause to be present. It merely stated the situation as it 
existed in order to avoid any doubt, without detracting from the rest of the draft. 

Mr TOPPING (Legal Counsel) suggested that the concern might be met if the word "decision" in 
operative paragraph 4(1) were replaced by "recommendation". Under the Rules ofProcedure, the Board's 
recommendation would be considered at the Health Assembly by the General Committee, which in tum 
would submit its recommendation to the plenary for approval. 

Dr STAMPS (Zimbabwe) accepted that suggestion. 
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Dr METTERS (United Kingdom of Great Britain and Northern Ireland) said that in the light of the 
amendment proposed by the Netherlands delegate to the third preambular paragraph, "at subsequent 
Assemblies" should read "of subsequent Assemblies". 

The draft resolution, as amended, was approved.1 

4. USE OF LANGUAGES IN WHO: Supplementary agenda item (Document A52/31) 

The CHAIRMAN drew attention to a draft resolution on "The use of official languages in the WHO 
Secretariat and in WHO publications" proposed by the delegations of Argentina, Belarus, Belgium, Benin, 
Burkina Faso, Burundi, Cambodia, Cameroon, Canada, Central African Republic, China, Costa Rica, Cote 
d'Ivoire, Democratic Republic of the Congo, Dominican Republic, Ecuador, Egypt, France, Gabon, 
Gambia, Guatemala, Guinea, Haiti, Honduras, Iraq, Italy, Lebanon, Libyan Arab Jamahiriya, Luxembourg, 
Madagascar, Mali, Mauritania, Mauritius, Mexico, Morocco, Nicaragua, Niger, Pakistan, Paraguay, Peru, 
Portugal, Romania, Russian Federation, Saudi Arabia, Senegal, Spain, Togo, Tunisia, United Arab 
Emirates, Uruguay, Venezuela and VietNam, which read as follows: 

The Fifty-second World Health Assembly, 
In view of the relevant resolutions of the United Nations General Assembly, especially 

resolution 50/11 of 15 November 1995 on multilingualism; 
Recalling the resolutions and rules governing language arrangements at WHO, especially 

resolution WHA50.32 on respect for equality among the official languages, and resolution 
WHA51.30 on making WHO governing body documents available on the Internet; 

Recalling also that the universality of WHO is based on, among other things, multilingualism 
and equality among the official and working languages chosen by the Member States; 

Emphasizing that multilingualism reflects cultural diversity, is a factor in development and 
is an essential element in multilateralism and the democratization of international society; 

Noting the key role of health policies in the world for economic development, social justice 
and the well-being of populations; 

Convinced ofthe importance ofthe plurality of languages of international communication in 
giving all Member States access to technical cooperation and scientific and technical information; 

Regretting in this regard that some important scientific and technical publications of WHO 
are prepared and distributed in only two languages; 

Concerned that the great majority of documents, especially internal documents, are prepared 
in only two languages; 

Considering the increasing imbalance among the official languages habitually used by 
members of the Secretariat, especially at higher or managerial levels; 

Taking note of the report of the Secretariat, 

REQUESTS the Director-General: 
(1) to ensure that every member ofthe Secretariat is able to use the official language ofhis 
or her choice for the drafting of documents; 
(2) to ensure that there is linguistic balance in the selection committees for candidates to 
posts in the professional category; 
(3) to verify that persons appointed to posts at senior management or director level have 
an adequate knowledge of a second official language ofWHO; 

1 Transmitted to the Health Assembly in the Committee's fourth report and adopted as resolution WHA52.21. 
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(4) to indicate in her report on the composition of the Secretariat what official languages 
are used by the staff; 
(5) to ensure that the rules, circulars and other documents and administrative forms for the 
staff are distributed in the official languages of the United Nations; 
(6) to ensure also that all departments and services have the necessary working tools in the 
official languages, especially as regards computer programs, year-books, directories and 
reference documents; 
(7) to set aside the necessary financial resources to re-establish and develop the capacity 
of WHO to produce and distribute scientific and technical information in the official 
languages; 
(8) to present a detailed report to the Executive Board at its 1 05th session on the measures 
taken to put the provisions of this resolution into effect. 

Mr ASAMOAH (Secretary) read out three amendments proposed by the sponsors. In the seventh 
and eighth preambular paragraphs the words "one or" were to be inserted between "only" and ''two 
languages". In the fifth subparagraph of the operative paragraph the words "of the United Nations" were 
to be deleted. 

Mr PARK (Republic of Korea) shared the view of the sponsors of the draft resolution that 
multilingualism and equality between official languages was essential to achieving WHO's universality. 
However, subparagraph (3) of the operative paragraph might be an unfair barrier for a person whose mother 
tongue was not one of the official languages. His delegation proposed that it be deleted. Secondly, 
Member States needed to know the financial implications of the proposed draft resolution before deciding 
whether to adopt it. He proposed that the matter be discussed at the next session of the Executive Board, 
which should be provided with full information on the financial implications of the measures requested. 

Mr TOPPING (Legal Counsel) said that the proposed draft resolution had certain legal implications. 
Firstly, there were no official and working languages of the Organization as such: the terms were defined 
in accordance with the rules of each governing body. Thus there were official and working languages of 
the Health Assembly, Executive Board and regional committees. The concept of official languages was 
for the purpose of simultaneous interpretation, while that of working languages was for document 
translation. Regional committees did not have the same or the same number of official and working 
languages: there were four in the European Region - English, French, Russian and German; three in the 
African Region - English, French and Portuguese; and only one in the South-East Asia Region - English. 
There was nothing in the Organization's legal documents that established a language for the Secretariat. 
Certain provisions in the Manual related to publications and languages of official communications. Most 
such communications were in all official and working languages, while all other communications were in 
English and French; that applied only to headquarters. There was no uniform approach to languages 
because of WHO's decentralization and the differing practical needs of each region. When the issue of the 
linguistic skills of candidates for the post of Director-General had been considered by the Executive Board, 
early drafts of the criteria had required skill in two official or working languages of the Health Assembly 
and Executive Board; that had been changed to one language because the Regional Committee for South
East Asia worked in only one language. 

There would be certain practical problems in implementing the operative paragraph of the draft 
resolution. With respect to subparagraph (5), the official languages would vary according to the region; 
with respect to subparagraph (2), it was difficult to see how linguistic balance could be achieved when there 
were six official languages and only four members of each headquarters selection committee. There was 
also the issue of the difference between the policy-making function of the Health Assembly and the 
functions of the Director-General, who was responsible for the administrative and executive functioning 
of the Secretariat; subparagraph (2), requesting the Director-General to ensure linguistic balance in the 
selection committees she established, exceeded, in his view, the proper limit of action of a policy-making 
body. 



200 FIFTY -SECOND WORLD HEALTH ASSEMBLY 

Ms POPESCU (Romania), introducing the draft resolution, referred to resolutions WHA50.32 and 
WHA51.30 aimed at ensuring plurality and equality of official languages in governing bodies. It was 
equally important, however, for a plurality of languages to be enshrined in the daily life of a universal 
organization such as WHO. It was a matter not just of cultural diversity but also of access to scientific 
information and technical cooperation; it was important also for the future of multilateralism and 
democracy in international relations. WHO's documentation and publications were increasingly being 
drafted in only one language, the other official languages becoming languages of translation and 
interpretation. That was why the current draft resolution had been submitted for consideration, 
supplementing the resolutions to which reference had already been made. 

The first financial implication of the measures envisaged would be a better sharing of the costs of 
language services between the official languages. They would also benefit the Organization in terms of 
efficiency and influence. It was certainly less costly to work in one language rather than several, but that 
was not the choice faced by a world organization like WHO. She therefore hoped that the draft resolution 
would, like those in previous years, be adopted by consensus. 

Mr QAZI (Pakistan) supported and sympathized with the concerns that had prompted the proposed 
draft resolution, but also noted the remarks by the Legal Counsel, particularly in respect of 
subparagraph (2). Pakistan would certainly not wish unduly to hinder the Director-General in her attempts 
to find the best possible talent for the Organization. As the delegate of the Republic of Korea had stated, 
subparagraph (3) also posed difficulties. In his own country it was necessary first of all to learn a regional 
language, then a national one, and thirdly English, and to expect knowledge of a fourth language was 
unreasonable. Moreover, it would deprive WHO of the services of very competent people. 

Dr FETISOV (Russian Federation) emphasized that it was vital to disseminate up-to-date and 
accurate information as widely as possible, especially when it came from an international organization in 
a field such as health. In the Russian Federation, WHO publications were consulted by many scientific, 
medical, educational, statistical and economic bodies, as well as representing a source of information for 
politicians and decision-makers. Demand for printed information from WHO- a real and tangible product
was constantly growing. It was extremely important for such material to be available in Russian, a 
language spoken by well over 160 million people in the Russian Federation alone and by many other newly 
independent countries that used it as their language of international communication. 

It was very disappointing that The world health report, a major document of the Health Assembly, 
had not been published in Russian. It went against the very spirit of a multilingual Organization not to use 
several languages. Many participants at the present Health Assembly had been unable to take part in 
interesting meetings on such subjects as reform in WHO and tuberculosis control because they had been 
held without interpretation into all the official languages. In the interest of the multilingual functioning of 
WHO, with equality among languages, his delegation therefore endorsed the draft resolution. 

Dr DLAMINI (Swaziland) noted the subject of the draft resolution with great concern. While WHO 
should reflect multilingualism, she pointed out that all the official languages of WHO were foreign to 
Africa, being inherited from colonial masters. They were often the third or fourth language spoken by 
Africans, and there she endorsed the remarks of the delegate of Pakistan. Making employment at WHO 
dependent on knowledge of a second or third official language would be another round of colonialism, and 
would exclude able people from developing countries. 

Her delegation therefore opposed the draft resolution, particularly subparagraphs (2), (3) and (4) of 
the operative paragraph. One official language should suffice for WHO staff; they should be encouraged, 
but not compelled, to learn other languages. As it stood, the draft resolution would result in exclusion and 
tension, and would discriminate against certain regions. 

Mr MABOPE (South Africa) agreed with the need to address the inequity in the use of languages 
within WHO, but not at the expense of the functioning or efficiency of the Organization. Subparagraph (3) 
of the operative paragraph of the draft resolution would exclude most of the able people from southern 
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Africa, who often spoke several African languages. He proposed amending that subparagraph to read: "to 
verifY that persons appointed to posts at senior management or director level have competency in at least 
one official WHO language and be assisted to acquire a second official language of WHO during their 
period of employment". 

Dr SHANGULA (Namibia) considered the draft resolution to be unnecessary, since previous 
resolutions cited in the preamble had adequately covered the subject. The first paragraph of the preamble 
was out oftune with the remainder ofthe preamble and needed redrafting. Subparagraphs (2), (3) and (4) 
of the operative paragraph were unacceptable and would deprive the Organization of capable staff. They 
should be deleted. WHO must strive for two kinds of balance: between the regions, and between the sexes. 
To introduce an additional element of language balance would make that impossible to achieve. 
Nevertheless, if the subparagraphs he had referred to were deleted, his delegation could support the draft 
resolution. 

Mr RAHMAN (Bangladesh) spoke on behalf of the I 0 countries of the South-East Asia Region. He 
agreed that it was vital to disseminate scientific information in as many official languages as possible. 
However, the title of the draft resolution was confusing. Approval of the draft resolution would imply 
becoming involved in micro-management and in matters that were the responsibility of the Director
General. For practical reasons, throughout the United Nations system, informal meetings were often held 
in a single language. If subparagraph (I) of the operative paragraph were approved and implemented, it 
would be difficult to pursue efficiency and make savings. 

In summary, therefore, he did not consider the draft resolution necessary. While expressing 
solidarity with its sponsors, he suggested that the Director-General be requested to submit a comprehensive 
report to the Executive Board at its I 05th session in January 2000, so that the whole issue might be re
examined. 

Mr BALLO (Mali) said that if people had learned one of the official languages, then they must be 
able to use that language within the Organization. He suggested that subparagraph (3) of the operative 
paragraph be deleted, that subparagraph (5) be amended by adding "and Member States" after the word 
"staff', and that the word "balanced" be incorporated in the title, which would read "The balanced use of 
official languages ... ". It was regrettable, for example, that notices at the committee room entrances were 
often in English only, even though many people might not know English. He urged WHO to make greater 
efforts to allow all Member States to benefit on an equitable basis from the publications and expertise of 
the Organization. 

Dr GONZALEZ CARRIZO (Argentina) endorsed the draft resolution. Beyond the resolution itself, 
it was of the utmost importance to be able to exchange ideas between all parts of the Organization. 
Multilingualism must be maintained, and a thorough study of existing practices should be made, since 
sometimes the rules were not observed. For example, Rule 9 of the Rules of Procedure for Expert 
Committees provided that the working languages of the expert committee were English and French, but 
also provided that the Secretariat should make such arrangements as were necessary to provide for 
interpretation from and into the other official languages of the Health Assembly and Executive Board. He 
welcomed the Director-General's commitment to multilingualism, which was clearly stated in the report 
on the item (document A52/31) and which made him optimistic for the future. 

Mr TOBGA Y (Bhutan) acknowledged the importance of the debate, and endorsed the statement 
made by the delegate of Bangladesh on behalfofthe South-East Asia Region. Subparagraph (3) ofthe 
operative paragraph would hinder the appointment to senior positions of people from that Region, where 
English was the only official language in use. He called for its deletion. He supported the proposal by the 
delegate of the Republic of Korea that the draft resolution be referred to the I 05th session of the Executive 
Board for further consideration of its implications. 
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Dr ASVALL (Regional Director for Europe) pointed out that there would be practical difficulties 
in implementing subparagraph (1) of the operative paragraph. For example, in his Regional Office there 
were four working languages - English, French, German and Russian - although very few staff spoke all 
four languages. If documents were drafted in a language which not all staffwere able to understand, there 
would be a huge increase in the workload because they would first have to be translated, resulting in a long 
delay in the preparation of documents and requiring a substantial increase in the number of staff. That in 
tum would increase costs, perhaps by as much as the increase in funds allocated to country programmes 
just decided. He recalled that under Rule 13 of the Rules of Procedures of the Health Assembly, the 
Director-General had to report to the Health Assembly on the technical, administrative and financial 
implications of all agenda items submitted to the Health Assembly before they were considered by the 
Health Assembly in plenary meeting. No proposal could be considered in the absence of such a report 
unless the Health Assembly decided otherwise in case of urgency. It appeared that the draft resolution 
under consideration had substantial financial and technical implications. 

Mr ASAMOAH (Secretary) announced that Committee B would at that point join Committee A to 
discuss the appropriation resolution and would resume its deliberations later. 

The meeting was suspended at 10:50 and resumed at 11:45, 
with Mr Eskola in the Chair. 

Mr RAHMAN (Bangladesh), intervening on a point of order on behalf of the 10 countries of the 
South-East Asia Region, recalled his earlier proposal that the Director-General be requested to submit a 
comprehensive report on the matter to the 1 05th session of the Executive Board, which could carefully 
examine the issue and make the appropriate recommendations to the Fifty-third World Health Assembly. 
The countries of the South-East Asia Region believed that the scientific and technical documentation 
provided by WHO should be available in all official languages. At the same time, many countries had 
difficulty with the proposals put forward in the draft resolution. There were also administrative, financial 
and technical implications arising from the resolution. The Committee was debating an important issue 
without the necessary background information. Many countries had already submitted amendments and 
completion of the discussion would take a long time. 

It was clear that Member States were divided on the issue. The countries of the South-East Asia 
Region wished the matter to be dealt with by a consensus, as was the custom for contentious issues. 
However, those countries would be unable to join such a consensus at present. The subject should first be 
carefully examined by the Board on the basis of full background information, and discussion of the issue 
should be resumed at the Fifty-third World Health Assembly. If that proposal was acceptable, the present 
prolonged discussion could be avoided. 

Professor GIRARD (France) said that he understood that the delegate of Bangladesh had been given 
the floor under Rule 62 of the Rules ofProcedure ofthe Health Assembly, whereby during the discussion 
of any matter a delegate might move the adjournment of the debate on the item under discussion, not return 
to the subject to argue a case. However, the draft resolution was cosponsored by more than 50 countries, 
which showed the interest it aroused. The subject was a difficult one and it was not surprising that so many 
delegations wished to give their views. At the present moment, he would be opposed to adjournment as 
proposed by the delegate of Bangladesh. 

Mr MABOPE (South Africa) supported the motion of Bangladesh for an adjournment of the 
discussion, provided that subparagraph (3) of the operative paragraph of the draft resolution was deleted 
and removed from the Executive Board's mandate. 

Mrs KIZILDELI (Turkey) said that there was a long list of amendments, and also a long list of 
speakers. There appeared to be consensus that further reflection on the matter was needed and she would 
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therefore support the proposal to have the draft resolution referred to the Executive Board without further 
discussion. 

Professor GIRARD (France), speaking on a point of order, asked the Committee to apply Rule 62 
strictly. Rule 62 allowed, in addition to the proposer of the motion, one speaker to speak in favour- in the 
present case the delegate of South Africa - and one speaker against - himself- after which the motion to 
adjourn the debate should be immediately put to the vote, without others speaking on the initial proposal. 

Mr TOPPING (Legal Counsel) said that the intervention by Bangladesh amounted to a proposal to 
adjourn the debate, in which case he agreed that there should be only one speaker for the proposal and one 
against. The next step would therefore be to ask how many delegations were in favour of the proposal, how 
many were against, and how many abstentions there were, by show of hands. 

The CHAIRMAN invited the Committee to proceed to a vote by a show of hands on the motion by 
the delegate of Bangladesh. 

Professor GIRARD (France), speaking on a point of order, called for the quorum to be verified 
before the voting so as to be sure that the vote would not subsequently be open to challenge. 

Mr QAZI (Pakistan) sought clarification on a point of procedure. The Committee appeared to have 
two proposals before it: the formal proposed amendment to the draft resolution from South Africa, and the 
point of order proposed by Bangladesh. If the proposal from the delegate of Bangladesh took precedence, 
was the South African proposal to be set aside? 

Mr TOPPING (Legal Counsel) said that the various procedural provisions contained in Rules 61, 
62 and 63 took precedence over substantive amendments to proposals before the Committee. 

Mr ZHAO Jian (China) said that many speakers had asked for the floor before the Committee had 
been suspended. The motion by Bangladesh to adjourn the debate while referring the issue back to the 
Executive Board for consideration had in fact been raised shortly after the meeting had been called to order 
following the suspension. Two issues had been raised, one to suspend the discussion, the other to submit 
the matter to the Executive Board. It was important to know whether the Committee could continue the 
discussion. If the subject was to be referred to the Executive Board, that meant that the issue should not 
continue to be discussed. He asked for clarification. 

Mr ASAMOAH (Secretary) said that the proposal by Bangladesh read as follows: "The Committee 
requests the Director-General to submit a comprehensive report on this issue to the 1 05th session of the 
Executive Board, to examine the question in order to make the appropriate recommendations to the Fifty
third World Health Assembly". 

Mr TOPPING (Legal Counsel) explained that if it was decided to adjourn the debate, then discussion 
on the issue would stop until the matter was again raised at a subsequent Health Assembly. Part of the 
proposal was in fact that it be raised at the following Health Assembly after examination at the Executive 
Board. However, the delegate of Bangladesh was clearly not asking for closure of the debate, which would 
force a vote on the substantive proposals. Rather, he appeared to feel that it was not right to vote 
immediately on the substantive proposals but to await further information before doing so. He seemed to 
be thinking more of an adjournment pending such additional detailed information, but not to close the 
discussion on the subject and proceed to a vote. If the proposal were adopted, the Director-General would 
then report to the Executive Board, detailing in full the implications of the resolution, before the matter 
came back to the Health Assembly. 
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Mr ADEL (Egypt) asked what would happen to the draft resolution after the Director-General had 
prepared a report and submitted it to the Executive Board. 

Professor GIRARD (France) agreed with the delegate of China that there were two different issues. 
If the delegate of Bangladesh was proposing that the matter be referred to the Executive Board, that had 
no legal weight in a request for an adjournment, and the other speakers could go ahead with their 
statements. However, it seemed that he was seeking an adjournment and closure of the debate. The 
Committee should not confuse the two issues. In any case, the proposal to refer the matter back to the 
Executive Board provided no legal basis for an adjournment of the debate. 

Mrs KIZILDELI (Turkey) pointed out that her delegation too had formally supported the proposal 
that a motion be put to the Committee that it decide to forward the draft resolution to the Executive Board 
and adjourn the debate. 

Dr LARIVIERE (Canada) said that his delegation interpreted the proposal by the delegate of 
Bangladesh as suggesting deferral of the discussion of the draft resolution to a subsequent Health Assembly 
or to the Executive Board, but not necessarily adjourning the discussion of the item. The Committee now 
had before it a proposal by Turkey which, in practice, supported the suggestion by Bangladesh and clarified 
it by suggesting adjournment of the debate. Canada objected to that. His delegation thought that the issue 
was of such interest that it should not become a point of dissension but a matter of consensus. As to the 
precise wording of the draft resolution, he agreed that there were probably economic or other implications 
deserving greater consideration by the Executive Board and the Programme Development Committee. 
However, Canada was in favour of continuing the discussion. 

Dr STAMPS (Zimbabwe), speaking on a point of order, said that the relevant Rules of Procedure 
had already been overridden by allowing so many speakers to be given the floor. He therefore proposed 
the suspension of the debate forthwith. 

Mr TOPPING (Legal Counsel) said that he had interpreted the Bangladesh intervention as a request 
for adjournment of the debate, coupled with, as an explanation of the reasons, the proposal that the matter 
be referred to the Executive Board. He had viewed the two ideas as forming an integral whole, not as a first 
proposal to be considered before adjourning. However, with 80 delegations present, there was not a 
quorum for taking a vote, for which purpose 93 Members had to be present. As the quorum for continuing 
discussion was 62, enough Members were present to do so, and the debate should continue. 

Ms KOSHY (India) said that her delegation had withdrawn from cosponsorship of the resolution 
because of certain very specific concerns. She fully appreciated that multilingualism was vital to WHO 
in order to ensure equal access by all Member States to technical cooperation and scientific and 
technological information. However, any future efforts made to promote multilingualism should aim to 
be more rather than less inclusive, and the measures proposed in the draft resolution did not meet that 
requirement. There seemed to be a contradiction between subparagraph (I) ofthe operative paragraph, 
under which members of the Secretariat would be entitled to use the official language of their choice in 
drafting documents, and subparagraph (3), under which persons appointed to senior posts would have to 
have knowledge of a second WHO official language. The latter provision would have adverse effects on 
the functioning of the Organization, since it would prevent it from drawing on the expertise of health 
professionals who might lack the necessary language skills. In particular, it would discriminate against 
countries of the South-East Asia Region, whose common language was English. 

She wished to place on record her delegation's strong opposition to the resolution, particularly to 
subparagraphs (3) and (4). At a time of budgetary stringency, there was need for the financial and 
economic implications of the proposals made to be thoroughly understood before any action was taken. 
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Mr TOPPING (Legal Counsel), in reply to a question from Dr SHANGULA (Namibia), said that 
because of the lack of a quorum it would not be possible to take a decision on the draft resolution at the 
present meeting. However, the Committee could continue to discuss it. 

Mr MOUT (Netherlands) said that the Netherlands could not support the draft resolution. It was a 
strong supporter of multilateralism, and believed that multilingualism could do much to achieve that 
objective because it facilitated communication. However, requesting the Director-General to take the 
actions set out in the draft resolution was not the right approach, and would in fact hamper the smooth and 
effective operation of a multilateral organization such as WHO. 

He had four main objections to the draft resolution. First, it could be a first step towards the 
introduction of a fourth selection criterion for the recruitment of staff. Secondly, the Health Assembly 
should not give detailed instructions to the Director-General on how to promote multilingualism: its role 
was to give guidance, but to leave the interpretation of that guidance to the Director-General herself. 
Thirdly, implementation of the draft resolution could lead to an impractical situation in that drafts would 
probably have to be translated several times before they could be approved. Fourthly, the measures 
proposed could involve considerable administrative costs, which ran directly counter to the recent call by 
Committee A for the Director-General to assist the Secretariat in achieving efficiency savings. It was 
important that the Assembly be fully informed on the cost implications of implementation of the draft 
resolution, and he therefore requested the Secretariat to provide a provisional cost estimate, and to indicate 
how far that estimate was accurate. 

He supported those who had advocated referring the issue to the Executive Board, since the Health 
Assembly did not have sufficient information to take an informed decision on a matter of critical 
importance to the Organization's functioning. 

Dr ARGADIREDJA (Indonesia) pointed out that if subparagraph (3) of the operative paragraph of 
the draft resolution was implemented, many candidates with excellent health qualifications would have no 
chance of becoming a senior manager or director in WHO. He supported the proposal that the draft 
resolution be transmitted to the Board for further consideration. 

Dr UTSUNOMIY A (Japan) said it was true that multilingualism was an important asset for the work 
of international organizations. However, there were Member States where none of WHO's six official 
languages were generally spoken. Implementation of subparagraph (3) of the operative paragraph would 
impose an excessive burden on such States, and could lead to undue emphasis being placed on geographical 
representation as a criterion for selection of staff, to the detriment of other criteria such as qualifications, 
gender balance and the country's contribution to WHO. He was also concerned as to the possible financial 
implications of the measures proposed. 

Japan was therefore unable to support the draft resolution. 

Dr BOUFFORD (United States of America) said that she understood that use of official languages 
was crucial to the functioning ofthe Organization, both internally and in its relations with Member States. 
However, it was clear that the health resources, managerial and financial implications of the proposed 
resolution as now drafted were highly complex and problematical. In keeping with the general principle 
that draft resolutions, especially those involving technical and financial issues, should not be acted on by 
the Health Assembly until they had undergone policy analysis by the Secretariat and full consideration by 
the Executive Board, she strongly supported the view expressed by earlier speakers that the draft resolution 
be referred to the Board. That would make it possible for a more informed discussion to be held at the 
Fifty-third World Health Assembly. 

Mrs SUNGOONSHORN (Thailand) supported the views expressed earlier by the delegate of 
Bangladesh on behalf of the countries of the South-East Asia Region. Since in many developing countries 
English was the only WHO official language spoken, implementation of subparagraph (3) of the operative 
paragraph might lead to inequalities in the selection of qualified persons for WHO posts. .It could also 
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impose a burden on the Organization's limited budget. The matter should be transmitted to the Executive 
Board for study before being considered at the following year's Health Assembly. 

Dr LARIVIERE (Canada) shared the concerns expressed by the delegate of Romania with regard 
to the use of languages in the Organization. He believed that the aim of the cosponsors of the draft 
resolution had been to enrich, and not impoverish, the scope of WHO's action. However, it was true that 
the proposals it contained were mainly directed at the Organization's activities at headquarters level, and 
could cause serious problems if extended to the regions. He urged that all cosponsors agree to refer the 
draft resolution to the Board for consideration. 

Mrs SOSA MARQUEZ (Mexico) said that although she supported the draft resolution and favoured 
its adoption at the current Health Assembly, she recognized that it raised a number of complex issues. One 
possible solution might be to hold informal consultations on points on which there were divergences of 
view: another might be to adopt those points which were non-controversial, and to refer the rest to the 
Executive Board for further study. 

Mr CONSARNAU (Spain) said that in view of the large number of countries which had taken part 
in drafting the proposed resolution and its importance for the future of the Organization, he too supported 
its adoption at the current Health Assembly. The intent behind the draft resolution was not to discriminate 
against languages other than official languages, but rather to favour them, as was shown by the fact that 
the majority of cosponsors had been willing to make amendments to subparagraphs (2) and (3) of the 
operative paragraph. He supported Mexico's suggestion that informal consultations be held in order to 
reach agreement on those amendments. 

He wished to reaffirm his delegation's full respect for multilingualism and for the principle of non
discrimination between languages. While he understood the concerns expressed regarding budgetary 
repercussions, he believed that most of the proposals made would not involve the alarming increase 
suggested. A report on the matter could be compiled, which could form part of the report made by the 
Director-General to the Executive Board in January 2000. 

Professor MEME (Kenya) said he could not support the draft resolution as it stood, and had 
particular objections to subparagraphs (2), (3) and (4) of the operative paragraph. It would not be 
reasonable to insist that persons from countries where English was an addition to the national languages 
already spoken should also have to acquire a second or third language. 

Dr MUL W A (Botswana) joined in urging that the draft resolution be referred to the Executive Board. 
He pointed out that opportunities already existed for staff members to learn additional languages while in 
WHO's employment. Ifthe draft resolution was adopted as it stood, a number of senior staff members, 
including the Director-General, might find themselves out ofajob. 

Mr ADEL (Egypt) supported the draft resolution, which would remedy the existing imbalance in the 
use of official languages in WHO, particularly in respect of documentation. 

Mr KARA-MOSTEPHA (Algeria) said that while he favoured the principle of multilingualism, it 
was vital that any resolution on the subject should not be perceived as penalizing certain Member States. 
It was also important that the clearly defined limits set on the Health Assembly's prerogatives should be 
preserved, and that the danger of any encroachment on management issues which were the strict preserve 
of WHO staff should be avoided. 

He believed that consensus could be achieved if certain amendments were introduced to take account 
of concerns expressed. Subparagaph (1) of the operative paragraph should be amended to read " ... is able 
to choose between several official languages ... ". In subparagraph (2), the word "balance" should be 
replaced by "pluralism", and in subparagraph (3), the word "verifY" should be replaced by "recommend". 
Subparagraph (4) should be deleted. 
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Dr CICOGNA (Italy) said the draft resolution was a step forward towards ensuring equality among 
the official languages of WHO governing bodies and giving all Member States equal access to technical 
cooperation, scientific information, and exchanges of experience. He was aware of the need for cost 
containment, but believed that improvements in the balance of language use could be achieved without 
incurring additional expenditure. However, in view of the many concerns expressed, he could agree to let 
the Executive Board examine the issue at its 1 05th session in January. 

Professor GIRARD (France) said that since more than 50 delegations, representing almost one-third 
of Member States, had cosponsored the draft resolution, it deserved careful consideration. Its purpose was 
not to meddle by attempting micro-management, but rather to find effective ways of ensuring that the goal 
of multilingualism within the Organization was achieved. The hegemony of a language was as dangerous 
as the hegemony of a civilization or State. 

Criticism had focused first on the formulation of subparagraphs (2), (3) and (4) ofthe operative 
paragraphs, and secondly on possible financial implications. In order to respond to the first set of 
criticisms, he proposed that a drafting group be set up to revise the text, with a view to achieving consensus. 

The meeting rose at 13:00. 
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USE OF LANGUAGES IN WHO: Supplementary agenda item (Document A52/31) (continued) 

Mrs KIZILDELI (Turkey) said that she agreed with the delegate of the Netherlands and other 
speakers that the substance of the draft resolution should be referred to the Executive Board at its 1 05th 
session, so that a rational decision could be taken in the light of all its legal, technical, administrative and 
financial implications. She proposed, however, that the text of the draft resolution be amended in the 
interim by deleting the sixth and ninth preambular paragraphs and making a separate operative 
paragraph (1) amended to read: "ENCOURAGES the Director-General to allow members of the 
professional staff to use their official languages in drafting of documents". She further proposed that 
paragraph (3) should be deleted, as many delegates had requested, since it would create an unbalanced 
recruitment system that would discriminate against candidates from Member States with languages other 
than one of the WHO official languages. Paragraphs (5)-(7) should also be deleted, and paragraph (8) 
replaced with a new text requesting the Director-General to submit a report to the Executive Board at its 
1 05th session on the issues raised in those paragraphs. 

Dr ALI (Iraq) expressed support for adoption of the draft resolution at the current session of the 
Health Assembly. He held that use ofthe official languages in the documents issued by WHO and in its 
correspondence would help both Member States and the Organization. He proposed that, in paragraphs (6) 
and (7) the expression "official languages" be replaced with the expression "official working languages". 

Professor D' ALMEIDA-MASSOUGBODJI (Benin) said that her delegation was a sponsor of the 
draft resolution and continued to support it. Since WHO was of vital importance to Africa, she therefore 
wished the best for the Organization. Multilingualism was a benefit. It was difficult, after a certain age, 
for people to express themselves in a language in which they did not think. More and more documents 
were being produced in English. Three-quarters of the sponsors of the draft resolution were from the 34 
least advanced countries, poverty being an indicator of disease. Such countries needed to express their 
plight to others, but at WHO meetings where only one language was spoken, they often remained silent or 
if they spoke were unable to call on a wide enough vocabulary to express their considered thoughts clearly. 
Multilingualism, by eliminating that problem, could only be beneficial and, given sufficient good will, 
would not result in a tower of Babel, since it was interests, not languages, that divided people. Although 
there was room for amendment of the text and for study of its financial implications, she hoped the draft 
resolution could be adopted by the current Health Assembly. 

Dr ZHAO Jian (China), noting the support expressed for multilingualism, said that since the 
Organization recognized a variety of official languages, they should all be accorded equal status. If the 
most important WHO documents were issued in only one or two languages their readership would fall 
sharply, whereas an increase in the number of language versions available would enlarge readership 
accordingly and improve activities to promote health worldwide, thus justifYing any extra expenditure 
invited. China, as a sponsor of the draft resolution, could accept many of the amendments put forward. 
However, he wondered whether the proposed deletion of paragraph (5) implied that the texts mentioned 
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could then be distributed in languages other than the official languages of the United Nations and, if so, 
asked what those languages might be. He failed to see the reason for the proposed deletion. Of the two 
options before the Committee, referral of the matter to the Executive Board for further consideration or 
approval of the draft resolution with minor amendments, he was in favour of the latter. 

Mr ALLOUCH (Morocco) said that the discussion appeared to be losing sight of the fact that the 
essential point was to ensure equity and equality among Member States. The draft resolution simply 
reasserted the right of every Member State to receive information in an official language in order to 
facilitate access to information and simplify work at national, regional and international levels. The draft 
resolution was designed not to divide Member States but to deepen understanding and cooperation between 
them in the field of public health. The use of any given language was merely a means to an end. If putting 
all languages on an equal footing would improve work and results it would justify any consequent increase 
in expenditure. Although he had reservations on some paragraphs, he commended the amendments 
proposed by the delegate of Algeria and the observations made by the delegate of France and hoped that 
consensus could be reached on what was a very important draft resolution. 

Mr DIMITROV (Kyrgyzstan) noted that, although every speaker favoured multilingualism, most 
were also opposed to paragraph (3), thereby reinforcing the tendency for one official language to become 
more equal than the others. That contradiction merely served to confirm the pertinence of the draft 
resolution. However, he shared the concern of the Regional Director for Europe concerning the unjustified 
costs and technical problems that might be involved, bearing in mind Rule 13 of the Rules of Procedure. 
In order both to avoid hegemony by one language and to keep within the Health Assembly's own stated 
budgetary demands, he therefore supported the proposal that the issue should be submitted to the Executive 
Board for review. 

Dr STAMPS (Zimbabwe) said he could be brought to accept referral of the draft resolution to the 
Board if the text were to be amended to include Swahili or Zulu as an official language of WHO. 
Furthermore, instead of multilingualism, a sense of humour might perhaps be adopted as a criterion on 
recruitment. WHO might thereby survive. 

Ms KHARASHUN (Belarus) expressed support for the draft resolution. The receipt and distribution 
of information constituted one of the Organization's most important roles, particularly for countries that 
were reforming their health systems and reformulating health policy. Belarus needed as much information 
as possible in Russian. It was hard to understand why the technical briefings on a number of important 
topics had not had Russian interpretation; her country's specialists had thereby been deprived of the 
opportunity to participate. 

Mr BRUUN (Denmark), noting that the draft resolution should be approved only on the basis of the 
fullest possible information, endorsed the proposal that it should be submitted to the Executive Board for 
review at its 1 05th session. 

Dr RAHIL (Libyan Arab Jamahiriya) said that his delegation was a sponsor of the draft resolution 
owing to the importance it attached to multilingualism; the world was in the midst of an information 
revolution and fairness demanded that all should benefit equally. His delegation endorsed the amendment 
proposed by the delegate of Algeria and those proposed by the delegate of Egypt regarding paragraphs (6) 
and (7). The Committee should proceed to a vote rather than referring the draft resolution to the Executive 
Board; the large number of sponsors, and the fact that most speakers were in favour, testified to the 
measure's popularity. 

Dr LEE CHEOW PHENG (Malaysia) said that, while supporting the wider use of official languages 
in WHO publications and at headquarters, where feasible, his delegation could not endorse paragraphs (2), 
(3) and (4) of the draft resolution, which ran counter to the principle of appointing the most suitable 
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candidates, especially at senior management or director level. Language should not be made a barrier to 
candidature. Member nations whose national language was not one of the official languages of WHO 
would be particularly badly affected. The draft resolution should be referred to the Executive Board for 
review and tabled for discussion at the next Health Assembly. 

Mr BOURGOIGNIE (Belgium) said that multilingualism was neither cosmetic nor a joking matter. 
In his country, which had three official languages, it was an essential aspect of equality before the law. 
Moreover, it was axiomatic that "health for all" implied access for all to general and technical information. 
The delegate of Benin had put the point well. Health policy did not belong to the decision-makers and 
every language had its own nuances; to reduce the number of languages in use would be to strike a blow 
at debate and therefore at democracy. With regard to paragraph (3), the requirement of multilingualism 
already existed within the Organization, and quite legitimately so. If, on the other hand, there were 
budgetary obstacles, that would be a matter for concern indeed. The contributions made by each country 
were surely intended to service the existing rules of the Organization. If the matter had to be referred to 
the Executive Board, it should be to the I 04th rather than 1 05th session. Ultimately, while it might be 
argued that the use of a single language would free funds for health policy, such an approach would meet 
with little understanding and the voice of WHO would cease to be heard. The draft resolution should be 
approved, with or without the various proposed amendments. 

Dr ALVIK (Norway) pointed out that most delegates were working in a language not their own. 
Normally, a draft resolution subject to so many amendments, revisions and deletions would be submitted 
to a drafting group in an attempt to achieve a consensus text, but that was not feasible at such a late stage 
of the proceedings. Consensus and unity would therefore be best served if the draft resolution were referred 
to the Executive Board. 

Dr FETISOV (Russian Federation) expressed much satisfaction that the debate had taken place and 
had been wide-ranging; what had been said would itself be of great value both for the Executive Board 
and for the implementation of the recommendations in the draft resolution. Many delegates had expressed 
concern regarding the financial implications. His delegation believed that no substantial additional funds 
would be required but in any case multilingualism should surely be among the highest priorities of the 
Organization. It should be perfectly possible to achieve consensus on the draft resolution; in that context 
his delegation endorsed the proposal by the Algerian delegation regarding paragraphs (1), (2) and (3). 

Dr ISSAKA-TINORGAH (Ghana), while endorsing multilingualism, particularly with regard to 
documentation and interpretation, said that his delegation could not support the inclusion of paragraph (3), 
which was manifestly unfair to countries whose national language was not an official language of the 
Organization. It should be deleted before the draft resolution was submitted to the Executive Board for 
further discussion. 

Mrs KERN (Executive Director) said that it was difficult to cost the recommendations in the draft 
resolution precisely at the present stage; more information was needed on differences between the regions, 
which documents would need to be in all languages, which languages staff wished to work in, what volume 
of translation would be involved and what extra equipment would be required. If documentation were to 
be prepared in languages other than the two commonly used at headquarters and 5% of that work required 
translation the cost would be roughly an extra US$ 4 million. However, the recruitment of additional 
secretaries, together with allowances for multilingual skills, and the likelihood of significant delays that 
might require the recruitment of further additional staff could bring the total up to US$ 20-25 million. 

Secondly, on the question of staffing, the requirements regarding the geographical distribution of 
staff should be borne in mind. The previous month's report on monitoring such distribution had shown 
that 63 countries were under- represented, 50 of which had no national as a staff member. It was significant 
that two-thirds of the 63 did not have any of the six official languages of WHO as their first language. It 
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would not be impossible to reconcile the requirements contained in the draft resolution with those relating 
to geographical representation, but further work would be required. 

As regarded the practical operational aspects, it would be necessary to examine how documentation 
was produced, translated and distributed. In the longer term, she could foresee a decline in the cost of 
producing and translating documents, while increased use of the Internet for document distribution would 
mean less need for hard copy. However, in the immediate future the cost of implementing the draft 
resolution appeared relatively high. The Organization faced an immediate logistical and cost problem with 
the budget and with the need to ensure year 2000 compliance. Consequently she was not sure that any 
immediate action to meet the demands made in the draft resolution from existing resources would be 
possible. 

Mr TOPPING (Legal Counsel) said that the draft resolution before the Committee had been the 
subject of several proposed amendments. In addition, constitution of a drafting group had been suggested 
and a further suggestion had been not to consider the draft resolution at the current session, but to refer it 
to the Executive Board for consideration at its I 05th session. Logically, the proposal not to consider the 
matter should be taken up first of all, since its adoption would mean the end of the matter for the current 
session of the Health Assembly. If the proposal to refer the matter to the Board were not adopted, the 
Committee would then have to consider the amendments, about which there was some uncertainty. Once 
the uncertainty about the amendments had been clarified, perhaps by a drafting group, the Committee 
would first consider the amendments before considering the draft resolution as a whole. 

Mr MOUT (Netherlands), rising to a point of order, asked the Legal Counsel to clarify the position 
with regard to Rule 13 of the Rules of Procedure of the Health Assembly in view of the information 
provided by Mrs Kern on the financial implications of the draft resolution. 

Mr TOPPING (Legal Counsel) said that it was his understanding that the requirements of Rule 13 
had been met, as the Committee had received both a written and an oral report on the implications of the 
draft resolution. However, whether Members considered they had received sufficient information or not 
might have an impact on their ultimate decision with respect to the draft resolution. 

Mr MABOPE (South Africa) said that, despite his initial misgivings, he had found the debate 
extremely useful. His delegation was convinced of the need to ensure that publications and documents 
were available in all the official languages, and urged that efforts be made to meet that requirement 
regardless of the final decision with respect to the draft resolution itself. 

Many delegations had expressed concern about the implications of paragraph (3) for staff 
appointments, especially in view of the under-representation of many countries on the Organization's staff. 
The fact that the draft resolution might actually undermine the Director-General's policy of improving 
representation was a matter for concern. 

There were still areas of uncertainty over costing. Although the Committee had been given some 
figures, it was difficult to reach a decision on the basis of rough calculations. The logistical and legal 
aspects of the draft resolution, too, were still unclear. 

The debate had shown that the issue under discussion was an emotional one, requiring a decision 
that satisfied a majority of countries, and taking care not to give some the impression that their interests 
had been overridden. He recalled that a similar debate had taken place the previous year over the revised 
drug strategy. At the time, it had seemed that a decision would forever be unattainable but a resolution had 
been adopted smoothly one year later. Any decision the Committee might take at the present juncture 
would be a highly emotional one; since all the arguments relating to the draft resolution had been fully 
aired in the debate, the most useful procedure would be to refer the subject to the Executive Board in order 
to prepare a sensible decision that could receive the assent of a majority of Member States. 

Professor GIRARD (France) said that those who had spoken on both sides of the debate could be 
proud of their contribution to a very constructive discussion which had revealed the complexity ofthe issue 
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and allowed everyone to express their opinion. The Legal Counsel had summed up the three possibilities 
before the Committee. He suggested that the meeting should be suspended for a short time to allow all the 
parties to the debate to clarify their positions and allow a decision to be taken rapidly. 

Mrs SOSA MARQUEZ (Mexico) asked for clarification on three points. First, if the draft resolution 
were to be referred to the Executive Board, would the documentation submitted include a paragraph-by
paragraph financial report, together with the summary record of the debate setting out the proposed 
amendments? Secondly, would the financial information provided relate only to paragraph (5) of the draft 
resolution? If so, would the very high figure mentioned be reduced if that paragraph were amended? 
Lastly, did the amendments proposed by the delegation of Algeria, which she endorsed, include deletion 
of paragraphs (4) or (5)? 

Mr BALLO (Mali) said that the debate had been very useful in bringing to light the widespread 
unease among Members over the difficulty in obtaining documents in a language they understood; it 
seemed that WHO was no longer making sufficient effort in that regard. Not only was it essential to 
publish documentation in the official languages, it was also a statutory requirement. He referred in 
particular to the information dispensed to the Health Assembly by computer screen, access to which was 
almost impossible for delegates with a poor command of English. While he had no wish to engage in 
linguistic dispute, he noted that over 120 national languages were spoken in Mali none of which had 
official status. It was thus reasonable for delegates of such countries to expect to receive documentation 
in one of the official languages they did speak. 

Regarding the proposal to refer the draft resolution to the Executive Board, he asked what 
documentation would be prepared for the Board's consideration of the issue, in what languages, and 
whether it would be available in advance. 

He endorsed the suggestion made by the delegate of France for suspension of the meeting. 

The meeting was suspended at 17:20 and resumed at 17:40. 

The DIRECTOR-GENERAL said that the length of the debate indicated the importance ofthe issue 
of multilingualism for all the delegations. That degree of interest also made it an issue that would have to 
be followed up by the Executive Board at its 105th session and by the Fifty-third World Health Assembly 
regardless of the outcome of the present broad and interesting discussion. Many new angles had emerged 
that illustrated the complex nature of the issue as a whole and its importance to all delegations, not merely 
the sponsors. At stake was the ability to communicate, to relate to one another and to work together to 
enhance international relations and pursue health and development goals. Three options were at present 
before the Committee: a consensus to refer the issue to the Executive Board at its 1 05th session, a narrow 
vote for or against the draft resolution, or amending it in some acceptable manner, the latter two options 
raising the issue of a quorum with its attendant problems. However, whatever route was chosen, she 
intended to submit the matter to the Executive Board. As a consequence, a wide-ranging and detailed study 
of the subject would be undertaken to enable her to prepare a comprehensive report for consideration by 
the Executive Board at its 1 05th session which would provide the information requested by many delegates. 
In view of those considerations, the Committee might feel that a potentially divisive vote on the issue at 
the present time would be an unproductive exercise. 

Professor GIRARD (France) said that the applause that had greeted the Director-General's statement 
indicated that delegates were satisfied that she had correctly understood the political dimensions of the 
debate, which took precedence over technical and financial considerations, for what was at stake for each 
Member State was its culture, for which language served as the vector. He welcomed her proposal to 
submit all relevant documentation to the Executive Board at its 1 05th session and to the Fifty-third World 
Health Assembly. That was fitting treatment for such an important issue. 



COMMITTEE B: EIGHTH MEETING 213 

Mr SHAHARE (India) commended the Director-General on her timely intervention and endorsed 
her proposal to submit all relevant documentation to the Executive Board at its 1 OSth session and to the 
Fifty-third World Health Assembly. It would allow time for the background to the draft resolution to be 
thoroughly examined and analysed. 

Mr MABOPE (South Africa) endorsed both previous speakers' comments and urged all those 
present to support the Director-General's proposal. 

Dr STAMPS (Zimbabwe) said that he could accept the proposed procedure subject to assurance that 
attention would be given to the fact that many non-English speakers had been prejudiced-,by the non
availability of appropriate means of communication in one or more official languages. 

The DIRECTOR-GENERAL said that, in accordance with the Rules of Procedure of the Health 
Assembly, all official documents for the Health Assembly had been issued in the six official languages. 
However, budget constraints made it impossible to issue every document within the Organization of 
whatever provenance in all the official languages; the solutions sought would have to take into, account all 
the interests the Organization was called upon to serve. 

Dr STAMPS (Zimbabwe) said he had welcomed the major importance the Director.:.General had 
given to communication in her statement. However, he had attended meetings where participants had been 
literate in an official language for which interpretation had been unavailable. In Africa, meetings were 
often held entirely in English so that French-speaking delegates had difficulty in following!the debate. 
Sometimes French-speaking officers had to translate their contribution into English before·it could be 
published as an official document or circular, instead of their being able to submit it in the original French. 
Dominance by one language, even if unintentional, in an international forum such as WHO was a matter 
of serious concern. 

Mr KARA-MOSTEPHA (Algeria) asked whether, as had been suggested by the delegate· of France, 
the sponsors might have the opportunity to amend the text of the draft before its submission to the 
Executive Board at its 1 OSth session in order to include the numerous comments that had been made and 
so facilitate subsequent proceedings. 

Dr MUL W A (Botswana), noting that the item under discussion had appeared as a supplementary 
agenda item, said that the debate it had engendered should serve as a timely reminder that, in future, 
potentially contentious issues should be proposed initially to the Director-General, then submitted to the 
Executive Board for improvement and amendment before finally being presented to the Health Assembly. 

The CHAIRMAN said that he would take it that the Committee agreed not to consider the resolution 
at the present time on the understanding that the issue covered by the draft resolution and accompanying 
documentation would be submitted for review to the Executive Board at its 1 OSth session. 

It was so agreed. 

The meeting rose at 18:10. 



NINTH MEETING 

Tuesday, 25 May 1999, at 9:50 

Chairman: Mr J. ESKOLA (Finland) 

1. FOURTH REPORT OF COMMITTEE B (Document A52/40) 

Dr MBAIONG (Chad), Rapporteur, read out the draft fourth report of Committee B. 

The report was adopted.1 

2. CLOSURE 

After the customary exchange of courtesies, the CHAIRMAN declared the work of the Committee 
completed. 

The meeting rose at 10:00. 

1 See page 281. 
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1. PRIORITY SETTING IN THE HEALTH SECTOR: CHALLENGES TO MINISTERS 
(Document A52/DIV/4) 

Discussion group A 

Tuesday, 18 May 1999, at 14:40 

Chairman: Mr M. TELEFONI RETZLAFF (Samoa) 

Dr JANOVSKY (Project Manager), beginning the discussion at the invitation of the CHAIRMAN, 
said that in nearly all countries the demand for health care outstripped available resources. Thus each 
minister had to make hard decisions about priorities, which must be reflected in both the allocation of 
resources and the achievement of equitable health outcomes. 

One question to be addressed was the basis on which those decisions were made. Priority setting 
and resource allocation were not based only on technical and economic information, but were profoundly 
political processes involving a wide range of people. Ministers had to consider the competing claims of 
different groups, often based on conflicting values. 

They also needed to consider what decisions were taken at what level of the health system. The 
national level provided overall guidance, but judgements as to who should receive what treatment and how 
resources should be allocated were made at lower levels - by district health managers and clinicians. What 
had countries' experience been in getting the right balance? What was civil society's voice in deciding 
what should be available and funded from public sources? Consultation with the public was not always 
part of the priority-setting process. How did that affect the responsiveness of the system to needs? 

Among the critical decisions ministers faced were how much to spend on hospitals as compared to 
primary health care and public health measures, and how to shift resources from large referral hospitals. 
What happened when a large proportion of the recurrent budget went in salaries and how could money then 
be found for a steady drug supply, repairs and maintenance, or transport for community outreach? When 
a country was politically highly decentralized and budget decisions were made by local governments, how 
could the national health minister safeguard essential health priorities? 

In countries where annual per capita spending on health was US$ 10 or less, the capacity of the 
health system to deliver public services was often weak. Here the international donor community played 
a significant role. Donors traditionally provided development assistance for health through specific 
projects - often priority programmes - leaving the government to fund the rest. Aid-receiving governments 
were thus prevented from considering their health sector as a whole and deciding on priorities on the basis 
ofthe total resources available, so that- regardless ofthe merits of donor-funded projects- the national 
priority-setting process was distorted. However, sector-wide approaches were gaining ground. Instead of 
selecting individual projects, donors were contributing to funding the entire sector. In return, they were 
given a voice in developing national health policies and the allocation of external and domestic resources. 

In higher-income countries, more attention was being given to the process than to the product of 
priority setting, in recognition of its inherent political nature. That entailed new forms of dialogue between 
politicians, health professionals and the public. A second trend was that tight specifications for inclusions 
and exclusions were being replaced by a looser defmition of care services. Thirdly, broad-based guidelines 
were being developed to encourage the use of evidence-based medicine by the clinician in order to achieve 
better practice. Fourthly, there was greater emphasis on increasing efficiency. Those trends offered 
important lessons to all countries. The outcome of changing resource allocation on the basis of tightly 
defined basic packages had not been good. The use of rational scientific methods to identify best buys had 
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not necessarily meant that decision-makers had selected them. Other factors had come into play. To 
achieve greater transparency and accountability, particularly in developing countries, financial management 
and audit systems needed to be improved, and the public needed to have a greater voice. Overall, countries 
needed to find the right balance between purely national approaches and just muddling through. She 
looked forward to learning how ministers were facing up to those challenges. 

Dr BORST-EILERS (Netherlands) considered that the top priority in every country should be a good 
public health system with equal access for everybody, starting with the most basic health needs- clean 
water, sufficient food, adequate housing, maternal care, immunization of children, availability of essential 
drugs and common surgical procedures, and basic education for all, especially women. As long as those 
provisions were not available, no money should be spent on advanced cardiac surgery or liver transplants. 
That was easier said than done. In all countries there was an upper class that could afford advanced and 
expensive health care. A negative aspect was that doctors and nurses were attracted from the public to the 
private sector. In many countries the minister of health had to provide basic health care for the many and 
ensure advanced health care for the few. 

The Netherlands too had a fixed budget for health and had to set priorities. Not all expensive 
medicines were reimbursed, and not all technologies were available; there were waiting lists for elective 
surgery. There was strong pressure to develop a commercial private health care system alongside the public 
system. So far it had been resisted, and no doubt the best way to avoid it was to make the public health 
system work better, for example, by shortening waiting lists, eliminating unnecessary procedures, and 
developing and keeping to practice guidelines. 

Mr DE SILVA (Sri Lanka) pointed out that elected ministers in developing countries came under 
constant pressure to use their influence to satisfy the competing priorities of different individuals and 
groups. For example, people might well come to him or the Government to demand a heart bypass 
operation or kidney transplant. Some 5000 children in Sri Lanka needed hole-in-the-heart operations; there 
was a long waiting list, and parents came to him to have their child treated quickly. Under those 
circumstances, it was no easy matter for politicians to make sound decisions when setting priorities. 

Professor SALLAM (Egypt) said that it was not enough simply to ask for ~ large share of national 
funds to be allocated to the health sector. First a strategy was needed, specifying priorities. That strategy 
then had to be marketed, politically, economically and socially. To obtain funds, the finance minister had 
to be told the cost of the problem, be it the burden of a disease or the population explosion. 

Similarly, the strategy had to be marketed socially. Hospitals could not be ignored, but priority could 
still be given to primary health care. That approach in tum could be marketed through key issues such as 
public health, women's health and the provision of family doctors, so that it was clear that the government 
was investing in the community. 

Obtaining the finance for that work was a struggle. Part came from the government budget, part 
from the public, and part from donors. Each source might contribute to the components it wanted to see. 
For example, donors might favour public health and primary health care, while parliament would want to 
know that heart or cancer operations were available. Thus different interests needed to be catered for, in 
a way that the minister could deliver. 

Ms BIAUDET (Finland), responding to the Minister from Sri Lanka, said that each decision to agree 
to provide special care was an implicit form of priority setting, even if it was not transparent and open to 
argument and questioning. In Finland, for example, which had a good health care system, people with 
mental illnesses who could not articulate their needs had suffered during a recent period of recession and 
public spending cuts. They had not been deliberately given a lower priority, but nevertheless had been 
neglected by implicit decision because they had not put their case loudly enough. It should be recognized 
that to give in to one group's priorities could amount to relegating the needs of another. 
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Mr HASHMI (Pakistan) said that all countries had budgetary constraints, but that politicians who 
visited rural constituencies were well able to assess the situation on the ground and set priorities. Solving 
the problems of health care called for the cooperation of all society. In Pakistan, primary health care was 
the top priority. It was very difficult to provide tertiary care for all citizens, and in practice it was limited 
to those who could afford it or received humanitarian support. Providing care to everyone everywhere was 
a fine slogan, but would mean that everyone would need to pool their resources first. 

Dr SARITA VALDEZ (Dominican Republic) asked who was responsible for setting priorities. The 
Dominican Republic was a poor country with a huge external debt. Consequently, its first priority was to 
pay that debt. Where the health sector in particular was concerned, the issue was to determine who set the 
country's priorities. They were set by the lending banks. The two main banks that provided loans for 
health-related activities had their own projects; they set conditions and priorities. However, the population 
also had its priorities, which did not necessarily coincide either with those of the banks or with the main 
priority- payment of the external debt. The community wanted hospitals, drugs and medical services, in 
other words health care. The authorities appreciated that it was necessary to increase preventive medicine 
so as in the long run to reduce curative medicine. Unfortunately, the overriding priority was payment of 
the external debt, followed by the priorities set by the banks providing funds for health. 

Mr DOBSON (United Kingdom of Great Britain and Northern Ireland) said that his country could 
not claim to have a magic solution to the issues raised during the discussion. The health care system, 
formerly centralized and then decentralized, was now being to some extent centralized again. It had not 
delivered a uniform level of care across the country. The Government had promised in its election 
campaign to tackle certain health conditions and particularly to reduce inequalities in health. That had 
involved laying down targets and objectives from the centre while seeking to maintain the enthusiasm of 
clinicians and managers for priorities in each locality. It was evident that poor people were ill more often 
and died sooner than others, and a national system could not allow local services to opt out of addressing 
that problem. 

The Government had therefore tried to strike a balance. It had set national targets for pulmonary 
heart disease, cancer, accidents and so forth that each area of the National Health Service had to meet. At 
the same time, each area had to identify particular local needs, in consultation with local people. The 
objective was a national programme of improvement that met the particular needs of each locality. 

Mr NGEDUP (Bhutan) said that, as the speaker from the Dominican Republic had pointed out, it 
was not only the politicians who set priorities. One factor was the continuation of priorities that had already 
been established. For example, many countries had set their goals in accordance with the 1978 Declaration 
of Alma-Ata, with the focus on primary health care services, and ministers could not tamper with that. 

Bhutan had a bottom-up approach to planning, so that for each five-year period the Government 
asked the communities for their priorities. If they asked for a basic health unit, with proper justification, 
it was established. His Ministry held a health conference each year at which health staff from all parts of 
the country met and adopted resolutions stating their priorities. With that information the Minister 
implemented and was accountable for the health programme. The system brought increased commitment 
from the people and health workers because there was a sense of ownership. Other elements taken into 
account to achieve equity and balanced development included population size and disease burden, so that 
decision-making was transparent and needs-based. 

Mr YUSUF (Bangladesh) said that in his country priorities could vary according to the season. In 
the serious flooding in 1998, for example, diarrhoeal diseases had been the main priority. Thus it was not 
possible to give priority to any one disease. The main need was for primary health care, but at the same 
time high-technology care was in demand, and priority had to be given to specific diseases in emergencies. 

Dr NASHER (Yemen) said that the problem was not just to set national priorities, but to gain a 
consensus for them when people wanted their own problems to have priority. He agreed with the ministers 
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from the United Kingdom and Bhutan on the value of asking local communities to identify their own 
priorities. 

With WHO's help, his country had recently started a basic development needs programme whereby 
local communities were asked to state their priorities. The answer might be a water project, additional 
livestock or an interest-free loan to improve income. The Ministry could then push ahead with health 
priorities with the support ofthe communities. Even Yemen's short experience had shown the value ofthe 
approach. 

Dr PHUNG DANG KHOA (VietNam), speaking on behalf of the Vietnamese Minister of Health 
Services, said that his country faced four problems which were in his view priorities: dealing with the 
heavy burden of disease in a country whose per capita income was low; persuading the poor to accept the 
health crisis; improving the health care system at the lowest cost; and striking the right balance between 
the central and the local budgets. 

Since 1989, using both its own resources and international assistance, Viet Nam had instituted 
national disease control, nutrition and immunization plans which had yielded satisfactory results. 
Poliomyelitis was being eradicated and immunization coverage against six childhood diseases was above 
90%. As for budget distribution, his country intended to use its central budget to equip high technology 
centres, and to devote local budgets to creating a rural network. In order to provide health care for the rural 
population, which accounted for 80% of its 80 million population, it was instituting a programme under 
which physicians would be sent to its 1 0 000 communes, and health workers to its villages. Twenty-seven 
per cent of the communes already had physicians; the aim was to achieve 40% by the turn of the 
millennium. To achieve that objective, VietNam had taken out a loan from the World Bank to satisfy the 
needs of the communes, which was why its health indicators were relatively satisfactory in comparison with 
its per capita income. However, it would require additional assistance. 

Dr MODESTE CUR WEN (Grenada) said that although her country recognized the need to shift 
priorities from curative care to the prevention of disease and promotion of health, it was in dire need of a 
new hospital to replace the existing dilapidated 200-year-old building. Thus it had no choice but to divert 
funds from more cost-effective primary health care to build new infrastructure for secondary and tertiary 
care. 

Her country had recent experience of the importance of involving health workers in the planning 
process. A decision to put the hospital on a statutory basis had led to months of wasted time over 
conditions of work for staff. If they had been involved from the beginning they would have felt that they 
were stakeholders in the plans, and much time could have been saved. 

Dr DLAMINI (Swaziland) pointed out that ministers of health might set priorities according to 
needs, but it was the ministries of finance and planning that decided on the health budget, often giving it 
low priority. The ministry of health then had to prioritize among priorities. 

Another challenge was that health problems were not static. In her country, for example, there had 
been no budgetary provision for the HIV/AIDS epidemic, which called for a large proportion of the national 
health budget. Donors too came with their own agenda; she believed that they should join in the national 
planning process so that their priorities could be fitted into the master plan. 

Other issues were the involvement of the corporate or private sector, which had most of the resources 
while the public sector provided for people with few resources, and the brain drain, which was a complex 
problem that required much more discussion. Ministers could not simply choose between curative and 
preventive care. The needs existed at one and the same time; while budgets were shrinking, the problems 
were growing. 

The CHAIRMAN said that most speakers had referred to the need for equity of access to health care 
and to the need to balance primary care with more advanced curative care. Another dilemma politicians 
faced was that they were not judged on how much healthier people would be in the year 2005 because of 
ministers' good primary health care initiatives some years earlier, but on the care that people received when 
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they went to hospital now. That was a difficult issue, even though all knew that the only way to deal with 
ballooning costs was to emphasize primary health care. 

Dr GAL VIS RAMIREZ (Colombia) said that each country had its own way of managing priorities 
and of directing them towards basic unmet needs. In Colombia, health sector reform focused on correcting 
inequalities in health, on access to health and on the quality of the service provided. In order to guarantee 
coverage, two insurance schemes had been introduced: a contributory scheme financed by those who had 
the means to pay, and a subsidized scheme partly financed with transfers from the contributory scheme. 
The latter covered the poorest and most marginalized communities fully and some of the working 
population partly. The packages to which subsidized persons were entitled were not comprehensive, but 
covered the basic diseases. 

However, the promising prospects had suffered as a result of the financial collapse, the economic 
recession, unemployment and macroeconomic factors, and the priority given in certain countries to areas 
other than health. The Health Assembly should draft a document urging heads of State to realize that health 
was a priority for the development of peoples, asserting the need for assistance to conquer poverty, and 
reaffirming that solidarity among countries, both developing and underdeveloped, was fundamental. 

Mr TOU (Burkina Faso) stressed that his own country's experience had shown that the first priority 
was control over the definition of priorities. In Burkina Faso, several operators participated in choosing 
priorities: national agents, partners, financial and other agencies. He stressed the importance of countries 
first of all regaining leadership of the process. After 10 years of broad national consultations, in 1999 it 
had been decided to organize "States-General" on health in order to set priorities for the next decade. 
Debates between the majority of national actors and partners would be organized in the country's 11 health 
regions on issues of specific interest to each of them, in order to draw up an overview of the situation, 
determine everyone's views, find out what the populations' expectations were, and put forward solutions 
at regional and national levels. 

In financial terms, matters were far more complicated. Once priorities had been set and programmes 
designed, the necessary funds had to be found. That was the major problem. Burkina Faso attached great 
importance to health and education, and had committed itself to devote from 10% to 12% of the budget to 
health as from 1999. Nevertheless, that was insufficient; the support of partners was required. 
Burkina Faso was currently developing two essential tools to target the assistance it received within a 
precise frame: the national health development programme and a national health policy. The sectoral 
approach would permit the development of a coherent health policy and avert the division of the country 
into several regions, depending on where foreign partners intervened, as was the case at present. It was the 
responsibility ofthe country itselfto be omnipresent, while the role of partners was to accompany it in its 
action. 

Mrs McCOY SANCHEZ (Nicaragua) pointed out that taking decisions when resources were 
available was not the same as taking them when they were lacking. Nicaragua could afford a per capita 
expenditure on health of US$ 35, including external funds, while other countries could spend up to 
US$ 2000. In addition, poverty and health problems were closely linked. Nicaragua was at a stage of 
epidemiological transition, in which problems related with underdevelopment such as diarrhoeal diseases, 
tuberculosis, cholera and dengue persisted while health problems requiring high-technology treatment, such 
as myocardial infarctions and congenital malformations, were emerging. 

Of the US$ 35 she had mentioned, US$ 19 were provided by external assistance. However, as had 
been rightly observed, the international organizations and cooperation agencies occasionally attempted to 
impose their view of priorities, and it was right to make the point, because cooperation frequently 
disappeared in consultancy services. Many ofthe resources allegedly assigned to the poor countries made 
their way back to the countries in which they originated through mechanisms such as consultancy services 
and technical assistance. 

In that connection, Nicaragua and the Central American countries had analysed ways of achieving 
a better return from the resources made available for health and of imposing their own priorities. Despite 
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the low level of investment, Nicaragua had been able to count on considerable civic participation. Biannual 
health days had been introduced and infant mortality had been regularly reduced to a current level of 40 
per I 000 live births; poliomyelitis had been eradicated, as had measles, whooping cough, neonatal tetanus 
and human rabies; and diarrhoeas and respiratory infections had been reduced. Institutional care during 
childbirth had increased, together with immunization coverage, and in 1999 the immunization regimen had 
incorporated the pentavalent vaccine, which in many countries was restricted to high-income groups. 
Maternal mortality, which had been one of the highest in Latin America, had also been reduced from 161 
to 129 per 100 000 live births. The fertility rate had fallen from five to three children per woman. The 
overall consequence was that the life expectancy ofNicaraguans had increased by seven years. It was not 
only per capita expenditure that counted, but also in what way and how efficiently the resources were used. 

Mr DIOP (Senegal) said that in the health sector Senegal had applied a centralized funding policy 
until 1989, when it had formulated a national health policy and immediately begun a broad consultation 
at the local level, leading to the definition, first of departmental health programmes, then of regional ones, 
and lastly, of a 1 0-year national programme. Senegal had carried out that demanding task by first of all 
involving the populations, which were organized into health committees on which associations, village 
chiefs and elected local officials were represented. They had been joined by development partners, 
nongovernmental organizations and, of course, the Government. The partnership had made it possible 
jointly to define a decentralized approach to health policy, which had provided a foundation for funding. 
Because they had helped to formulate policy, the development partners had been more willing to help to 
finance it. They had formed a donor community, which was currently led by the European Union. Once 
they had jointly evaluated needs, the Government and donors had drawn up a joint five-year plan, more 
than half of which was financed by the Government and 30% by the development partners. 

He also pointed out that like WHO, which cooperated with UNICEF, the World Bank and UNFPA 
in order to deepen its thinking and develop its potential, Senegal engaged in macroeconomic negotiations 
with the World Bank and IMF in order jointly to define a coherent approach. In order to guarantee funding, 
the policies and means of implementation had to be based on consensus. 

Professor MOELOEK (Indonesia) said that his country was very large, with some 210 million people 
and population groups at very different stages of development, so that the recent economic turbulence was 
not the only burden it bore. 

As to donor agencies, there were positive and negative aspects. On the positive side, donors could 
increase the health budget, introduce new and independent programmes, and contribute new technology. 
On the other hand, they tended to push their own priorities, embark on, then abandon, programmes that 
were not sustainable, and duplicate each other's work. It would therefore be valuable to establish a matrix 
of activities based on national priorities and then determine which agency could help with which aspect of 
the overall programme. 

Dr RODAS ANDRADE (Ecuador) said that experience with donor governments and international 
agencies had a lot to do with how priorities had been set. Numerous factors affected their definition. First 
and foremost, they had to match the guiding principles of a country's health care system. Technical factors, 
such as health indicators showing where the main problems lay, also counted, together with historical and 
political factors. However, as the Minister from Senegal had rightly observed, the best indicator of 
priorities was to be found in a country's own experience, in the work of its communities, in work at the 
local level and in day-to-day life. Of course, if the investigation was superficial, the answer too would be 
superficial and communities could show a preference for tertiary-level care. However, if they were allowed 
time to think, the communities gave the best answers and knew what their problems were and how they 
could be solved. 

Ecuador's national health plan had been drawn up on the basis of the ideas of the communities. It 
was significant that the plan corresponded to the technical indicators and, for example, to the points which, 
according to the Director-General, WHO had to bear in mind in order to solve problems. The existence 
of a plan that had been drawn up in such a way meant that the country's position when negotiating with 



MINISTERIAL ROUNDTABLES: THEME 1 223 

international donors was more consistent. It was no longer a matter of asking what they were going to lend, 
but of presenting the plan and indicating where assistance had the greatest potential within the plan. Of 
course, there was a frequent tendency to choose the agencies' priorities or to spend too much on 
consultancy fees. However, Ecuador's own experience had taught it that ifthere was a sound and coherent 
plan as a basis for negotiation, it was possible to gain acceptance for its own priorities. 

Dr NIKOGOSIAN (Armenia) said that national priorities had to be given special attention. It was 
important not only to define those priorities but also to retain those that could tum out to be important. 
That meant taking account of not only national priorities and characteristics, but also of internationally 
recognized standards. National priorities should be based not only on analysis of the national situation but 
also on consideration of international or regional goals and tasks. Donors who understood that the priorities 
of a given country were defined on the basis of international standards would find it easier to relate to the 
administration of a given country, and no conflict would arise between the position ofthe donor and that 
of the recipient. 

Dr DRAME (Guinea) emphasized the importance of taking into account the priorities of countries 
and of ensuring budgetary transparency. Guinea's experience was twofold: macroeconomic and sectoral. 
Insufficient revenue had led to a reduction in operating expenditure, particularly in social sectors such as 
health. In 1994 the Ministry of Health's budget had stabilized at 5.5% of total expenditure. The 
Government, with the assistance of its development partners, had undertaken a review of public 
expenditure which had revealed major weaknesses in the preparation and performance of the budget. That 
finding had spurred it to carry out longer term reforms, thereby demonstrating its determination thoroughly 
to review the management of its budget by making strategic choices, with the support of its development 
partners. 

It had first of all set economic growth targets for 201 0, then chosen a social and economic 
development strategy and designated sectors with priority; that had made it possible to define a medium
term macroeconomic framework designed to improve programming of resources at the sectoral level and 
resource management on the basis of national and sectoral priorities. Four sectors had been assigned 
priority: health, public works, education and rural development. Each of them had prepared, in 
conjunction with their partners, a sectoral policy based on clear priorities. Performance indicators had also 
been defined. In view ofthe sectoral priorities, of the results of the macroeconomic formatting and of the 
Government's strategic choices, a preliminary budget had been assigned to the different sectors, together 
with a relatively strict programme, because Guinea was in the throes of structural adjustment. Each sector 
then made financial adjustments depending on its sectoral policy priorities and the funds assigned to it. 

Although the experiment was only two years old, it had developed a sense of responsibility in the 
sectors and facilitated the disbursement of funds from the budget, because it was pointless to assign funds 
if the sectors were incapable of using them. There was a donor coordination committee within the Ministry 
of Health, which met annually, and whose principal adviser was WHO. The committee reviewed problems 
and priorities to avert funding redundant activities. 

Mr HONG Sun Huot (Cambodia) said that despite an improvement in recent years, the main health 
indicators showed that health status in Cambodia was among the lowest in Asia. The infant mortality rate, 
for example, was currently 89.4 per 1000 live births. The leading causes of infant and child mortality were 
diarrhoeal diseases, acute respiratory infections, vaccine-preventable diseases and, more recently, dengue 
fever. In some groups protein-energy malnutrition and micronutrient deficiencies - notably iodine and 
vitamin A deficiency - were also prevalent. The task of providing adequate health care with limited 
resources and turning round the health sector after years of depletion because of war and strife was 
daunting. 

The Government had proceeded by selecting five priorities: revitalization of the basic health care 
service; extension of key national health programmes; development of responses to emerging health 
priorities; rehabilitation of the national hospital service; and capacity to develop and manage a strategy 
for health reform related to Cambodia's market-oriented initiative. That programme required US$ 8 
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per capita each year, but the Government could provide only US$ 2; donors would have to give US$ 4. 
That was one clear challenge. 

A second challenge was the need to ensure sustainable execution of the plan, and to amend it 
constantly according to needs and constraints, without compromising basic health care. Countries emerging 
from internal strife often stressed such sectors as economic development and defence, to the detriment of 
the health sector, as had been the case in Cambodia until the recent return of peace and stability. 

Mr PARDO EVANS (Costa Rica) asked how it was possible to keep realistic expectations and to 
reconcile them with the demands ofthe population. Costa Rica took its population's views into account 
through its decentralization process. Health boards had been set up in hospitals, clinics and other facilities, 
with voting rights over decisions affecting health. However, the most significant factor responsible for 
health development in a developing country such as Costa Rica, which had truly exceptional indicators such 
as an infant mortality rate of 12 per 1000 live births, provision of drinking-water to 95% of its population, 
a life expectancy at birth of 76 years and 95% vaccination coverage, had been the maintenance of a 
coherent health policy for over 40 years, focused on primary care. Preserving primary care, while 
completing it with consistent strategies, was the best of policies and the surest of guarantees. Costa Rica 
had received more than half a million refugees from neighbouring countries in less than 10 years and borne 
the brunt of the economic crises of the 1980s without any deterioration in its health indicators. 

Mr NGEDUP (Bhutan), responding to a question on emergencies, said that planning for the 
unexpected was particularly difficult in poor developing countries. However, the health services had to 
ensure a degree of preparedness to meet any emergencies that might occur. 

With regard to donors, the ideal donor-recipient relationship was one of true partnership. The aim 
of donors should be to help countries to support themselves. Recipient countries, meanwhile, needed to 
be properly prepared to receive assistance, which meant having a master plan so that they remained in 
charge. Once confidence was built on each side, and donors saw that funding was duly spent on the 
population's health and well-being, the experience could be very positive. He expressed his country's 
gratitude to the donor countries and agencies for their assistance. 

Professor WANG Longde (China) said that the most important principle of priority setting was 
improvement of people's overall health status. To set priorities, it was necessary to know the specific 
characteristics of the country. There were, of course, differences between developed and developing 
countries. Developing countries should never pursue unduly sophisticated technologies or focus too much 
on consumption for their medical needs. Attention should be paid to avoiding preoccupation with things 
that could be done with money. In health undertakings, many things could be done even without adequate 
financial resources, for example, by organizing the public for a government clean-up campaign or for 
stopping the means of transmission of infectious diseases. China's guiding principles in health had two 
main elements: prevention first, and the integration of health work in the mass movement. 

Secondly, all developing countries needed external assistance. However, it should be provided on 
the basis of consultation between donors and recipients, the focus should be on the health priorities already 
set by the national authorities, and the task at hand should involve those who were in dire need of resources. 
For example, China was focusing assistance on the strengthening of national capacity for the production 
of vaccines and the improvement of vaccine quality. He suggested that external assistance should be 
coordinated by WHO to identify which countries should most appropriately receive assistance. In that way, 
countries most in need would be spotted and overlapping avoided. 

When it came to soliciting the opinion of the masses, the Chinese Government had been much 
concerned with the health of its people, and in terms of policy setting had done a great deal of investigation. 
A major event in 1997 had been a national health conference under the auspices of the State Council to 
revise the national health guiding principles. Before the conference, national surveys had been conducted 
for two years running. Departments from various sectors had been involved in the process and had gone 
to the countryside and to schools, organizations and institutions for study and discussion. Thus, its guiding 
principles were based on the people's perception of what the major problems were, and were appropriate 
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to specific national conditions. The thinking and the many elements in China's health reform were fully 
consistent with those contained in the report of the Director-General, and it was confident that it could 
accomplish its objectives. 

Dr T ANGI (Tonga) pointed out that the provision of emergency services was a priority issue directly 
affecting the consumer. Countries might have different kinds of emergencies, but all needed emergency 
facilities, preferably with ambulances to take patients quickly to the hospital and expert staff to provide 
acute medical treatment. Lack of such provision was a failure on the part of the health services. 

Mr GAMKRELIDZE (Georgia), referring to the experience of Georgia as a post-communist country, 
observed that special attention had to be paid to the change in people's mentality, especially the mentality 
of health workers. That was especially important because Georgia was in the throes of a transition towards 
paid health services. The accounts available to Georgia showed that in the Soviet period US$ 150 per 
person had been spent on health care from the State budget. That expenditure had subsequently shrunk to 
40 cents per head of population. Health care reform in the country had begun in 1995, and the State was 
currently able to cover only 15% to 20% of health expenditure. 

With regard to donors, since 1996, the World Bank had been working in Georgia, and USAID had 
been providing active assistance with staff training. The United Kingdom "Know-How Foundation" and 
the Swedish Government also had provided assistance. The Governments of Germany and Japan had given 
immense humanitarian assistance. 

Health care was provided in Georgia in accordance with State programmes that were prepared at 
federal and municipal levels. Each programme had internal and external resources. He invited all donor 
organizations to study the strategy document on development of health policy in Georgia over the next 
I 0 years, and to help improve it. 

Dr GAL VIS RAMIREZ (Colombia) said that the world had provided very generous support after 
the earthquake that had recently destroyed a substantial part of Colombia. However, he had two 
observations to make to countries affected by that kind of emergency: first of all, cash donations made 
through international nongovernmental organizations were scattered to meet other requirements and never 
reached the country; secondly, the diverse resources sent to provide support were in actual fact of very little 
use. It was important, first of all, to create channels for funds provided during emergencies, with an 
international account in the name of the country, and secondly, the international community should be 
informed of the actual needs to cope with the disaster, so that the resources provided were the right ones. 

Dr N ASHER (Yemen) said that his country too was grateful to donor countries and agencies for their 
support. Without it Yemen could do little on its annual government budget for health of less than US$ 3 
per capita. 

In the past donors had implemented their projects with little coordination with the Government or 
each other, and most projects had been unsustainable after the donor had finished. Recently, however, 
Yemen had involved some of the donors in the preparation of its first strategy for health sector reform. One 
of the main elements of the strategy was a sector-wide approach, where the Government and donors put 
their funds together in a single basket and implemented projects, supervised expenditure and audited use 
of funds as one team. With that approach, both the country and the donors were doing better than in the 
past. 

Ms BIAUDET (Finland) agreed with the Armenian Minister that setting priorities was the same 
process whether at national level or for international cooperation. Moreover, health policy development 
was a long-term endeavour wherever it was done. The Netherlands Minister had stressed the crucial 
importance of the public health sector. That issue was independent of the economic resources available, 
and involved the gradual and sustainable build-up of a public health infrastructure in the context of people 
and the development environment. 
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Many countries faced enormous challenges. In Finland some 50 years ago infant mortality figures 
had been the same as those reported by the Cambodian Minister. Reducing those figures had become the 
highest priority. Using modest resources, a start had been made with the gradual build-up oflocal services 
for mothers and children, emphasizing health promotion and disease prevention but also reaching the same 
groups with disease treatment. That had become the entry point for more comprehensive care over the 
following decades. 

The issue was the same in different socioeconomic situations. Good public health services had to 
be accessible to all and to be universal. Only in that way could the support of people who otherwise might 
buy themselves better services be won. Finland had chosen to fund a public health sector that was 
competitive in quality with the private sector. She did not believe that donors and recipients had differing 
policies, always remembering that public health services and policy must be developed in accordance with 
the environment in which the people lived. 

Closing the meeting, the CHAIRMAN commended the initiative to hold the round tables, which had 
enabled participants to share their views and learn from each other. 

The round table rose at 17:30. 

Discussion group B 

Tuesday, 18 May 1999, at 14:30 

Chairman: Dr E.F. EHTUISH (Libyan Arab Jamahiriya) 

Dr ASAMOA-BAAH (Senior Policy Adviser), introducing the subject, observed that, although the 
topic of priority setting was not new, there was currently a growing interest in making priority setting more 
explicit, less opaque and to some extent more participatory. That development was due to several factors, 
the first being the greater expectations from the health sector, particularly the health care subsector: when 
people fell ill, even seriously ill, they did not expect to die of the illness, but to be sustained by medical 
science and technology, an attitude which, coupled with the ageing populations, contributed to the 
escalation of medical costs. The second was the fact that concepts such as scarcity of resources, cost
effectiveness and supply and demand were gaining currency in the health sector, leading to recognition of 
the impossibility of doing everything for everybody. The third factor was increased recognition of the fact 
that health was too important to be left to health professionals alone, with a consequent increase in the 
influence of economists and insurance professionals on the health sector: the health care industry was thus 
booming, trade and commercial interests were becoming increasingly important considerations in priority 
setting, and media interest in the health sector was growing. 

Partly for those reasons, the health sector was being subjected to much more scrutiny than it had in 
the past; indeed it was suggested by some that health professionals and health ministers were becoming 
more and more marginalized, even in setting priorities for the health sector. Although the type of questions 
and issues addressed for priority setting were much the same for richer and poorer countries, the latter were 
faced with other challenges, such as the obvious one of the relatively small amount of available funds, so 
that the choice was not between basic needs and luxuries, but rather between essentials and essentials. 
What was less obvious, however, was that many poorer countries were becoming increasingly dependent 
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on external support and resources to run their health services, with the result that the interests of the 
external partners and even foreign parliaments had to be taken into account when setting priorities. 

The specific questions that countries were seeking to address related to how much of the general 
revenue was allocated to the health sector, how the funds thus allocated were distributed among different 
age groups, population groups and geographical areas of the country and among the different levels of the 
health system, who was eligible for what treatment, what constituted the core services and basic packages, 
who was allowed to die and who to live, who made those decisions and how they were made, and how 
greater public participation could be ensured. 

Different countries were clearly adopting different techniques, approaches, processes and 
implementation mechanisms in their priority-setting exercises. It was increasingly recognized that those 
were not just technical exercises and that the process was a complex one for which there was no single 
recipe. Yet even though what worked in one country might not work in another, there were some common 
lessons to be learned and some common mistakes to be avoided; the purpose of the round table was to 
share experiences and to draw the necessary conclusions. 

Dr MORENO DE RIVERA (Panama) said that most of the countries in the Americas had in common 
major inequalities in the sustainable human development of their populations. Those inequalities were 
responsible for significant shortcomings in health, whose corollary was the impossibility of setting priorities 
solely with regard to the sphere of health; priorities had to be set in the whole context of sustainable human 
development for the entire population. In those circumstances, and in the framework of economic 
globalization and of the social agendas of countries, it was fundamental for developing countries to 
integrate economic programmes with social ones. In the Americas, the great countries of the north had 
within them small pockets of poverty within which inequality was deepening, while the countries ofthe 
south themselves had small pockets of wealth which too were growing. Those phenomena revealed the 
extremely poor income distribution within the countries, and consequently the meagre share of the budget 
assigned to social programmes. 

Mrs CAPLAN (Canada) said that her country was anxious to share information on the operation of 
its health services and on how those could be improved. The Canada Health Act gave universal access to 
those services and about 9.3% ofGDP was spent on the health sector, including both the government and 
the private sector; 68% of the funds came from government sources. The goal was not only universal 
access and coverage, but also timely access to quality services, and one of the priorities currently on the 
agenda was better integration and accountability of the system. That would, in fact, entail the creation of 
a system, since the various service delivery sectors did not work together and there was no connection 
between primary, preventive, secondary, tertiary, community and long-term care, so that the recipients were 
left to try to effect the necessary coordination for themselves. The challenge for change was therefore to 
create a real health system in which better information could be given to both service providers and citizens 
in order to involve them on a partnership basis in making decisions on the services which were actually 
going to benefit the population and those that could be abandoned because they had outlived their 
usefulness. 

Professor KAKOU GUIKAHUE (Cote d'Ivoire) said that he had visited Canada to study the 
Canadian system, which was very expensive to implement. Canada and Cote d'Ivoire certainly did not 
share the same priorities, but the decision was a political one, and it was the responsibility of the 
Government. As a physician, he understood that illnesses were to be treated in the same way, whatever the 
country. However, economic globalization posed a problem for developing countries, whose financial 
resources were very limited. Their populations were well informed, and were becoming more demanding. 
However, developing countries were undergoing structural adjustment, and their budgets were strictly 
regulated; far more attention was focused on macroeconomics than on the problems of sustainable human 
development. In Cote d'Ivoire, the problems posed by parasitic and infectious diseases had not yet been 
solved, while ''the diseases of development" were making their appearance. Although it had been decided 
to lay emphasis on prevention and health promotion, primary health care, and immunization, curative 
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medicine was not neglected. In the past, the Government's partners had tended to decide which projects 
to fund; the time had come for Cote d'lvoire itself to decide. In his view, preference should be given to 
prevention and health promotion. 

Mr BOUKOUBI (Gabon) said that the issue was whether it was possible to persuade a head of State, 
a minister of finance or a population that investing in immunization and primary health care was just as 
important as purchasing the latest technology, which would be underutilized. It was true that health 
professionals encouraged the authorities to purchase sophisticated equipment, but in Gabon, the 
Government had given the health sector priority and had defined priorities on the basis of the resources 
available; its decisions were designed to meet the needs of the population and were therefore necessarily 
dictated by the general interest. The Minister took into account the recommendations of health 
professionals, foreign investors and the populations, together with the constraints imposed by the resources 
available. 

Dr DOTRES MARTINEZ (Cuba) said that Cuba was a poor country that was suffering from a 
blockade, yet its public health system was free for the entire population. Immunization was free, but so too 
was a heart transplant or a procedure requiring the latest medical technology. The system was universal 
and equitable, and those features had a significant impact on Cuba's health indicators. The basis of those 
achievements had been the development of a basic health system and of family outpatient treatment that 
covered and treated the whole population. In addition, priority had been assigned to prevention and 
promotion, not for the last three to five years, but for the past 40 years. All those features were 
supplemented by a human resources training programme that truly satisfied the needs of the population. 
To set priorities was not to discriminate, and in that sense, the Cuban authorities were working to improve 
their people's quality of life. 

Mr MEKI (Eritrea) said that his country's long experience of conflict had had some positive effects 
on the health system, which had been made basically dependent on health service delivery by community 
centres, the services delivered being essentially those that the country could afford to pay for. Although 
Eritrea had learned over the years to be self-reliant, it realized that external influences were not necessarily 
bad, since much of the health care in the modem world was tending to centre on preventive methods rather 
than the curative ones that had been advocated for many years. 

Dr MORENO DE RIVERA (Panama) said that to adopt potentially unpopular measures had been 
one of the major challenges and perils she had had to face as Panama's Minister of Health. Three main 
axes had been assigned priority for health development. The first of them was public health, the second, 
the provision of comprehensive medical care, and the third, civic participation in health. Ministers of 
health, particularly in the Americas, were perceived as ministers of comprehensive medical care. Civil 
servants perceived them thus, as did the population. The challenge of strengthening public health and civic 
participation in health was a source of political unease and naturally generated rejection and opposition to 
change. However, that was the challenge countries faced in order to set priorities and to develop a health
based, rather than a disease-based culture. Ministers took up the challenge at considerable risk. Yet 
despite having accepted the challenge of public health, and above all of securing civic participation to fulfil 
the right to forge and set the course of a country's own health development, she had for the last five years 
been one of her country's most popular ministers. 

Mr HOYBRA TEN (Norway) said that the guidelines drawn up by two Norwegian commissions on 
priorities had been integrated into the health care system at the clinical level, by establishing guarantees 
ofwai~ing time for service delivery according to the gravity of the illness concerned. Nevertheless, such 
priority setting was very difficult, and decisions had to be made all the time. The question of who should 
take those decisions was a political one, and open discussion of the matter was liable to be unpopular. For 
example, the two commissions had agreed that high priority should be given to mental health, which had 
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been low on the list in the past: that decision might tum out to be unpopular, but he considered it to be 
correct in terms of the respect for human dignity which was the value question behind the entire debate. 

Professor ST ARODUBOV (Russian Federation) said that the first priority, and the first thing that 
had been done in Russia, was redistribution of resources within the health sector, from the inpatient to the 
outpatient sector. Two-thirds of resources went to the social sector and one-third to outpatient treatment. 
That was an obvious anomaly in an area where there were enough resources to distribute more rationally. 
The second priority was types of medical care that were much in demand; there also something could be 
done by improving the quality of care at outpatient level. That type of care for the population was 
becoming attractive, and would help ensure that people were not admitted to hospital for what were social 
problems. 

With regard to setting priorities in the medical domain, there were many methods, such as those 
based on mortality rates and patterns of mortality, consultation, pregnancy and invalidity. In general terms, 
most people knew about methods related to calculation of loss of life expectancy due to premature death -
disability-adjusted life years - which reflected the losses sustained in countries by type of disease: heart 
disease, cancer and so forth. Despite its possible shortcomings, the method could be adopted by many 
countries. 

Mrs N'DIA YE (Mali) recognized that some decisions on priorities were unpopular. Like the Russian 
Federation, Mali had changed from a health care system that was entirely free of charge to one in which 
the populations made a financial contribution and not everything was free. That participation had also led 
to the populations being made responsible for defining priorities. In the modem world, it was impossible 
to ignore the populations' views on setting health priorities. For the next 10 years, Mali's planning system 
was to be based on the choices made by the population. 

Mr ZILHAO (Mozambique) said that in a country such as Mozambique, which was emerging from 
a conflict, a balance had to be struck between the epidemiological profile and the most efficacious 
measures. The State, which was responsible for the health of its people, should make room for others, such 
as private medicine and traditional medicine, because most ofthe population was dependent on traditional 
doctors. 

Dr MARQA (Jordan) observed that his country suffered from the problem of people who insisted 
on being treated abroad at government expense, even though perfectly adequate facilities were available 
in Jordan at about a hundredth of the cost. 

National health systems might be divided into three categories, those with universal health coverage, 
those in which health care was subsidized, and those in which the system was concerned with organization 
only. There was obviously no ideal system, and it would be interesting to hear views on the advantages 
and disadvantages of each category. 

Mr JUNOR (Jamaica), referring to the issue of catastrophic care, said that his country's system 
allowed citizens who wished to do so to seek treatment abroad, although resources for helping such people 
who relied on public assistance were very limited; the difficult decisions involved were taken by a 
committee of the Ministry of Health. Apart from those cases, however, examination of the question of 
equity and access fn the design of Jamaica's national health insurance scheme would necessarily ensure a 
catastrophic care element, allowing for sophisticated care not available on the island. Discussions on the 
matter were under way with neighbouring countries, particularly Cuba, where such care was available at 
a considerably lower cost than in North America. 

Mrs CAPLAN (Canada) said that despite the shortcomings of her country's system there were real 
opportunities for perfecting it, since it was based on the five principles of universal coverage, reasonable 
access, portability, comprehensiveness, and public administration. The system was one of illness treatment, 
although attempts were being made to incorporate more preventive aspects. The problem facing the 
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Federal Government was that the provinces were responsible for delivery of services and could only be 
influenced by discussion and provision of sound information and research. The issue of people leaving the 
country for treatment was used by certain interests which wanted more to be spent or priorities to be set 
differently. In reality however, less than 1% of the population left Canada for treatment, and most 
provinces would support anyone who had to do so because the service in question was not available in the 
province or in the country. On the contrary, Canada was very proud that many people came to it for care. 
She was sure that the basic principles of the Canadian system were adaptable to the prevailing situation in 
most countries. In particular, the principle of public administration, which made it possible to focus 
resources on the set priorities, made her country's delivery of health services more efficient than that of the 
United States of America and 40% less expensive. 

Professor REINER (Croatia) said that the problems faced by all countries in transition had been 
exacerbated for Croatia by the huge losses it had suffered in terms of human resources, the economy and 
the health infrastructure as the result of conflict. The Ministry of Health was therefore obliged to set 
priorities at every step, in the light of the very limited resources available. At the same time, the population 
was accustomed to a high standard of health care, and highly satisfactory technological and organizational 
possibilities existed for meeting health needs, covering the whole spectrum from vaccination to heart, liver 
and bone marrow transplants, CAT scans and magnetic resonance imaging. The country also had a 
sufficient number ofhighly qualified health professionals. Lack of the necessary financial resources and 
the pressure exercised by a population used to the availability and free delivery of advanced health services 
thus made priority setting extremely difficult. 

In Croatia, priorities were discussed by a committee composed of politicians and of medical 
associations and interest groups, which helped the Government to take the necessary decisions. Priorities 
were dictated, not only by financial considerations, but also by needs, so that priority had to be given to 
circumstances in which patients' lives and well-being were directly jeopardized, and particularly to 
vulnerable groups such as children, mothers, the elderly and people with disabilities. From the point of 
view of resource allocation, priority must be given to emergency services and primary health care; from 
the point of view of programmes, health promotion must be a priority concern. 

Mr EZHILMALAI (India), responding to comments concerning the relative importance attached to 
nuclear weapon production and health care in his country, said that there was no connection whatsoever 
between those two concerns. In 194 7, when India had achieved independence, the national life expectancy 
had been some 32 years, but because of improvements in health care it had risen to about 65 years. 

Dr MARQA (Jordan) said that, having taken office only two months earlier, he wished to ask 
participants to help him reach a reasonable conclusion on a difficult problem. 111nesses such as cancer, 
renal failure and AIDS were currently treated free of charge in Jordan, but he had recently been advised 
to change that policy, on the grounds that treating hopeless cases was not worth the money spent, which 
could be better used for treating curable diseases. If he were to follow that advice, his decision would 
probably be unpopular from the humanitarian point of view. 

Dr MORENO DE RIVERA (Panama) said that if the discussion continued to focus on the 
participants' own countries it would never be possible to achieve the global consensus sought by the round 
table. Participants had been asked if they were satisfied with their national health systems; in her view, 
no one was. The systems were disease centred, whereas the objective was to develop systems that dealt 
with health and disease. Existing systems were guided by biology, they were concerned with human 
biology rather than with the comprehensive biological, psychological and sociological nature ofthe world's 
human population. They were national and autocratic systems, centred on truth as perceived by the health 
team rather than on joint community management. She suggested that the debate should be recentred and 
that it should address democracy in health and awareness of health as an acquisition, and that instead of 
concerning itself with the achievements and shortcomings of each country it should adopt a global and 
forward-looking view. 
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Professor STARODUBOV (Russian Federation) commented that, with regard to pnont1es, 
physicians clearly understood that specialists in any branch of medicine would always be out to prove that 
theirs was the most essential for all categories of the population. In view of the shortage of resources, 
therefore, the first thing to do was to define the priorities, the range of services to be provided first. In order 
to do this, either one began with the needs of the population and then sought the requisite resources from 
the legislature or government, or one had to seek to provide the essential forms of medical care with the 
money available. 

For physicians, the former approach was preferable, but most States were in a situation where the 
latter option had to be taken. It became a matter of economics, a matter of either providing a kidney 
transplant for one patient or providing treatment for I 0 victims of stroke. In theory, such decisions should 
not be taken on financial grounds: the State was duty bound to provide the service. Where to find the 
resources was a problem for the legislature and for government. The population should receive such forms 
of medical care, or at least have access to them. But even if each health minister were also the finance 
minister, those problems would not be solved. The higher the standard of living, and the greater the 
demand for such a living standard, the greater would be the call for medical care and services. 

Mr THOMAS (Saint Vincent and the Grenadines) said he could not agree with the view that health 
was a human right, since everybody did not have the same ability to acquire health and a human being's 
health was primarily his or her responsibility. On the other hand, access to health care was indeed a 
fundamental right, and the services offered naturally varied greatly from one country to another, according 
to its financial situation and cultural background. 

Mr AL-MADF A (United Arab Emirates), referring to comments made by the delegate of Canada, 
said that a State which guaranteed all possible health care would clearly be unable to continue to pay for 
services, while a State which left its citizens without care would face dissatisfaction with the medical 
service. He knew that not everyone in Canada could afford to pay health insurance and that many Canadian 
doctors complained about high taxes, while the insurance sector itself complained about fraud on the part 
of some doctors. All that led to the conclusion that there was no such thing as an ideal national health 
system, although all countries were trying to reduce problems for their citizens and at the same time to 
reduce their budgetary expenses. 

In his opinion, responsibility for health should not be borne solely by ministries of health, but should 
be shared with the education, population, environment, sanitation, and communication sectors. The 
community itself should also cooperate with the service providers. The purpose of meetings such as the 
round tables was to establish clear health strategies and policies to face future challenges. Whereas in the 
1970s his own country had been faced with the challenges of malaria and childhood and environment
related diseases, by the end of the 1990s it was confronted with the prevalence of chronic diseases such as 
hypertension, heart disease, diabetes and cancer, largely because of the increase oflife expectancy from 
60 or 65 to 75 or 76 years; that increase, as well as a dramatic decline in infant mortality, stemmed from 
a strong political will to enhance all aspects of life, including health, education, the environment and 
housing. 

The DIRECTOR-GENERAL said that opinions seemed to be divided between the advocates of 
global and regional priority setting, and the views of ministers whose countries' resources were insufficient 
to enable them to pursue various programmes. Thus, the Minister from Saint Vincent and the Grenadines 
had expressed the realistic view that countries had to try to cope as best they could within their national 
allocations, while the Minister from the United Arab Emirates had pointed out that much could be achieved 
through developing and systematically implementing projects across borders. Neither approach was right 
or wrong and all countries, rich and poor alike, were trying to inspire and help one another, the rich ones 
favouring a partnership approach and WHO focusing on the poorest parts of the world. Nevertheless, since 
all participants had to deal with short-term responsibilities in their own countries, they also had to discuss 
how the existing resources could best be used and areas in which they knew that not enough was being 
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done. She herself had a long list ofthe services that should be developed: to take just one example, every 
woman giving birth should be assisted by a qualified birth attendant. 

Mr HOYBRATEN (Norway), referring to the appeal for advice from the Minister from Jordan, said 
that all questions of priorities were really questions of how human life and human dignity were valued in 
a country. Those values would differ from one country and one culture to another. In his country, the way 
in which someone treated people who could not be cured was a very good test of his or her values. He 
personally considered that the cost of telling people that health services could not be delivered to them 
because they would die anyway was much higher than the cost of providing the necessary treatment, even 
if it could not lead to a cure. 

Mrs CAPLAN (Canada) said that, although she agreed with the previous speaker, part of the answer 
to the question raised by the Minister from Jordan was concerned not only with the need for compassionate 
palliative care, but also with the need to ascertain what would produce the best outcome and to conduct the 
research needed to seek a cure and an extension of productive life. 

In her view, a shortcoming of the debate was failure to differentiate between health and health care 
services: all countries should set their priorities on the basis of what was going to improve the health status 
oftheir populations, and that stemmed from provision of universal access to whatever services the country 
could afford. In Canada, the very loose national health system was strengthened by the participation of 
nongovernmental and other voluntary organizations providing services which the Government could not 
afford to supply alone, so that the concept of partnership became very important for the development of 
access to new services and for encouraging the participation of the population. 

Mr MEKI (Eritrea) said he could not agree with the Minister from Norway that there was any 
fundamental difference in the values adopted in various countries, since it was only human for a minister 
of health to want to cure everyone. The question raised by the Minister from Jordan was really whether 
countries with limited resources were willing to spend what they had on expensive transplants, when 
children were dying for lack of vaccination and mothers dying in childbirth in the absence of trained 
attendants. The question was really one of choice. Emergent countries could not depend on assistance 
from nongovernmental organizations or other countries in performing transplant or open heart operations. 
Unlike the Minister from Saint Vincent and the Grenadines, he believed that health was indeed a human 
right, as that meant that a mother in an emergent country should be guaranteed by the State to have a safe 
delivery; in developed countries, such guarantees were provided by the overall state of the national 
economy. The dilemma raised by the Minister from Jordan was thus a very real one and boiled down to 
the question whether emergent countries should spend their money on guaranteeing safe basic health care 
for the majority of their people, or whether that money should be squandered on providing sophisticated 
care for 1% of the population. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) pointed out that where financial 
assistance was concerned, the issue was not whether donors or beneficiaries should decide how to use the 
money made available for health programmes. Both parties should agree on the priorities already set by 
the ministry ofhealth. In complex situations, priorities should be set jointly by donors and beneficiaries. 
There had not been any problems in his country, not because the authorities had sought to avert conflict 
with donors to ensure that they did not tum their attention elsewhere, as might be thought, but because 
careful and rational priority setting had been understood by well-intentioned donors who wanted to provide 
assistance. 

Mr BUT ALE (Botswana) said that priority setting was an absolute necessity in a vast, sparsely 
populated country like his own, with extremely meagre resources. Planning was started from the local, 
through the district, to the national level. Moreover, the priorities reflected the wishes of the people from 
the lowest to the highest level, which made screening easier because certain projects would probably be 
repeated. The minister of health was responsible for planning and setting priorities, and subsequently 
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consulted the ministry of finance and other interested ministries. The first priority was to ensure that the 
infrastructure was spread throughout the country, equipped with the basic essentials and made accessible 
to the people, especially the poor. With regard to the possibility of treatment abroad, the system permitted 
referral from the lowest facility to the highest, or the national hospital, where the medical staff would 
determine whether patients should be treated abroad, mainly in South Africa. If a project was supposed 
to be donor funded, the national authorities indicated what was needed to the donor, and that could entail 
negotiations in some cases. No serious problems had been encountered with that mechanism. 

Mr HOYBRA TEN (Norway), referring to the modalities of funding projects, said that the procedure 
began with a dialogue to ensure that the project met a real need. The dialogue was continued throughout 
the planning process and subsequent evaluation of the project. 

Mrs CAPLAN (Canada) said that the Canadian International Development Agency (CIDA) tried to 
respond to the real needs of the country that was being assisted and to set priorities which would help to 
build up that country's capacities in matters that would have an impact on the national health status. It was 
usually the recipient country that approached CIDA with suggestions and proposals concerning its needs, 
and unfortunately Canada received far more requests than it was able to meet. 

Professor REINER (Croatia) observed that, although dialogue between donor and recipient countries 
was indeed highly desirable, it was unfortunately seldom achieved in practice. The reason might be lack 
of infrastructure in the recipient country, lack of capacity to accept the donation, or pressure from various 
groups for priorities that would favour their own interests rather than those of the population at large. On 
the other hand, there were also priorities advocated by the donors which were not in the real interests of 
the recipient countries. Thus, Croatia had been approached with an offer of a project for caring for AIDS 
patients, whereas there were some 48 such people in the country; when it had suggested that help was 
needed with other health problems, the donor country had expressed disinterest, clearly because AIDS was 
a topical subject of media concern. 

Professor KAKOU GUIKAHUE (Cote d'Ivoire ), evoking the issue of globalization, said that in the 
health sphere, some countries could work together, create a form of community and pool their resources 
to resolve health problems. In French-speaking West Africa, for example, the subregional Organization 
for Coordination and Cooperation in the Control of Major Endemic Diseases had existed since 1960. 
Shortly, in June, there would be a vaster organization in West Africa, grouping 16 countries that would 
jointly focus their attention on health issues. It was through such regional structures that WHO or the 
World Bank could provide assistance. 

A concrete example was the devaluation ofthe CFA franc in 1994; all Members ofthe CFA zone 
had joined forces to adopt a common drugs policy. They had succeeded in reducing the pretax price of 
drugs, whereas in the past the pharmaceutical industry had set a price for each country. If 16 countries in 
West Africa were to state that they intended to adopt the same maternal and child health programmes, the 
same poliomyelitis or tetanus control programmes, success would be possible. To sum up, the formation 
of regional groups was an obligation and a prerequisite for defining priorities. 

Mr BUT ALE (Botswana) said that before independence his country had suffered from depredations 
on its infrastructure from hostile neighbours with racist regimes. Nevertheless, Botswana had pursued a 
foreign policy of enlisting the help and support of its neighbours which had since gained independence, 
such as Namibia, liberal South Africa and Zimbabwe. With them it had formed the Southern African 
Development Community which covered all sectors of the economy and provided its members with 
exposure to the international community. 

The CHAIRMAN, speaking as the delegate of the Libyan Arab Jamahiriya, observed that health 
could not be regarded as more important than such sectors as nutrition and education, and that every 
country would naturally set its own priorities according to its special needs and circumstances. 
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Responsibility for health services was shared by individuals and the State, and globalization could not solve 
the problems of developing countries because of the many different situations. Regional groupings might 
provide certain benefits, but only to a limited extent. 

Mr JUNOR (Jamaica) said that the challenge facing ministers related to the fundamentals of health 
policy, or the emphasis placed upon the preventive and on the curative. In determining priorities in 
Jamaica, the country's epidemiological profile in both areas was examined, and the available resources 
were weighed against the degree ofthe disease burden, challenge or threat. Priorities must be determined 
in consultation with the stakeholders, and part of the challenge also lay in building the necessary 
consultative mechanisms. The consultative process once established, there remained the difficult task of 
educating a broader section of the public about choices. For example, Jamaica now had 24 hospitals for 
a population of2.75 million and many of those institutions operated as clinics rather than as hospitals. To 
close or to change the use of some of them could become a serious political problem, and when hospitals 
had been closed in four areas, the incumbent members of parliament had lost their seats. Accordingly, there 
was a political reality involved in prioritization, and he would welcome suggestions on how to develop a 
priority-setting process which would at least minimize political pitfalls, if they could not be avoided 
entirely. 

Participants were invited to state in a single sentence the health service area in which they would 
not be prepared to make a single concession, even if their ministerial post hung in the balance. 

Mr AL-MADF A (United Arab Emirates) said that his top priority area was vaccination. 

Mr THOMAS (Saint Vincent and the Grenadines) said that he would resign if the Government were 
to announce that the tobacco situation in the country could not be improved. 

Mr HOYBRA TEN (Norway) said that first priority must be given to the weakest and sickest, who 
in Norway were mentally ill people. 

Mrs N'DIAYE (Mali) said that the real priority was maternal and child health. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) said that his first priority was 
prevention, in other words, primary health care, with its eight components. 

Dr MARQA (Jordan) said that his country's first priority area was primary health care. 

Mr JUNOR (Jamaica) said that, since his country's primary health care system was integrative, 
priority was given to everything that fundamentally affected the delivery of primary health care. 

Mr EZHILMALAI (India) said that, since his country was a democracy and since health was a 
fundamental human right, India was determined to provide basic minimum health care for every citizen. 

Mr BOUKOUBI (Gabon) said that the absolute minimum was first of all primary health care and 
secondly prevention, especially as part of mother and child health. 

Mr MEKI (Eritrea) said that it was most important to stress the right of the community to determine 
its own health priorities and always to keep expenditure within the available means. 

Professor REINER (Croatia) said that his top priority was primary health care and prevention, 
particularly with respect to care for women and children. 
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Professor KAKOU GUIKAHUE (Cote d'lvoire) said that his priority was mother and child health, 
within primary health care. 

Mrs CAPLAN (Canada) said that her country's most important concerns were the values of equity, 
sharing and caring, comprising the principles of universal coverage, reasonable access, affordability and 
some public administration. 

Mr BUT ALE (Botswana) said that he would certainly resign if the Government suddenly decided 
that nobody would be treated in hospital unless they were able to pay for it. 

Mrs ROSEIRA (President of the Health Assembly) said that the initiative taken to hold ministerial 
round tables should be commended. It had given everyone an opportunity to explain their priorities and 
it was possible to conclude by pointing out that everything was relative. Although there were universal 
values, the resources available to meet needs were different. Priorities were unequal; only the richest 
countries could consider satisfying needs that were other than essential. Those least developed countries 
that wanted to provide their people with better health coverage would have to develop more balanced health 
services: many such countries were grappling with the problem posed by a mixed private and public sector. 
That type of debate was instructive and would allow everyone to put their choices in order, better to satisfy 
the needs of the populations. 1 

The round table rose at 17:35. 

1 For the reports of the Chairmen to the Health Assembly, see document WHA5211999/REC/2, ninth plenary 
meeting. 



2. INVESTMENT IN HOSPITALS: DILEMMAS FACING MINISTERS (Document A52/DIV /5) 

Tuesday, 18 May 1999, at 14:30 

Chairman: Dr T.J. STAMPS (Zimbabwe) 

Dr SHISANA (Executive Director) pointed out that in most countries a sophisticated health care 
infrastructure was concentrated in cities and less so in rural areas. In some countries decisions to build 
hospitals were often made without the knowledge ofthe minister of health, without thorough consideration 
of the needs of the population to be served, and withoutthe involvement of such key partners as the people 
who were supposed to work in the hospitals. The norms and standards required for planning national health 
services were sometimes ignored and equipment was often selected and acquired without considering the 
necessary maintenance. Such decisions could either lead to greater efficiency or to efficiency losses, which 
were bound to entail very high costs, as would the absence of inventories of equipment. Running a modem 
sophisticated hospital required managers who had the necessary expertise, but unfortunately that was often 
lacking. It had been suggested that the best way of dealing with the lack of management expertise was to 
introduce such concepts as greater hospital autonomy, but without a clear public policy on the way in which 
that autonomy was to lead to improved health of the population, it could only cause more problems. 

The key dilemma was how to rationalize and restructure hospitals in a way that would lead to cost
effective health care and to improved health outcomes. Ministers of health needed to define a balanced 
portfolio ofhospitals consisting of public, profit-making, non-profit-making private, and military, hospitals. 
It might be necessary to define a pattern of referral and to outline clearly how central, provincial and district 
hospitals and health centres were to be organized so that services could be provided at the appropriate level. 
Reduction of budgets might induce the State to purchase the services rather than to finance the buildings. 
Governments might outsource laundry and food services. Unfortunately, however, research on the splitting 
of payment for services and provision of services had not yet shown any major beneficial effects, in terms 
of either cost containment or health outcomes. 

Another way in which the cost of health care might be reduced would be to encourage more patients 
to use primary and secondary health facilities. Charging higher fees for patients who bypassed primary care 
facilities to go directly to central hospitals might result in considerable savings. Indeed research had shown 
that 75% of central hospital outpatients could be treated more cost-effectively at a primary or secondary 
health facility. 

Another crucial issue was that of human resource development. It was essential to have better 
motivated, better trained and better paid staff, for without them running hospitals could be extremely 
difficult. Decisions on investment in expensive medical equipment should be made more rationally, by 
controlling its purchase and by accepting donations of equipment only if they really fitted in with 
established plans. The decision to purchase equipment might well depend on (a) whether a country had 
a policy on essential technology and on decentralizing the provision of certain clinical procedures, 
(b) whether the plan and budget for current costs had been made in advance, and (c) whether there were 
people trained to provide that service. 

The essential challenge facing ministers was to determine whether they should purchase a service 
or provide it themselves. To increase managerial efficiency, should they appoint professional managers 
on performance contracts or use medically qualified managers? To improve distribution of health care 
facilities and ensure equity, particularly of access, should they consider regulating the total number of 
public and private hospitals in a given community? Should they provide intercountry services in cases 
where two or three countries in a region decided to build a single regional health facility to which they 
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could refer some of their patients? Lastly, participants should consider the circumstances in which 
catastrophic insurance should be provided for public hospital use. 

Dr SUKAROMANA (Thailand), responding to the question of whether ministries of health should 
divest themselves of hospitals and develop systems of purchasing services on contract from the pub lie and 
private sectors, supported the initiative of separating the roles of funding and provision of health services. 
However, first, ministries ofhealth needed to provide hospital services in areas where there were no private 
hospitals or where local government hospital services were weak, in order to ensure equitable distribution 
ofhospital care to remote rural areas which in many developing countries covered more than 70% of the 
population. Secondly, successful reform called for careful and thorough preparation, since experience had 
shown that reckless and weak regulation usually resulted in worse quality of hospital services and a higher 
degree of inequality. Thirdly, the success of contracting out to achieve higher efficiency and quality of 
hospital service depended greatly upon the mechanism of payment to providers and on quality control 
measures. Capitation payment with good hospital accreditation systems might be the best answer, 
particularly in terms of cost containment, but there was a need for strong technical support and capacity 
development in the ministry of health in order to carry out those new roles. Thailand's experience with 
health services under the social security scheme paid for on a capitation basis demonstrated the efficiency 
of cost containment by contracting out to public and private hospitals, which provided a good opportunity 
and entry point for the system of hospital accreditation. 

With regard to the issue of whether hospitals should be run by professional managers on 
performance-based contracts or by medically qualified managers, he believed that the problem was less one 
of who should manage the hospitals than of how they should be managed. Good hospital management 
depended on three factors: a good manager, or someone who was wise, versed in human skills and above 
all honest; a good system allowing for a less bureaucratic decision-making process combined with 
accountability, transparency and responsiveness to public demand; and a strong civil society entailing 
active community involvement in maintaining a sound system. 

He also considered that ministries should indeed regulate the total number of public and private 
hospital beds in a given community in order to ensure equitable distribution of health care facilities. In 
addition, the ministry of health should regulate distribution ofhuman resources, since control of the supply 
would prevent the overinvestment that unnecessary demand could induce. The issues should also be 
extended to control of the dissemination of such high-cost medical technologies as CAT scanners and 
magnetic resonance imaging. Efforts should be made to share capital resources between the public and 
private sectors in the same locality, in order to promote efficient use of limited resources. Purchasing 
services from the private sector or making internal market arrangements for purchasing services within the 
public sector would improve overall efficiency. 

Mr ROMUALDEZ (Philippines), referring to the question whether services should be provided or 
purchased, said that his country had for a long time operated a mix of private sector provision and public 
hospitals, which as a general rule cared for those who could not afford to pay, whereas the private hospitals 
mainly catered for wealthy patients. The Philippines intended to maintain that combination of private and 
public ownership, but would provide a system of incentives and disincentives to encourage the private 
sector to participate more actively in delivering services to government partners and to engage in more 
public health activities. Despite four successive ministers of health whose major concern had been the 
development of public health services and primary health care, the public health component of the budget 
of Philippines' Department of Health had been constantly eroded by the addition of an increasing number 
of hospitals. One way of combating that trend was to require both public and private hospitals to provide 
primary care services and to engage in public health activities. A start would be made with the public 
hospitals, but it was hoped also to convince private hospitals to act accordingly. 

In the Philippines, private hospitals were currently managed independently, whereas public hospitals 
were run on a bureaucratic State basis. A new system was being proposed whereby the public hospitals 
were to be given almost the same autonomy as private ones, but with accountability to local boards selected 
from among the community and nominated by regulatory agencies, such as the Department of Health. The 
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major issue was differentiation between the need to show performance by maintaining fiscal management 
and to provide social services, the main objective being to achieve a balance between those two 
responsibilities. The regulatory systems for both government and private hospitals were being 
strengthened, and it was hoped in that way to establish a fully interconnected hospital network with a 
functional referral system. 

With respect to intercountry facilities, his country's population was large enough to support its own 
national hospital system and some of its hospitals were servicing neighbouring Pacific Island States. 
Arrangements with other countries were being encouraged. 

With regard to financing, the existing national health insurance programme currently accounted for 
about 1 0% of the total expenditure on health, and the intention was to increase the share of that system to 
approximately 35% and the share of private insurance systems to about 10%, so that a total of 45% of 
health sector spending would be covered by insurance. By starting on a small scale, it would probably be 
possible for the Department of Health to provide guidance for institutions that would be paid for their 
services. For example, the insurance system currently only paid for hospital costs and not for anything done 
outside the hospital, but an experiment was under way to have the insurance system pay fm illnesses that 
were major public health problems such as tuberculosis and certain childhood diseases. It was hoped to 
expand that experiment to include most of the outpatient services that could be provided by hospitals and 
other facilities, thus discouraging the current overutilization of hospitals. Benefits from the insurance 
system were also being expanded and it was hoped thus to encourage the expansion of membership. In 
addition, an ambitious indigency programme was being introduced whereby the national and local 
governments shared the cost of premiums for indigent people in every community. The final objective was 
to cover 100% of the population. Since health insurance paid for some 35% to 45% of total health 
expenditure, it was hoped that the balance could be used to set up more effective and efficient public health 
services. 

Professor ADEYEMI (Nigeria) said that hospitals in his country were funded from two sources, the 
public sector and government subsidies in the form of capital and recurrent allocations. There were also 
hospitals financed exclusively from private sources, mainly in the large cities, while public hospitals mostly 
operated in rural areas and at the local level. Responsibility for funding hospitals was divided, primary 
health care being the main concern of local government, secondary care that of the State government, and 
tertiary care that of the federal government. Apart from subsidies, funding also included fees paid by 
patients, and a scale of minimum fees had been established for various services. At the same time, 
provision was made for people who could not afford to pay fees, and a drug revolving scheme had been 
introduced, whereby drugs were purchased and the proceeds ploughed back into recycling the mechanism. 
The mark-up of only some 10% thus made drugs generally affordable, especially for the rural population, 
and the scheme had been extended to cover consumable products such as bandages, surgical sutures, 
syringes and needles. That initiative had been supplemented by the Nigerian Petroleum Trust Fund, some 
proceeds from the sale of petroleum products being set aside for sectoral spending, including both drug 
supplies and some infrastructural rehabilitation and provision of equipment in the health sector. In 
addition, the Government had recently approved a national health insurance scheme which, it was hoped, 
would generate approximately 33 billion naira for health care - perhaps twice what was currently being 
spent in that area. 

Efforts were also being made to encourage intramural private practice in the public hospitals, so that 
doctors could see their private patients in special wings of those hospitals, instead of setting up separate 
private facilities. The charges for those special services would obviously be much higher than those for 
ordinary patients, and the funds realized from the scheme could be used to provide care for the less 
privileged. In all those ways, Nigeria was trying to strike a balance between public and private participation 
in funding health care delivery and thus to attain the goal of health for all by the year 2000. 

Mr KED ELLA (Chad) said that the State could neither solve all public health problems on its own 
nor leave them all to the private sector. The State and the private sector should work in tandem to increase 
health care coverage in the country. But by giving a role to the private sector, the State should not be seen 
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as withdrawing from the health sector, still less as privatizing it. The respective roles of the public and 
private sectors should be defined in a partnership. It was important for the State to stop depending on 
external aid for the financing or management of hospitals. The status ofhospitals had to be defined and 
the way that drugs and equipment were procured had to be regulated, giving precedence to primary health 
care. 

Mr NEMOTO (Japan) observed that the division of labour between public and private hospital 
management was bound to differ from one country to another. In Japan, private hospitals predominated, 
whereas the Government was responsible for difficult diseases and highly sophisticated medical care, and 
the municipalities offered services to remote areas as well as emergency medical services. That division 
of labour raised important issues concerning sources of financing and allocation of funds. Under the 
universal health insurance system that Japan had set up in 1961, everyone had access to low-cost medical 
services and the private and public sectors each played their respective role. Raising the efficiency of the 
system involved two important issues: the linkage between primary health care clinics and the big 
hospitals, and the number of available beds, which was controlled on a regional basis. Where hospital 
management was concerned, Japanese hospitals were run by doctors with managerial skills, and at the 
international level Japan offered various training programmes through its international cooperation agency 
to enhance management skills in the hospitals of developing countries. With regard to the purchase of 
medical equipment, each Japanese hospital had its own policy, and expensive equipment was sometimes 
shared by a number of hospitals or clinics in order to increase cost-effectiveness. 

Mr MUBARAK (Iraq) said that the unprecedented blockade imposed on his country had compelled 
it to use its meagre resources cost-effectively in order to provide equitable care services to all citizens. For 
a population of 20 million, there were 30 000 beds in government hospitals and only 2700 in private 
hospitals. Iraq had formerly provided all medical and health services free of charge, but because of the 
blockade a self-funding scheme had been established, under which one half of the beds in big hospitals 
were paid for by the patients and the other half were reserved for the poor at nominal fees. The 
Government subsidized staff salaries and hospital premises, equipment and drugs. The income generated 
by the hospitals was also divided into two halves, one half given to the staff as incentives and the other 
spent on developing the hospital and maintaining equipment. Health service delivery had thus been 
improved without placing additional burdens on the State treasury. Dispensaries provided all families with 
drug cards and each citizen was entitled to be referred to a government dispensary six times a year, the 
actual global rate being 2.1 7. The number of patients seeking services other than emergency aid and 
preventive consultations had thus been streamlined. 

With regard to management, very wide powers had been conferred on hospital boards of directors. 
Hospital managers were preferably members ofthe medical profession, and the Ministry of Health was 
responsible for guidance and follow-up. Iraq did not wish to participate in intercountry training activities, 
but preferred to focus on national issues. Emergency, disaster and epidemic services were entirely 
subsidized by the State. 

Mr NUAMAH DONKOR (Ghana) said that, with the advent of primary health care in 1978, most 
partners had lost interest in hospital services, which were considered to be of secondary importance. As 
a result it was very difficult to provide the necessary infrastructures, equipment and staff for hospitals. In 
an effort to resolve the problem, Ghana was trying to implement "a hospital strategy", which would define 
the role and function of hospitals in health sector development, develop systems for good governance, 
management and coordination, and establish a capital development programme to rationalize the expansion 
of hospital services in the medium to long term. 

As to whether ministries of health should divest themselves of the responsibility of providing quality 
health care by purchasing services on contract, it was interesting to note who the service providers actually 
were. In Ghana, around 40% of hospital services were provided by the private sector (30% by non-profit
making hospitals) and the remaining 60% were provided by the Government. Before deciding to contract 
out services it was important to ascertain whether the public and private sector had indeed the capacity to 
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reach out to people living in the rural areas and provide them with basic health care. The situation was 
particularly difficult for the private and public sectors alike in deprived areas where there were no hospitals 
at all. The lack of basic infrastructure posed various logistical and other problems for potential health care 
providers, such as how to move the equipment required. 

Ghana had made an effort to solve such problems by mobilizing health professionals in the public 
and private sectors to move into deprived areas under a scheme called "Outreach Services". The service 
providers were offered incentives in addition to standard fees for work in such areas. 

With regard to the questions of who should manage hospitals and of how their efficiency could be 
increased, experience showed that, for a variety of reasons, doctors with managerial skills were preferable 
to nonmedical staff. The problem facing developing countries was a lack of managerial skills in general. 
In Ghana steps were being taken to provide training programmes in management and business 
administration for hospital doctors holding managerial positions. Upon completion of such training, 
doctors were undoubtedly better able to run the hospitals than people from a nonmedical background. The 
question of how many private and hospital beds were available in a given community could not be solved 
through regulation. In his view, it would be preferable to provide incentives to encourage service providers 
to move into deprived areas. 

He was particularly interested in the comments about the Nigerian Petroleum Trust Fund. Along 
similar lines, Ghana had established a health fund into which companies would pay a certain percentage 
of their profits. The fund allowed people, both rich and poor, to have access to expensive but indispensable 
treatment, including cardiovascular surgery, renal dialysis and cancer therapy. 

Professor GUIDOUM (Algeria) said it was very difficult to discuss hospital management because 
the problems varied so much from one country to the next, in terms of both organization and policy
making. In Algeria, treatment was free, and partnership with the private sector had recently begun. Some 
matters, however, were common to all systems: the performance of a hospital, the quality of its 
management, opening ofhospitals, and the quality of their environment and services. 

There were two sides to hospitals in Algeria: industrial, which covered laundry, pharmacy and the 
technical services, and catering. All those aspects meant that hospital performance posed extremely 
important problems, for example, the lack of maintenance policy. 

The quality of a hospital's management should not be seen in terms of the performance or 
qualifications of a manager. A hospital should be managed by the community it served. The boards of 
administration of Algerian hospitals included all partners: health service users, associations and trade 
unions of both medical and nursing staff. Hospitals included several teams such as the drugs committee 
and the hospital hygiene committee, which allowed services to be adapted and results to be improved. 

Quality of equipment was not an essential element: the real question was what to do with equipment, 
since how it was used depended on staff training. The training of physicians had to be geared to first-, 
second- or third-level hospitals. In-service training was needed to keep up with technology and respond 
better to demand. For each level of hospital definition was needed for staff profiles, conduct of continuous 
training and adaptation of technology in order to meet needs. 

Each hospital should define its level of activity in terms of a hierarchy of drugs, technical services 
and medical staff. That level of activity should of course be supported by the nursing staff and the social 
workers, and by all those who liaised between the hospital and the community it served. It was important 
also to rationalize facilities. Deciding to close or restructure a hospital was never easy. Dialogue could 
help to decide how to carry out restructuring cheaply and effectively. 

Dr EL F ASSI (Morocco) observed that in developing countries it was very hard to answer the 
question whether the ministry of health should divest itself of management or hospital responsibilities. 
Although in some big cities or some sophisticated hospitals it might be possible to purchase services, 
elsewhere the government had to intervene because there was no other choice. Although Morocco had a 
public and a private health care sector, 80% of hospital beds belonged to the public sector. It was proposed 
to establish universal health insurance schemes, without which no progress could be achieved. The fact 
that poor people received free service in government hospitals created an imbalance in hospital budgets. 
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Where management was concerned, the problem seemed to lie less in the specific qualifications of 
managers than in the discipline and sensible rules that should govern relations between professional 
managers and the medical profession. Lastly, the serious difficulties that developing countries experienced 
with regard to maintenance probably derived from the wide variety of equipment used. The situation could 
hardly be improved without some degree of standardization. 

Dr CUENT AS YANEZ (Bolivia), referring to the cost of contractual obligations and their 
repercussions on the neediest populations, said that Bolivia, like many least-developed countries, was 
forced to choose between setting up and running a network of secondary-level services or acquiring the 
latest technology. It also had to be considered whether the quality of hospital care and of services would 
be improved by continuing to base the wages of hospital medical staff solely on the number of days worked, 
rather than on the type of work. Such a wage system might generate inefficiency. In future, new forms of 
remuneration for medical and paramedical staff would have to be studied, such as payment by capitation, 
fee-for-service, or medical act depending on the personnel's skills. Hospitals had to become highly 
efficient social service enterprises. Managerial autonomy for hospitals with the participation of the 
community at large could become a valuable instrument for improving their quality and managerial 
capacity. Two issues had still to be debated: the incorporation of high technology into hospitals and the 
remuneration of medical staff. 

Professor RA TSIMBAZAFIMAHEF A (Madagascar) said that financial reform of the health sector 
had been essential in Madagascar; extra resources had had to be obtained from the State, and partial cost 
recovery had been instituted through a system of partnership. That had given rise to a pay bonus for health 
professionals working in hospitals. 

One problem in hospital reform was drug management which, as far as hospitals were concerned, 
was arranged through service contracts with the private sector. While proper administration was clearly 
needed in hospital management, qualified managers, sound management structures and above all 
enlightened management by a physician manager remained indispensable for the proper running of 
hospitals. 

Hospital reform was certainly the most complex in the health system, since health ministry decisions 
involved political and ethical considerations, matters of equity and international solidarity. It was important 
to invest in hospitals, which was why he called for consolidated partnership involving the State and users, 
as well as substantial external cooperation. 

Mr SOSA RAMIREZ (Guatemala) said that the situation in Guatemala was very particular. As 
Dr Sen had observed at the Health Assembly, it was clear that an increase in per capita income improved 
the health situation, but such an increase was not sufficient, and public expenditure was necessary. In that 
respect, Guatemala had promoted efficient and transparent expenditure on health, and had implemented 
technical and financial measures that had allowed the prices of inputs considerably to be reduced. For 
example, the purchase price of drugs had been reduced by 80%. For political and social reasons, however, 
cost-recovery systems ofthat type could be implemented only in highly specialized hospital facilities, such 
as those treating chronic kidney patients or performing cardiovascular surgery. 

In Guatemala, hospitals were an integral part of the health care system, and the desire to improve 
hospital management was part of the effort to improve primary care. Although outpatient preventive care 
predominated at the community level, as primary care developed it was becoming necessary to strengthen 
the secondary and tertiary levels, because hospitals were starting to admit referrals from the communities; 
hence the need not only for highly technical and specialized hospitals, but also for sound administrative 
and financial management. 

As for those responsible for managing hospitals, the vast majority were still physicians, but technical 
medical functions were gradually being separated from administrative and financial functions, and for the 
past two years, economists had begun to participate in the management and financial administration of 
hospitals. A health services management school, intended for both physicians and economists, was already 
operating. 
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Dr AL-MOUSAWI (Bahrain) said that, although the question of who should manage hospitals had 
been under discussion for the past three decades, there was still no clear answer. If physicians managed 
hospitals, they lacked managerial, financial and accounting skills, deficiencies which were much more 
obvious in large unit hospitals. However, people with a non-health-related background, though usually 
successful in running hospitals as a business, lacked the extensive knowledge of health required for 
planning and policy-making. They did not normally satisfY medical staff as policy- and decision-makers 
for health care programmes. 

In Bahrain, a one-year vocational training programme leading to a diploma in health or hospital 
management had been introduced for physicians, nurses, other hospital personnel and hospital managers. 
Some success had been achieved in improving hospital management, but problems remained and the search 
for compromise solutions continued. 

As to who should decide on the appropriate number of public and private beds, since ministers of 
health held the ultimate responsibility for health care, they should set standards and have control over beds. 
Too many beds meant empty beds; too few beds meant high costs, long waiting lists and dissatisfied 
people. 

Professor LUO (Zambia) said there were no answers to the five questions under discussion. Reforms 
had been taking place throughout his training in three industrialized countries, and those countries were 
still reforming. In a global society the less developed countries wanted to attain the same level as the 
developed countries, but to endeavour to run a health service in Zambia equivalent to that in Switzerland 
was to invite constant frustration, experimentation and mistakes. On the subject of purchasing services, 
he pointed out that since no private laundry or catering services were available to a hospital in the bush in 
Zambia, those services could not be contracted out. 

As for hospital management, the qualities of empathy, love and caring required of health workers 
did not necessarily equip them to be good managers. Good managers, however, had no time for love and 
empathy; a hospital would be well run, but at the expense of the patients. Again there were no answers. 
Poor countries should be realistic in accepting and building on what they had, in order one day to attain the 
levels ofthe more advanced countries. Large-scale experimentation with primary health care, health reform 
and fresh starts was very costly in poor countries, but the experiments continued, as did the problems in 
the health sector. Health, like life, was very difficult and very complex. 

Mr FAIREKA (Cook Islands) agreed with the previous speaker that health dilemmas would endure. 
The demand for health would never be controlled, at best it might be possible to place some restrictions 
and a degree of control on the supply. The problem of hospital management differed between the 
developed, the developing and the least developed countries. In some least developed countries, where the 
majority of hospital patients suffered from communicable diseases, management control in terms of cost 
was impossible; but in some developed and developing countries, where noncommunicable diseases 
predominated, some control was possible, for example through education. Politicians should be aware that 
noncommunicable diseases were controllable. Management in hospitals meant purchasing technologies 
appropriate to the type of patient so that a degree of control could be exercised through user payment. 
Noncommunicable diseases were controllable in the sense that if people were required to pay for their 
health they would do something about it. 

Mr ALI MOHAMED RUST AM (Malaysia) said that for many years his country had been investing 
heavily in hospitals. It also subsidized hospital bills: poor people, government employees and their 
relatives were given hospital treatment free of charge, while others paid only a minimum contribution 
towards hospital bills. Health was the third priority in the national budget after education and defence. 

With regard to hospital management, it was worth noting that all State-run hospitals in Malaysia were 
managed by doctors who had undertaken postgraduate training in hospital management. They understood 
both medical and managerial problems and, so far, the Government was satisfied with their performance. 
It was therefore likely that the trend of using managers with a medical background would continue, 
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although a small number of hospitals were run by professional managers who did not have a medical 
background. 

On the question of whether health ministries should develop a system to purchase services on 
contract from public and/or private providers, he observed that the Malaysian Ministry of Health was 
gradually diversifying its approach to hospitals through purchasing, contracting out, co-privatization and 
privatization of services in an effort to improve efficiency by sharing available resources. There was 
currently a system of purchasing services on contract from the private sector, including laundry, 
maintenance and waste-management as well as biomedical services, diagnostic scans and radiography. 

The idea' of Member States investing in intercountry training centres for tertiary treatment instead 
of building their own institutions was not widely accepted mainly because it incurred high costs. Malaysia 
had sent some doctors abroad to training centres when necessary; some patients had also received treatment 
overseas. However, by far the best solution would seem to be to take greater advantage of the possibilities 
offered by information technology and telemedicine to share knowledge and expertise and seek advice on 
treatment. 

Mr KET SEIN (Myanmar) said that hospitals did not exist solely for the purpose of treatment, but 
formed an integral part of the comprehensive system ofhealth care in Myanmar. Hospital treatment was 
merely one aspect of the wide-ranging health programmes available to the community. Hospitals also 
served as training institutes for doctors, nurses, midwives and public health staff. In Myanmar hospitals 
in the public sector were better equipped for medical care than those in the private sector. In accordance 
with relevant legislation, patients who could afford to pay for treatment must do so; however, the 
Government catered for the poor. Around a quarter of hospital beds in public hospitals were now being 
set aside for private patients who enjoyed special facilities such as private rooms, air-conditioning and 
television. Fees had also been introduced for some other optional facilities. In addition, trust funds had 
been set up by local nongovernmental organizations and private donors to be used for the running of 
hospitals. In order to make for greater efficiency diploma courses in hospital administration were being 
organized for doctors holding managerial positions. 

Mr MASHAKO (Democratic Republic of the Congo) said that his country, which had been bearing 
the weight of war and decades of mismanagement, had embarked on major health reform in 1998. There 
was now a framework law to define the operation and organization of the national health system. The 
national plan and all policy in that area had been thoroughly revised. An essential aspect of that was the 
reform of hospitals, which were institutions designed to serve the population. The hospital was a social 
object by definition and by vocation. It was a place where ethics and policy were important. The 
Government, through the Health Ministry, had to shape the policy on what the hospital should do and on 
the part it should play in the health system as a whole, giving priority to primary and secondary levels rather 
than to tertiary services which, in certain cases, absorbed practically three-quarters of the budget. Hospitals 
had to be looked at also in terms of human rights. People with rare diseases calling for specialized 
treatment had a right to such care. While ensuring equal access for all citizens to medical care, the State 
should also, therefore, ensure that the minority of special cases had access to quality medical care. 

National experience in hospital management was interesting. Twenty years previously the country 
had opted for decentralization, which meant that neither the Minister of Health nor the Provincial Governor 
had a say in hospital management. There were therefore two types of management in the country: 
management by administrators and management by physicians, both categories being trained in special 
schools. Although a physician who was trained in management certainly managed better, the best results 
were obtained - given equal qualification and training - by those who had managerial qualities and high 
moral standards. The country also had experience oftwo types of medicine: public and private, the latter 
and more successful of which consisted of a system linked to religious institutions that provided accessible, 
quality care, and a purely private system that provided good care but at a high cost. 

There was also the possibility of investing private capital in State hospitals to try to improve both 
the management of hospitals and accessibility of care. At the same time, primary health care would 
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certainly have to be improved. Lastly, the people would have to gradually participate in the budgeting and 
operation of medical care. 

Mr OPIMBA T (Congo) said that the question of regional cooperation in health was important, as 
it had been in the past, when most African countries after independence had experienced a form of regional 
integration for training. There had been intercountry training centres and opportunities for treatment in the 
various groups of States that had emerged after decolonization. After that, each State had gone on to affirm 
its own sovereignty, without excluding a desire for regional integration. There were advantages in 
adaptation to take account of the situation that was causing difficulties for each State in terms of certain 
health requirements. The Congo had a hospital partnership with its neighbour, the Democratic Republic 
of the Congo, whereby patients went to Kinshasa for examinations that required magnetic resonance 
imaging, while others went to Brazzaville for cancer treatment. Such practices could be expanded, but they 
came up against the compartmentalization involved in each State's assertion of sovereignty. 

Mr BULANE (Lesotho) reported that in his country the hospital system was divided into two 
categories: government hospitals and hospitals built by missionaries and financed from abroad. Now that 
the missionaries had returned to their own countries, the Government was faced with the enormous problem 
of managing and financing the missionary hospitals. It was important to keep them running to maintain 
services to the people living in their catchment areas. A peculiar feature of the situation was that the 
Government paid for salaries, equipment and drugs, whereas the user fees went to the missionary hospitals 
and the management was also in their hands. The problem was an intricate one and the Government was 
endeavouring to draw up a memorandum of understanding with the missionary hospitals. 

The CHAIRMAN, speaking as the delegate from Zimbabwe, observed that the previous speaker had 
omitted to mention the fact that his country and South Africa had driven out the missionaries and had thus 
created their own problems. Zimbabwe had followed a different course and had gradually supported an 
increasing proportion of hospital management costs, establishing an effective partnership between a private 
non-profit-making sector and government. Indeed, mission hospitals currently sometimes provided better 
service at lower cost than government hospitals, partly because of their dedication to the population and 
their sense of belonging to the community. 

The fundamental question in providing all kinds of health care was that of finance. A hospital could 
not be run without money and could not be closed temporarily for lack of funds, so that Zimbabwe was 
faced with the necessity of running hospitals on a diminishing income and transferring the burden on to the 
user, whose capacity to pay for services was often very difficult to ascertain. The result was that very few 
users could afford the costs, and those who could were increasingly going to private segregated hospitals 
in urban areas. Every effort had been made to avoid that situation at independence, but it was now being 
reversed as a result of liberalization and globalization. Clearly, if the market dictated the way hospitals 
were run, poor health indicators were inevitable, especially for women and children. WHO as an 
organization must adopt a very firm stand on that issue, since there was no country in the world which had 
abandoned the concept of State management ofhospitals; even in the United States, the states themselves 
were involved. 

With regard to the planning required to maximize the cost-effectiveness of investment in the health 
sector, Zimbabwe had established a planning system soon after independence because it had inherited a 
grossly distorted system in which most hospitals were urban-based and mainly provided service for the 
wealthy and healthy minority. The planning was carried out directly by the central Government because 
no other method could be used, and the results bore out the fact that the end was more important than the 
means: 86% of the nation was now covered by health institutions within walking distance of the patients, 
and that was an achievement which could not have been attained by any private sector, be it profit-making 
or non-profit-making. Indeed, a defect of the mission hospitals was that they had been set up haphazardly, 
not where the population needed them to be, whereas now the country had succeeded to some extent in 
providing service for the majority of the people. 
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Mr MOOA (Kiribati) drew attention to his country's geographical situation, consisting as it did of 
33 low-lying atolls with a total land mass of750 square miles and a population of80 000, but scattered over 
4.5 million square kilometres of the Pacific Ocean, an area roughly equal to that of the United States of 
America. Accordingly, private medical practice as such did not exist in Kiribati and all health services 
were provided by the Government. With regard to the question of whether ministries of health should 
abandon their responsibility for hospitals in favour of a system of purchasing services on a contractual 
basis, he favoured involvement of the private sector in urban areas and that of the government in hospitals 
for the rest ofthe population. Where the qualifications required of a hospital manager were concerned, the 
persons in question should combine managerial skills with some health service background. Lastly, 
Kiribati, as a small country which could not support a university, was investing in intercountry training at 
the tertiary level and to that end was cooperating closely with its neighbours, including New Zealand and 
Australia. 

Professor GUIDOUM (Algeria) said that he disapproved of skirmishing between the private and the 
public sectors. Health care suffered already from too many shortages and difficulties. The public and 
private sectors had to be integrated as they were in Algeria, and the interfaces had to be measured. Clearly, 
young countries suffered because they paid the price of imported drugs, equipment was expensive, and 
there was no maintenance policy. That was the problem of poor hospital management. Power should not 
be handed over to one party or the other, but the administration should be strong enough to keep the 
medical power in check. The interfaces between medical and administrative power should be defined in 
the interests of the best possible performance. 

There was also the problem of integrating human resources that were always less than needed, since 
trained staff tended to emigrate to rich countries. It was regrettable that young countries were left with 
untrained staff. Available staff had therefore to be used as well as possible and health objectives had to 
be defined with the greatest possible integration of private and public sectors. The public sector should be 
able to accommodate people trained in the private sector, just as public sector staff should be able to work 
in the private sector. 

Professor RA TSIMBAZAFIMAHEF A (Madagascar) held that, whatever type of participation was 
used to ensure quality care for the people, public sector or private sector, standards should be respected in 
terms of activities and resources, in accordance with the means ofthe State and technological developments 
whether the choice was made at country or regional level. Team work in medical and managerial areas was 
certainly indispensable for the proper running of hospitals, but quality assurance obviously depended on 
the satisfaction of users, whose ability to contribute could be limited in the least developed countries. Good 
administration was therefore the best solution, since quality could only be ensured where excellence and 
rationality prevailed along with the greatest possible integrity, since, given quality and competence, 
integrity and morality were what was needed. For users of hospitals, especially in the least developed 
countries, the challenge remained: mutual funds were evidently the best solution, but it was not clear 
whether the bulk of the population was aware of the risk and of the opportunity for using hospitals. 
Treatment of the poorest people was still a financial problem for hospitals. Nevertheless, many States, even 
among the least advanced, had begun hospital reform. 

The DIRECTOR-GENERAL said that the debates she had heard in the round tables had all focused 
on highly important issues and had led to extremely lively discussions, which indeed were the results that 
it had been hoped for. Thus, at the current round table, strong opinions had been expressed concerning the 
effects of private, profit-making hospitals, while some participants had stressed the dangers of pitting the 
private and public sectors against each other and the need to integrate those sectors. The debate had 
illustrated the points raised in The world health report about the new universalism and how to deal with 
financing different categories of public health care and treatment interventions, in order to encourage 
ministers and countries to develop criteria and sound bases for discussion. 
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The CHAIRMAN, summing up the discussion, observed that, whereas all the participants were 
anxious to ensure the best health care for their populations, opinions differed on the ways in which 
improvements could be effected. Three important issues had not been thoroughly covered in any of the 
contributions. The first was the effect of globalization, which resulted in key health personnel being 
enticed away from poorer to richer countries where they would be of less use to humankind but would 
receive a much higher income. That led to the second issue, the need for redistribution of facilities. It 
should be realized that the World Bank's attempts to achieve such redistribution placed a heavy burden on 
national economies, since the money spent on new facilities would eventually have to be repaid. Any 
hospital that could run at less than 30% of its capital costs per year would be a very good hospital indeed, 
especially as modern technology was costly to operate, maintain or replace. The third outstanding issue 
was that of regulation, since the participants had seemed reluctant to engage in a substantive debate on how 
to regulate inpatient care in the future, in the context of the free market situation and the desire for free 
choice. 1 

The round table rose at 17:30 

1 For the report of the Chainnan to the Health Assembly, see document WHA52/l999/REC/2, ninth plenary meeting. 



3. FINDING THE MONEY: DILEMMAS FACING MINISTERS (Document A52/DIV/6) 

Discussion group A 

Wednesday, 19 May 1999, at 9:30 

Chairman: Mr S.U. YUSUF (Bangladesh) 

Dr FRENK (Executive Director) observed that finding the money was a key issue facing any minister 
of health. It was well known that as countries grew richer they devoted a larger share of their wealth to 
health care. It was less well known that the public sector, rather than private health systems, bore a larger 
share of the total financing. Most countries were currently undergoing major health sector reform where 
the main issue was the role of the public, versus the private, sector. Health systems had to perform five key 
functions: regulation, collection of funds, pooling, purchasing and budgeting, and provision. In most 
developing countries health systems were divided into three main segments: the ministry of health with 
responsibility for the poor, a social insurance scheme for public sector employees, and a private health 
sector for higher income groups. One of the main limitations of such a model was that dedicating a 
segment of the health system to the poor tended to lower the quality of care. Nor did it accurately reflect 
reality since the poor were, in fact, heavy users of the private sector. The view was therefore emerging that 
the public/private mix should be divided according to the functions of the health system and much of the 
discussion on health reform revolved around the appropriate public/private mix in those functions. 
Evidence suggested that the core functions of the public sector were regulation, collection of funds, and 
pooling, but more pluralistic arrangements were feasible for the other functions. Chapter 3 of The world 
health report 1999 contained evidence to support that view through appropriate regulation and universal 
financing the whole of society could be brought into a common risk pool with an enhanced private mix in 
service provision. 

The money was needed to enable countries to meet their different health goals, five of which were 
broadly shared: to improve health status, to reduce inequality, to respond to expectations, to improve 
efficiency, and to protect people from the financial consequences of health care. It was necessary to 
develop a process of assessing the performance of health systems in terms of attainment of those goals, and 
to move away from the idea of user charges. 

Mr NUAMAH DONKOR (Ghana) said that in order to ensure that resources were distributed 
equitably, the various sources of funding, namely, government, private sector, donors and nongovernmental 
organizations, had to be pooled. In Ghana this had involved overcoming the opposition of donors who 
liked to be explicitly linked to certain projects. The solution had been to pool the bulk of the resources 
while allocating a proportion to earmarked projects. User charges for consultations and drugs had been 
introduced in 1985 to bridge the gap between the health budget and the cost of services, but the policy had 
been unpopular with the public. Forty per cent of resources had been transferred to the districts and 
subdistricts to enable decisions to be taken locally, and financial management systems had been introduced 
at all levels to ensure that those resources were being used efficiently. 

Mr ABDULLAH (Maldives) stated that in view ofthe importance of using the available money 
effectively, he hoped that WHO would initiate a comprehensive research programme that would help 
governments to reform their health systems and strengthen health programmes. Like other countries, the 
Maldives provided primary health care free of charge, but had introduced a user-fee system for other 
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seiVices. It also fostered strong partnerships with nongovernmental organizations, the private sector and 
the community. Regulations and standards were in place to ensure the quality of both public and private 
health care. Health education should play a major role in promoting health. It was disturbing that 
noncommunicable diseases were consuming an increasingly large share of health expenditure. 

Mr MUBARAK (Iraq) recalled that whereas previously there had been no rational organization of 
medical seiVices in Iraq, after nine years of sanctions resources were now being used efficiently. Hospital 
care was provided only for those genuinely needing it. Family medical cards had been introduced and 
everyone was entitled to six annual consultations, which was high in comparison with the world average 
of2.7 a year. Consequently, consultations in clinics or health centres had fallen by 30% to 40%. Fifty 
per cent of hospital beds cost 70% to 80% less than in the private sector and the remaining 50% were 
available at a nominal cost. Half the income thus generated was allocated to physicians and other health 
workers and the remaining half to training, maintenance and equipment. The Government also provided 
facilities and some subsidies for equipment and medicine. 

Mr NGEDUP (Bhutan) said that in Bhutan, where 85% of the population lived at subsistence level, 
health care was provided free. The introduction of user fees would be a retrograde step. WHO was 
therefore providing technical support to initiate an alternative means of financing in the form of a health 
trust fund. The State would match every dollar contributed by donors with the objective of raising 
approximately US$ 24 million - US$ 12 million each from the State and donors - which would be invested 
and generate an annual rate of interest of 10%. Five per cent of that would be used to finance essential 
drugs and vaccines and 5% would be reinvested. 

Dr RODAS ANDRADE (Ecuador) said that, first, the State had to allocate sufficient funds for the 
health sector. One thing that had changed was that health, which had previously been seen as a cost, was 
now seen as an investment; but it was still subordinated to investment in economic growth. Health was 
a prerequisite for good quality of life. If the purpose of development was to improve the quality of life, 
health had to be something more than mere investment for development. For that reason, he welcomed the 
view expressed by such global financial authorities as the President of the World Bank, that development 
was a pillar not only of the economy but also of society. 

Secondly, another source of money was international cooperation, which had to fit into the countries' 
projects. It was not enough to say how international cooperation could help the countries: there had to be 
clear and specific projects, and international cooperation had to conform with them. 

A third source was national solidarity. In all the countries there were many people and 
nongovernmental organizations that were interested in health. The main role of the State should be to 
coordinate that goodwill so that the effects did not simply accumulate but rather multiplied. 

The last source was cooperation from users. The State did not have to provide seJVices free of charge 
for everyone. It did not have to subsidize those who had no need of subsidy, nor did it have to pay fully 
for those who could pay part. It was therefore very important to categorize people in terms of their ability 
to pay. In that way, State subsidies could be allocated where they were most needed. 

Mr NGEDUP (Bhutan) said that in his view the introduction of user charges would be 
counterproductive. 

Mr NUAMAH DONKOR (Ghana) pointed out that a rapidly expanding population in countries such 
as his own had made it impossible for the State alone to fund health care. There had to be some support 
from the private sector or the people themselves, although it was important to be aware of the difficulties 
associated with user charges. In Ghana poor people in urban areas were able to attend local clinics free of 
charge. Providing they were referred by a consultant they also had access to free hospital care. Otherwise 
hospital treatment had to be paid for. 
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Mr ZELENKEVICH (Belarus) pointed out that, in the context of health for all, the demand for 
medical and sanitary assistance would outstrip the supply of medical and sanitary services. Ensuring 
equality of access to medical care therefore remained the major problem, which had two facets. First, it 
was a question of drawing in the necessary resources, which was a task for parliament when the health 
budget was prepared; secondly, it was a task to be carried out in conjunction with local authorities. In his 
country 83% of the health budget came from the local budget. 

The major tasks for Belarus under its "Health for the people" programme remained the provision of 
safe drinking-water for the population and of quality food, which was particularly important in view of the 
consequences of the Chernobyl nuclear accident. He favoured involving the ministries of education, sport, 
and other ministries and sectors in the provision of medical care. Belarus was endeavouring not to reduce 
the volume of medical care, despite economic hardship. As in the past, Belarus also emphasized primary 
health care and to a lesser extent hospital treatment. It was important to define the principles on which to 
develop a stable and comprehensive health system suited to the tasks to be tackled. 

Dr AL-MOUSA WI (Bahrain) said that Bahrain also provided free health care, but was finding that 
rising costs were exceeding economic growth. The dilemma centred on how to recover the actual cost of 
the services provided while maintaining equitable access and high standards. The introduction of nominal 
user charges had proved to be counterproductive; private health insurance was also unsatisfactory because 
it excluded chronically ill patients. The solution might be for the State to compete with private health 
insurers to stabilize insurance costs and ensure access to health care for underprivileged patients. 

Professor MOELOEK (Indonesia) said that in order to maintain equitable access to health care 
during the current economic crisis in his country, poor people were now issued with a health card. 
Nevertheless, funding was a problem given that health currently received less than 3% of the total national 
budget, although that would rise to 5% in 2000. Overall the State contributed 30% of the total health 
budget and the private sector, the remaining 70%. The problem was managing the money efficiently in 
order to continue to provide people with free health services. 

Dr Ponmek DALALOY (Lao People's Democratic Republic) said that in his country, which was 
both small and poor, finding money was very difficult, and determined the success or failure of the public 
health mission. First of all, the country had to count on its own resources. It was in the process of 
switching from a no-charge system to a semi-fee-paying system under which the population made a_ 
financial contribution either through taxation, direct payment for treatment or health insurance. Of course, 
the funds thus collected should be used as efficiently as possible by setting suitable priorities between 
prevention, curative care, training and other areas. However, it was not always easy to comply with that 
principle in practice when it was necessary to take climatic or social and economic circumstances, or even 
local political wishes into account. Depending on the needs of the moment, it was sometimes necessary 
to compromise, and to show flexibility and realism, which was why his Government was combining a 
system of free health care with a fee-paying system for those who could afford it. 

Mrs McCOY SANCHEZ (Nicaragua) said, on the balance between State and public contribution, 
that Nicaragua had allocated 20% of its budget to health, which it saw as one of the highest priorities. The 
health budget amounted to US$ 35 per capita, of which US$ 19 came from international cooperation, one 
of the main sources of finance for health. At the same time, in the context of health sector reform, 
differentiated services were being introduced in public facilities, with a cost-recovery system. The results 
thus far were not as expected, since the reform had not achieved equity. The aim had been to improve the 
quality of public services, subsidizing them in part by the sale of differentiated services. One major 
problem was that only 6% of the population was insured, only 9% could pay for health services, and 85% 
did not have enough money to pay. Furthermore, in Nicaragua, which still suffered from the endemic 
diseases associated with underdevelopment, the 10 main causes of death due to chronic degenerative 
diseases were on the increase, and those cost more to treat. 
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As part of the reform and modernization programme that was under way, a basic package of free 
services was being offered to the population, with intervention programmes such as immunization, which 
had been very successful in recent years, leading to eradication of poliomyelitis, measles and neonatal 
tetanus. A cost-recovery system was in place for certain services because they could not be provided free 
of charge with the resources currently available. 

Mr BOUKOUBI (Gabon) said that his country, like most others, had changed over from a health care 
system that was wholly free of charge to a system of partial cost recovery. Health services were primarily 
provided by the State, and secondly by the parastatal and private sectors. However, with the deterioration 
of the State's finances, it could merely provide a sprinkling of resources for a multitude of sectors, each of 
which deserved priority as much as the next, compelling it to call increasingly upon national solidarity to 
finance health care. This had led to the creation of a national solidarity fund, financed by contributions 
from employers and employees, which covered employees' medical expenses, and a national social security 
fund, essentially financed by the State, which covered the medical expenses of public sector employees and 
of the numerous poor patients admitted to hospital, particularly in rural areas. The fund was supposed to 
reimburse medical expenses in both public and other health facilities. However, it faced growing financial 
problems, as a result of which patients were increasingly requested to participate, not without some 
difficulties, particularly in referral hospitals, which were increasingly autonomous. 

Referral hospitals, which provided a public service, could not charge the same rates as the private 
sector. This meant that they could not recover the full cost of treatment. When poor people were admitted 
in an emergency for examinations or costly treatment, they could not pay their share and no one paid their 
expenses; however, it was impossible to refuse them treatment. It was there that the limits of the system 
of out-of-pocket payment for health care lay. 

Professor RA TSIMBAZAFIMAHEF A (Madagascar) said that in Madagascar, as in other countries, 
there were mutual insurance schemes for organized groups, in other words, essentially for public- and 
private-sector employees. However, it had been necessary to introduce mutual assistance and burden
sharing mechanisms for the vast majority of the population, who had no regular income and whose health 
care posed problems. The mechanisms could be funded by the local authorities out of funds assigned to 
them by the State, or by charitable associations acting as third-party payers. However, the principle of 
financial participation by individuals and communities without regular income had also been fully 
understood, and was even interpreted by those concerned as a means for them to take responsibility for their 
own health care and as a matter of self-respect. 

Undoubtedly, the role ofthe State was to ensure both the equity and the efficiency of the health care 
system, rather than to concern itself with financial management. However, under the reform of the health 
care system it was planned to improve the sector's funding at all levels by rationalizing and reinforcing the 
State's resources, and of course, foreign assistance, and by optimizing individual and community 
contributions to health expenditure. 

Mr GOICOECHEA (Andorra) explained that Andorra had a social health insurance scheme of 
30 years standing whereby patients paid for medical services and were then reimbursed. But people on low 
incomes or with serious or chronic conditions found the charges unaffordable. It was not really a question 
of raising more money- Andorra spent an average ofUS$ 800 per capita per year- but of using what was 
available more efficiently. Currently, health care systems in western Europe tended to be driven by the 
pharmaceutical industry and the medical profession, but it was inappropriate to leave health entirely to the 
market, and the State clearly had a role to play. There was room for freedom, but certain crucial areas 
should be regulated by the State. 

Dr RODAS ANDRADE (Ecuador), noting that the question was not how much money was 
available, but how it was spent, said that one of the most inefficient ways of spending was the classic 
approach of subsidizing hospitals according to the number of beds or the size of the hospital. Ecuador had 
begun to subsidize demand. For example, in the case of maternal care, an initial allocation was made to 
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all hospitals to give them basic funding, while additional funding depended on the number of acts 
performed by each hospital. That made care much more efficient. 

Dr AL-MOUSA WI (Bahrain) suggested that the solution might be to shift the emphasis from 
hospital to primary health care since in his country the difference in average cost was US$ 7 to visit a 
primary centre as opposed to US$ 50 for a hospital visit. Overall, 80% of health spending went on hospital 
care and only 20% on primary care. Patients were therefore being encouraged to seek treatment in well
equipped health centres rather than in hospitals. 

Mr ZELENKEVICH (Belarus) agreed with the Minister of Health of Andorra concerning the role 
of the State. In that respect, the emphasis should be on prevention. Preventive programmes could only be 
undertaken by the State, as in the case ofthe anti-smoking campaign or in respect of family planning. It 
was therefore the responsibility ofthe ministers of health to define such programmes and to submit their 
proposals to governments. 

Mrs McCOY SANCHEZ (Nicaragua) agreed that a major problem of health systems was, apart from 
scarcity of resources, inefficiency. Efficiency of the health services could be improved by strengthening 
primary health care. According to her country's calculations, a primary health care consultation was seven 
times cheaper than hospital care. In Nicaragua there were 980 health units, of which 30 were hospitals; 
that meant that 3% of the service network consisted of hospitals, which consumed 55% of the budget. 
Nicaragua had therefore decided to increase the proportion of cases dealt with at primary level, and to 
improve disease prevention and health promotion. It was introducing innovative elements such as a safe 
motherhood and childhood fund which, with financing from the Inter-American Development Bank, 
purchased secondary level services from the primary level. High-risk interventions and major 
complications were treated at the secondary level, but had to be handled first at primary level. 

Mr NUAMAH DONKOR (Ghana) explained that as communities opened their own clinics, the need 
for trained personnel increased. Ghana was training nurses and midwives to provide curative care and 
handle public health cases at primary level. Referring to the subsidization of demand as opposed to supply 
as advocated by the Minister of Health of Ecuador, he wondered how the system would work in practice. 

Dr RODAS ANDRADE (Ecuador) stressed that it was important to group people according to their 
ability to pay for services, either partly or completely, and to identify those who needed free treatment. 
Public health services, on the other hand, such as vaccination and preventive treatment, were free for 
everyone, so that no barrier could impede access to them. The emphasis was thus laid on prevention. 

Mr ZELENKEVICH (Belarus) said that to divide the population into people who could pay for 
services and those who could not would lead to an impasse. Humanity had to come up with an alternative. 
If persons were unable to pay, then the State was under the obligation to provide them with the services. 
To introduce any artificial forms of segregation would be to deny medical care to the majority. 

Professor MOELOEK (Indonesia) pointed out that it might be more productive to focus on health 
promotion and disease prevention rather than on payment for services which was not so cost-effective. 

Dr TANG! (Tonga) noted that some countries were spending 80% of their health budget on 
hospitals. It was a fact of development that as countries grew richer their health care expectations, in terms 
of services and equipment, also increased. 

Mr MAMAN (Niger) said that in Niger the main source of funding for hospital care was essentially 
the State budget. Out-of-pocket payment and insurance systems were not yet very developed. As a result, 
hospitals suffered from dysfunctions; it was difficult for them to provide patients with quality care and they 
were a heavy burden on the public purse. Niger had therefore begun to rationalize the hospital system, first 
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of all by revising the very status of hospitals. Since 1992 efforts had been made both to vest them with 
genuine autonomy and to develop internal control mechanisms. Efforts had also focused on improving the 
orientation-referral system from the basic health services to the hospitals, so that in every case the "right 
patient" was sent to the "right facility", thereby ensuring that patients who merely required primary health 
care did not systematically end up in hospital. 

In management terms, Niger was also endeavouring to optimize the use of funds; it had instituted 
a national system to monitor public expenditure, and in particular hospital expenditure. Expenditure should 
be properly targeted, and based on genuine priorities, by avoiding, for example, overprescribing and by 
adopting standardized treatment regimens. 

Mr NGEDUP (Bhutan) said that in a small country like his own it would be counterproductive to 
introduce a social insurance scheme in order to meet a growing demand for hospital care. Small countries 
had no alternative but to maintain free health care services. 

Dr CHIOLA (Paraguay) said that the health system in his country was based on the traditional model 
of health ministry, social security for the workforce, and the private sector. Current legislation provided 
for a national health system, but laws were not enough to make the desired ideal system a reality. As had 
been said, poor people in the category that depended on the ministry of health were those who in fact spent 
most in the private sector; that inequity was unacceptable. The ministry and government had to take 
responsibility for programmes such as cancer, epidemiology, leprosy, kidney disease and education, as well 
as primary health care programmes. 

There was great pressure from public opinion and the press in favour of free health care, and yet 
there was a prevalent beliefthat public health was not preventive medicine but medical care. Efforts had 
therefore been made to raise public awareness of the need for other sectors to provide more money to solve 
the problem of health. In Paraguay there were committees, consumer protection nongovernmental 
organizations and social organizations which, through the press, were analysing the cost of the health 
service, the cost of insurance, and the excess funding that went to the private sector, the inequity in cost 
recovery, and the obligations of the State. The participation of those organizations would ensure that public 
opinion understood that health required a bigger contribution from all sectors of the community. He 
applauded the idea put forward that other sectors could participate through trusts. In Paraguay that idea 
might be applied to specific programmes such as AIDS or cancer. 

It was important also to improve the efficiency of investment, since one could not simply continue 
collecting funds and adjusting to demand without considering what was on offer. In a developing country 
such as Paraguay, investment in human resources was another way to improve efficiency. 

Mr NIMIR (Sudan) observed that countries should set their priorities and then allocate expenditure 
accordingly, but in Sudan, for political and cultural reasons, the opposite occurred. The State subsidized 
basic medical care and had established, with other partners, a health insurance programme at tertiary level 
for specific diseases, including malaria and cancer, which were costly to treat and highly prevalent. The 
experience of involving voluntary organizations at tertiary level had proved positive and had resulted in 
improved quality and reduced costs. 

Dr FRENK (Executive Director) declared that the discussion had touched on several important 
aspects that would reinforce the decision to recommend that The world health report 2000 should focus 
on health systems. The subject required a systematic approach and a key point was whether medical 
services should be prepaid through taxation or insurance schemes, or purchased at the point of use. Several 
pertinent issues had been raised including the need both to close the financial gaps, to improve referral 
procedures, and even dampen excessive demand. Some innovative ideas had also been voiced on 
extending risk pools to make financing more equitable. Increased efficiency in allocating resources, for 
example, to better interventions or prevention could, in itself, create additional funds. The question was 
raised as to whether subsidizing demand would lead to improved performance. 
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No single blueprint existed; the best solution would depend on specific, demographic,-.economic, 
political and cultural conditions. However, countries' experiences needed to be pooled and WHO, in that 
context, could play a valuable role in guiding the learning process. 

The round table rose at 12:30. 

Discussion group B 

Wednesday, 19 May 1999, at 9:30 

Chairman: Mr J. JUNOR (Jamaica) 

Dr MURRAY (Evidence and information for policy), opening the discussion at the invitation of the 
CHAIRMAN, observed that it was well known that as countries grew richer they devoted a larger share 
of their wealth to health care. But it was less well known that the public sector, rather than private health 
systems, bore a larger share of the total financing. Part of the discussion about finding the money 
concerned where the resources came from, and it would be helpful to link that into a broader view of the 
functions of health systems. Health systems had to perform five key functions: regulation, collection of 
funds, pooling, purchasing and budgeting, and provision of services. In many developing countries health 
systems were segmented: a ministry of health with responsibility for the poor, a social insurance scheme 
for employees within the formal sector, and a private health sector for the higher income groups. The view 
was emerging that the health system should shift from a segmented organization to one based on function. 
Much of the discussion on health reform revolved around the appropriate public/private mix in those 
functions. There was considerable evidence to suggest that the core public sector functions were regulation 
and the collection and pooling of funds, but more pluralistic arrangements were feasible for the other 
functions. Chapter 3 of The world health report 1999 contained evidence to support that view. 

The purpose of finding the money was to enable countries to meet their different health goals, of 
which five were broadly shared: to improve health status, to reduce inequality, to respond to expectations, 
to improve efficiency, and to protect people from the financial consequences of health care. It was 
necessary to develop a process of assessing the performance of health systems in terms of attainment of 
those goals. 

The CHAIRMAN, speaking as the Minister of Health for Jamaica, recalled that budget constraints 
and the competing needs of other sectors were foremost among the numerous challenges facing health 
ministers. Jamaica had been considering a system which provided a basic benefit package covering 
diagnostic services, medicines and hospitalization, but excluding ambulatory care which would dramatically 
increase the cost. Ways were also being investigated for providing cover for the so-called medically 
indigent. The State currently met approximately 75% of the overall health costs, of which 70% was spent 
on curative and hospital-based care and 30% on primary care. Secondary care services consumed the bulk 
of the resources and there was room for efficiency savings in that sector. 

Dr GOGL (Hungary) pointed out that in Hungary, and in other central European countries, the 
challenge of reducing public expenditure as a prerequisite for membership of the European Union was 
having an adverse effect on the health budget. It was therefore incumbent on health ministers to emphasize 
that the overall objective of reform was to improve the health of the population and not simply make the 



254 FIFTY -SECOND WORLD HEALTH ASSEMBLY 

system more cost-effective. A healthy population and workforce contributed to a nation's prosperity. 
Health should therefore be regarded as an investment and not merely as an expense. 

Dr STAMPS (Zimbabwe) noted that "moving" targets made it hard for ministries ofhealth to get 
the balance right. Conventional childhood diseases and malaria in the 1970s had been superseded by the 
HIV I AIDS epidemic, for which nobody had been prepared. But the real problem was finding money where 
none existed, given that 1300 million people lived in absolute poverty and 25% of the world's population 
earned less than one US dollar a day. Moreover, there was a vast difference in the implications of health 
care expenditure between the rich and the poor countries. In poor countries a great deal of caring was 
carried out at home - of minor illnesses and the terminally ill - at no cost. The World Bank blamed 
governments and the private sector for rendering affordable solutions ineffective or unavailable, but it was 
impractical to talk about health insurance in Zimbabwe, where 80% of the economically active population 
were occupied in subsistence activities. The issue of money should be globalized, and responsibility for 
the health of people in poor countries undertaken internationally. 

Mr FAIREKA (Cook Islands) pointed out that managing the money, particularly when resources 
were limited, was just as important as finding it in the first place, given that new problems were constantly 
arising. 

Mr DE SILVA (Sri Lanka) said that although some of the problems experienced by developing 
countries were not of their own making, they had to find innovative ways to overcome them even with 
limited resources. In Sri Lanka everyone had access to free health care, but the system was expensive to 
maintain. One solution had been to encourage nongovernmental organizations to provide some funding 
to small hospitals through partnerships; another was the development of the hospital lottery and the 
allocation of the money raised to hospitals in disadvantaged areas. There were now some paying beds in 
hospitals for patients who were willing and able to pay. 

Professor SALLAM (Egypt), responding to a question on whether the richer countries should assume 
more responsibility for the less well-off countries and on the role of nongovernmental organizations, agreed 
with the Health Minister of Zimbabwe that global factors were currently the main determinants of health 
delivery in most countries. He feared that the new trade agreements would result in the poorer countries 
being subject to the same market conditions as the rich countries, which was simply not viable. 
Nongovernmental organizations had a role to play in health financing, but governments had to set the 
priorities to ensure cost-effective expenditure. Despite much talk on the right to health, reality fell far short 
of that goal and would not be improved by globalization, which would work only if accompanied by ethical 
behaviour. 

Egypt would like to involve the community in health financing through a specific health tax levied 
on areas that affected health, such as tobacco and the environment. To optimize spending, targets should 
be carefully identified. When mobilizing resources from governments, communities or donors it was also 
important to assess and correct risk factors in order to have a real impact. 

To a question on total access to health care, he replied that health ministers should insist that it was 
available to everyone, regardless of how it was financed. Deficiencies in delivery could be improved 
through ensuring quality, adopting a holistic approach and, particularly, through monitoring. 

Dr SONIN (Mongolia) said that for several decades medical services in Mongolia had been provided 
free of charge. However, the transition from a managed to a market economy had resulted in the 
introduction of some user charges and cost-sharing measures, including a national health insurance scheme. 
Financing now came from multiple sources instead of a single source. Efficiency could be improved by 
shifting spending from inpatient services, which currently consumed 80% of the health budget, to primary 
and preventive care, which would help to control expenditure on unnecessary and expensive treatment 
services that could be delivered effectively at local level. 
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The State had introduced a social insurance scheme covering all citizens and giving them free or easy 
access to health services. In order to extend health protection to poor and vulnerable people, the State paid 
their insurance premiums, which amounted to approximately 25% of the health insurance fund. In addition 
charity hospitals were being opened in areas where they were needed. 

Dr RODRIGUEZ OCHOA (Venezuela) said that in order to answer the question of how best to 
employ resources, it was necessary to consider the specific circumstances of countries. Even rich countries, 
with considerable per capita investment in health, could have relatively high infant mortality. Nonetheless, 
in contrast to the developing countries, the developed countries had already largely resolved problems that 
affected health, such as environmental conditions, work, education, leisure, insecurity or security. He fully 
shared the opinion of the Minister of Health of Egypt that the developing countries needed to increase 
investment in primary care, including first and second level medical care in the outpatient network, and to 
ensure comprehensive medical care. Venezuela had adopted the objective of providing comprehensive care 
throughout its outpatient network by 1999 or 2000. However, diseases that were costly to treat, such as 
AIDS, certain surgical procedures, or diabetes, remained a problem. 

Venezuela had so far operated a dual system, comprising a contributory fund, fmanced by the formal 
sector of the economy, and a noncontributory fund. Through the current reform it was intended to 
introduce a single common fund that would even make it possible to cover the deficits of both funds. Even 
the contributory fund ran a considerable deficit because of the discount offered to the workforce. 

Moreover, the issue was not only to obtain more funds and to invest them in a more efficient health 
system and organization, but also to attract investment from developed countries, which would make it 
possible, for example, to invest in environmental health. Most of the developing countries had very high 
external debts; as the highly industrialized countries shared responsibility for environmental degradation 
they should allow the developing countries to invest in environmental health in exchange for their external 
debt. That would make considerable resources available for improving the health of the developing 
countries' populations. 

Professor GUIDOUM (Algeria) said that the main problem in Algeria in the public health sphere was 
the provision of treatment free of charge; some time ago, a decision had been taken to call on the private 
sector. Currently, 60% of funding was provided by the State budget, and 40% by the social security funds. 
Clearly, everything to do with primary health care and mother and child health was the responsibility of 
the State, although in practice it was diseases that were costly in terms of resources and funds, such as 
cancer, cardiovascular diseases and AIDS, that posed funding problems. In the same way as a common 
strategy had been devised to assure primary health care for all so, in the new world health order, should a 
similar strategy be drawn up to achieve equality of access to costly treatment, such as that required for 
cancer or genetic diseases. Many drugs and sophisticated surgical techniques such as cardiovascular or 
neonatal surgery, not to mention triple combination therapy or dialysis, were beyond the means of young 
countries. The measures taken at Alma-Ata in respect of primary health care should be renewed for the 
diseases of the third millennium. 

Dr MURRAY (Evidence and information for policy), in reply to a question on expanding health 
insurance to cover people outside the formal sector, said that of the options available, social insurance had 
the advantage of being regarded by those who participated in it as a contribution rather than a tax. 
However, the challenge was to expand public insurance to the informal sector, which would require local 
solutions. The experience of the Minister from Mongolia in expanding national health insurance to cover 
both formal and informal sectors provided an interesting example. Both user charges and community 
insurance schemes had disadvantages because in the long term they were inequitable. If the ultimate goal 
was universal access to coverage, the creation of fragmented insurance schemes could also turn out to be 
counterproductive. 

Dr AL-CHA TTl (Syrian Arab Republic) said that the question of raising money had to be considered 
in relation to how it was going to be spent. Globalization would impose a heavy burden on developing 
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countries. Furthermore, it was impossible to rely on external resources when only 1% to 2% of the health 
budgets of politically and socially stable developing countries came from the United Nations organizations. 
His country's solution had been to develop the concept of healthy villages. The project was community 
based and focused primarily on health. Money was used efficiently to educate underprivileged people, 
improve their environment and make them feel cared for. The skills which they learned enabled them to 
increase the overall income of the villages. It was hoped that by 2005 the concept would have been 
extended to cover all villages. 

Mr ALI MOHAMED RUST AM (Malaysia) observed that 3000 clinics had been opened in Malaysia 
and even those living in remote areas were covered by health programmes. Three per cent of GOP was 
spent on health services, which were heavily subsidized by the Government. Public sector employees, their 
families and poor people received free primary and hospital care, whereas those in the private sector had 
the option of going to State-run hospitals where they were charged a minimal fee. 

Many countries were being hit hard by diseases such as HIV I AIDS, and developing countries 
generally were struggling to fund their health services. Support was badly needed from international 
welfare and voluntary organizations, and particularly from WHO, the United Nations, and funding 
agencies. Their work should focus on prevention by educating families to take responsibility for their own 
health. 

Dr BUSTOS ALONSO (Uruguay) said that where health education and promotion and disease 
prevention were concerned, it was important to take into account the cultural characteristics of different 
societies. The application ofhealth care models and health care based on prevention and promotion would 
undoubtedly be a valuable contribution to the developing countries. Nonetheless technical development 
took place mainly in the developed countries, and it was they that exported the developments to other 
countries. 

He agreed with the Deputy Minister of Health of Malaysia on the importance of promotion and 
prevention as the cornerstones of the system. In recent years, Uruguay had set three priorities: universal 
immunization, prevention and promotion in the field of maternal and child health, and prevention and 
treatment of HIV I AIDS. Although Uruguay was a small country in terms of population, it invested 1 0% 
of its GOP, approximately US$ 550 per capita, in health. As a result of its policy of prevention rather than 
cure, it had achieved a life expectancy of 7 5 years, an infant mortality rate of 16 per 1 000 live births, and 
an immunization coverage of97%. 

The DIRECTOR-GENERAL noted that experiences differed widely between countries. She agreed 
with the Minister of Health of Jamaica that countries had to analyse their own situation and develop 
appropriate policies to establish ownership and promote democratic responsibility for how resources were 
used. 

Dr SONIN (Mongolia), referring to the introduction of a social insurance scheme in his country, said 
that setting and collecting the premium had proved a challenge. In the formal sector, the premium was 6% 
of salary, at least half of which was paid by the employer. In the nonformal sector, particularly the self
employed, people were charged a fixed amount on the basis of estimated annual income. Some 60% of 
health expenditure came from the Government, 35% from the insurance scheme, and 5% from private 
individuals. The Government aimed to maintain its level of spending, but with a shift from curative and 
high-cost tertiary services to prevention, and an increase in the currently low premium for the self-employed 
and formal sectors. 

Dr MURRAY (Evidence and information for policy), commenting at the CHAIRMAN's invitation, 
said that user fees were applied for various purposes. The first was to raise money, but others were to 
decrease demand for services or to change patterns of use by, for example, charging fees for direct access 
to tertiary care as opposed to referral. A major issue was the desirability of separating the moment of 
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payment from the moment of service use. Payment at the time of receiving services could impose undue 
financial burden when a key household member was sick. 

User fees had proved a barrier to access to services for the poor; moreover, they could discourage 
early treatment and ultimately lead to higher costs for middle-income groups. One strategy was to introduce 
user charges with a means test, but identifYing those who could not afford services was not always 
practicable, and the cost of administering means testing could consume most of the funds received. 
Meanwhile, the moments of service provision and of payment were still not separated. Thus middle- and 
high-income countries tended to favour prepayment or a form of payment separated from the moment of 
service. Many countries had experimented and gained experience with implementing user charges, and 
debate on the practical aspects of that experience would be of great interest. 

Dr ROMA Y BECCARiA (Spain) said that some 50 years ago, Spain had introduced a social security 
system which had developed into the current national health system, covering 99% of the population. 
People in the highest income brackets were, however, still excluded. Health care was provided directly by 
either the central Government or by the autonomous governments, although it was financed in full by the 
central Government's tax revenue. User contributions were very low, and in the case of expenditure on 
drugs covered only approximately 8% of the cost 

Per capita investment in the health service was approximately US$ 700 per year, and the investment 
covered almost all health care. The main concern of the moment was to improve efficiency in the use of 
the resources and to provide citizens with faster and more flexible care. There were still unacceptable 
delays in treatment for some patients, and the authorities were endeavouring to shorten the delays through 
better use of resources. Since in those services staff costs amounted to over 50% of total expenditure, the 
effort was understandably focused on improving the productivity of health professionals. Incentives were 
being studied as a means of improving efficiency. The authorities were also striving to achieve savings in 
purchases of other inputs, for example through competitive bidding and economies of scale. 

Drugs expenditure was very high in Spain, and amounted to over 20% of total health expenditure. 
The authorities were adopting policies to rein in the rise in drug expenditure, which included cuts in the 
profit margins of chemists and distribution outlets and the introduction of generic drugs. Discussions on 
a regulation to set reference prices for certain active principles were at an advanced stage, and steps were 
also being taken to improve information on drugs in medical services and to increase the number of clinical 
protocols, which made it possible to treat prevalent diseases with greater regard for cost-efficiency. As a 
result of all those measures, the annual increase in drug expenditure had fallen from 12.5% in 1990-1995 
to 7.9%. Pending the impact of the structural measures being implemented, the authorities had requested 
the pharmaceutical industry to increase its contribution to the funding of the national health system. In his 
view, the system struck a satisfactory balance between the services offered and their cost. In addition, a 
degree of competition was being introduced into the public sector through hospital autonomy and patients' 
choice, in order to improve efficiency. 

Dr CHIDUO (United Republic of Tanzania) said that his Government had introduced cost-sharing 
in 1993 to fill the gap between available State funding and the money needed to run health services. The 
scheme had begun in large hospitals, and had been extended in phases to regional and district hospitals. 
However, exemptions from payment had proved a problem. In practice, the health workers had determined 
who should be exempted, and the management of user fees had been inadequate. Health workers had 
tended to exploit the patient, and the poor in particular had suffered. 

Instead of a further extension of the national scheme to health centres, some districts had set up 
community health funds. Such funds had been found to be acceptable because the premiums were decided 
by the people themselves. For the rural poor, they might supplant or prevent the introduction of cost
sharing. Premiums reflected what districts could afford; the more prosperous districts set their premiums 
higher than the poorer ones. The funds, which had been introduced without regulating legislation, were 
monitored by the Government and had been found to work. 



258 FIFTY -SECOND WORLD HEALTH ASSEMBLY 

Professor SALLAM (Egypt) said that his country had experience of three types of health insurance
for workers, for students and for new reform. User fees were an important determinant of the efficiency 
of insurance schemes, for example in ensuring that services were not overutilized. In the workers' 
insurance scheme, free visits, pharmaceuticals and other services had led to marked overuse and a serious 
drain on funds. The introduction of user fees for drugs had been a great help. 

To ensure that services reached particular groups, such as mothers and newborn infants, fees could 
be adapted or dispensed with. Overutilization of sick visits or drugs could be checked by imposing or 
adjusting fees. At the same time, each user had to be placed in a payment category according to economic 
status. Patients who were able to pay could, for example, have their operations in the same operating room 
but have accommodation of a different standard. The application of user fees for certain services gave an 
incentive to staff in the insurance scheme and was an indicator of the purchasing power of the user. 
Chronic diseases were a particular case, because user fees could impose an undue burden on the family. 
Clear guidelines were needed on which illnesses would be covered, the treatments available, and the 
mechanisms to be applied to alleviate user fees where necessary. 

Mr DE SILVA (Sri Lanka) observed that in his country user fees were very controversial. Some 
political parties suggested that the World Bank or other organizations were seeking to impose the concept 
on developing countries. Most people resented any form of payment, though it was generally felt that those 
who could afford it should pay. The topic had become an election issue. While one political party might 
advocate user fees, rival parties might claim that if they came into power services would remain free. He 
wondered whether other participants had faced that dilemma. 

Professor SALLAM (Egypt) responded that there was indeed a difference between the scientific and 
the political approach. He had pointed out to the Egyptian parliament that free treatment for all would not 
result in good-quality services, and the rich would benefit more than the poor. Society should give a fair 
share to the poor, and the fees should not be a burden on families. For very costly care, the government 
or insurance should pay. If the cost was low, the patient should pay a share, but not in the case of 
expensive drugs, chronic illness or operations. That contribution would help to ensure that services were 
not overutilized. In Egypt, the workers' insurance scheme was in debt by about 600 million Egyptian 
pounds, whereas the much bigger students' scheme was in credit by a similar amount because the small 
fees, though affordable, were enough to deter overuse. 

In response to a question, he stressed that it was essential to gain public support, by demonstrating 
clearly that the approach followed was in the interest of all. In that sense, the issue was very important 
politically. His country had learned that a scientific approach without support would not succeed. 

The CHAIRMAN commented that in many countries the main disease burden had moved from 
infectious diseases to chronic and lifestyle diseases. That raised the question of the best way to approach 
the prevention of chronic diseases, while caring for the vast numbers of people already suffering from them. 
On the one hand, it was difficult to find funding to provide pharmaceuticals to manage chronic illnesses; 
on the other, without such programmes patients would need secondary care in hospitals where the cost was 
far greater. He wondered whether cost-benefit analysis had been done in that area. 

Professor GUIDOUM (Algeria) explained that the rates for health services were set by the State 
under an agreement between the Ministry of Health and the Ministry of Labour and Social Affairs. 
Everyone complied with the scale of charges, which was the basis for the reimbursement of treatment. 
However, where access to quality care was concerned, equal opportunity did not really exist, because in 
a young country, specialists were mainly to be found in the large towns. The same level of skills was not 
available in peripheral hospitals as in central ones. An operation carried out in a major hospital in a large 
town was more likely to be successful than one carried out in a small hospital. In such a difficult 
environment, one could hardly talk of standardizing costs. There were also differences between the public 
and private sectors, as the latter tended to prescribe more examinations and drugs. Consequently, it was 
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impossible for the health system itself to evaluate a medical procedure, as it could not be both judge and 
party. The different partners had to intervene to assess the quality of the services offered. 

The CHAIRMAN, responding to a question, said that in some instances national health insurance 
was not an applicable solution. In the Caribbean, the populations of some micro-States were too small to 
achieve critical mass. Regional insurance mechanisms could spread the risk and costs of administration 
more effectively. 

Dr STAMPS (Zimbabwe), commenting on a question concerning other means of raising funds and 
the possible value of introducing competition within the health sector, as had been attempted in the United 
Kingdom of Great Britain and Northern Ireland, said that consumer satisfaction with competitive health 
services seemed to be low. Furthermore, human capital was now globalized, and organizations in the rich 
countries were recruiting medical and nursing staff from poorer countries such as his own. Since 
independence, when it had just over 1300 physicians on the register, his country had produced nearly 
1600 new doctors, but the register now stood at I 54 7, some of them inactive or working in other countries. 
Thus the new systems elsewhere were attracting human capital, as it was easier to interest a nurse from 
Zimbabwe in salaries in the United Kingdom, for example, than to get nurses to train there. The wastage 
of human capital was therefore a global issue that had to be tackled. Much money was invested in 
producing health professionals, and some form of compensation or ''transfer fee" was needed. 

Professor SALLAM (Egypt) said that, despite differences of view on the use of costly 
pharmaceuticals or standards ofhospital accommodation, the United Kingdom's national health insurance 
was the best system he had seen. No alternative would serve the disadvantaged as fairly. 

One aspect ofthe cost of pharmaceuticals was overuse of sophisticated drugs. To overcome that 
problem, Egypt had decided that 80% of drug expenditure should be limited to the national essential drugs 
list, so that large numbers of people could benefit. The country also ensured that the pharmaceutical 
companies ran training programmes. Annual tendering for the supply of drugs had reduced the cost to the 
State by some 35%. 

A nontraditional approach to nongovernmental organizations had also proved successful. Such 
organizations were being invited to undertake specific tasks that could be evaluated; for example, run a 
hospital, manage a clinic, establish a cancer register, or monitor communicable diseases. The job would 
then be done effectively at no cost, providing clear economic benefits to the country. 

Dr ROMA Y BECCARiA (Spain) said that the contribution made by the pharmaceutical industry 
to Spain's national health system during the previous year, when it had been at its highest, had amounted 
to I% of the system's total funding. 

The United Kingdom had no doubt an excellent health system and he particularly esteemed the 
efforts made in recent years to improve its efficiency: hospitals had been given autonomy through the 
system of trusts, and users enjoyed a degree of choice, leading to an element of internal competition within 
the public service, which in his view was important in order to enhance efficiency. Spain was progressing 
in the same direction, and attempting to separate the system's financing, which would of course remain in 
the hands of the health authorities, from the provision of care which, although mainly public, would 
gradually be transferred to autonomous public bodies in competition with each other and with a marginal 
private sector. In his opinion, the United Kingdom's National Health Service, as modernized by the 
separation of funding from provision and the introduction of elements of competition within the public 
service, with freedom of choice for users, was capable of providing care for the whole population while 
improving efficiency in the provision of care. Freedom of choice would also lead to more personalized 
treatment, which was lacking in the bureaucratic health care services that had once existed in the United 
Kingdom and still existed in Spain. 

Mr PERCIVAL (Antigua and Barbuda), in reply to a question on the possible application of the 
United Kingdom's experience elsewhere, said that his country, with a population of70 000, had just one 
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government hospital and a smaller private one. Treatment for nine diseases was provided under a medical 
benefits scheme into which all employed persons paid 3.5% of their salaries, with a matching contribution 
from the employer. Clinics throughout the country catered to people who did not use private medical care, 
which accounted for some 30% of all general care. 

The Government was considering the expansion of the medical benefits scheme to a more formal 
health insurance system. It was handicapped by the small scale of the existing fund and the high cost of 
medical care for some patients. Even with 13% ofthe national budget, which it used primarily for staff 
salaries, the public health sector had to rely on finding the right mix with the private sector to meet needs. 
He doubted whether user fees would be applicable to his country's situation, since physicians in private 
practice were often also in part-time government service and could write prescriptions to be filled in the 
public sector. Fees were already charged for private hospital rooms and some services, but they covered 
a tiny percentage of health care costs. 

Dr ROMA Y BECCARiA (Spain) said, in reply to a question by the Minister of Health of Venezuela, 
that although the health system was basically the same throughout Spain, and was entirely financed by tax 
revenue, in Catalonia the first steps had been taken to separate funding from provision. In Catalonia there 
were more private providers than in the rest of Spain, some of them for profit and others not, and they 
coexisted with a tradition of municipal foundations and hospitals of diverse origin which helped to provide 
health care. 

In order to rationalize the use of resources, Spain was introducing legal status for hospitals to enable 
them to enter into contractual arrangements with the public sector for the provision of services, even though 
they belonged to the public sector themselves. That was a starting point for introducing competition 
between public sector hospitals, all of which were financed by the public sector, but on the basis of their 
activities rather than of historic budgets as had so far been the case. That was the type of change that Spain 
was attempting to bring about, and Catalonia was certainly a few steps ahead. State laws had been 
introduced to provide for health reforms that would introduce competition into the public system and 
between the public and private sectors. 

The CHAIRMAN observed that unduly bureaucratic or overcentralized systems made effective 
management of resources difficult. Jamaica had taken a similar approach to Spain with the establishment 
of four regional statutory health authorities with responsibility for health care delivery. The Ministry of 
Health remained responsible for policy development, planning, and establishing and monitoring standards. 
Though the new structure was in its infancy, savings were already appearing. One issue was the 
remuneration of staff, who were now employed by the health authorities, though the traditional civil service 
protection had made adjustments in their conditions of employment difficult. 

Dr KARAM (Lebanon) said that much ofthe discussion had reflected concern that the health system 
should not be abused - by the supplier or the beneficiaries. Abuse by the supplier, whether public or 
private, had to be controlled by better management. Abuse by the beneficiaries, which could in fact lead 
to better health, could be limited by regulating the overuse of medication and diagnostic technology. In 
order to decrease expenditure on curative medicine, ministries should pay more attention to prevention, 
both by seeking to improve the environment and through preventive medicine, notably before birth and in 
early childhood. On the curative side, the taxing of patients through user fees to offset costs was often 
prompted by a fear of ill-use and abuse of hospital systems in many countries. 

The CHAIRMAN, closing the debate, suggested that for future round tables information on models 
or best practice in countries might be circulated beforehand to serve as pointers to the topics being 
considered. 1 

The meeting rose at 12:35. 

1 For the report of the Chairman to the Health Assembly, see document WHA52/1999/REC/2, ninth plenary meeting. 



4. HIVIAIDS: STRATEGIES FOR SUSTAINING AN ADEQUATE RESPONSE TO THE 
EPIDEMIC (Document A52/DIV/7) 

Wednesday, 19 May 1999, at 9:30 

Chairman: Mr M. TELEFONI RETZLAFF (Samoa) 

Dr SHISANA (Executive Director) pointed out that WHO had set up an Initiative on HIVIAIDS 
Sexually Transmitted Infections spread over 22 departments at headquarters and at regional and country 
levels. WHO, as a cosponsor ofUNAIDS, contributed to the multisectoral response by strengthening the 
health sector. 

The AIDS epidemic had been in existence for 15 years. In 1998 some 33.4 million people were 
infected by HIVIAIDS which, globally, had become the fourth major cause of death and constituted a 
particularly severe burden for developing countries. The problem was particularly acute in sub-Saharan 
Africa where 50% to 70% ofhospital beds in urban areas were occupied by HIVIAIDS patients. Health 
systems were failing to cope because staff often lacked the necessary skills and were themselves dying of 
the disease. The stigma attached to HIV I AIDS made the problem hard to address; health budgets were 
inadequate and drugs unaffordable, and insurance generally did not cover HIV I AIDS or discriminated 
against those infected by it. Many patients in developing countries were already deprived of treatment even 
for opportunistic infections. In view of the magnitude of the problem what could the Member States do 
to combat the spread of HIV? The answer might be to build on the principles of health care reform. In 
WHO's view that should involve strengthening health systems to enable them to cope with the epidemic 
by framing health policies that would support AIDS programmes; finding sustainable means to finance 
health care systems; training health workers and managers to deal with AIDS patients; establishing care 
alternatives such as day, hospice and home care; focusing on proven cost-effective interventions such as 
the control of sexually transmitted infections; screening blood and blood products; improving access to 
drugs to ensure that common HIV -related illnesses were treated at district level, and strengthening drugs 
programmes generally; striving to prevent women becoming infected and mother-to-child transmission by 
providing voluntary counselling and testing; ensuring the availability of zidovudine (AZT) to women who 
wished to take it; and counselling mothers on infant feeding options and improving labour and delivery 
practices. No single strategy would suffice; a combination of strategies and the determination of 
governments was required to meet the challenge of HIV I AIDS. 

Priority should be given to deciding on a minimum care package for people with HIV I AIDS and 
ways to strengthen health systems in order to cope with the epidemic. It was important to ascertain the 
value of voluntary counselling and testing, the requirements that needed to be met for notification of the 
authorities and individuals of the serostatus of infected persons, and ways in which access to drugs for 
HIV I AIDS and HIV -related illnesses could be improved. 

Dr PlOT (UN AIDS) said that the HIV I AIDS epidemic had now reached emergency proportions in 
numerous countries. A real political will was required to ensure that hard-won development gains were 
not obliterated by it. He noted four new developments in the combat against the disease: the increasing 
importance ofHIV/AIDS on the United Nations agenda and closer cooperation between the cosponsoring 
organizations of UN AIDS should ensure increased resources at global, regional and country levels; the 
World Bank was becoming a major catalyst for the partnership against AIDS in Africa and South-East 
Asia; UNICEF now classified HIV/AIDS as one of its three main priorities in the African region and 
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would be directing 50% of its resources for East Africa to combating the disease; and UNFP A intended 
to increase its technical expertise through its country support teams. 

Although there was now scientific evidence that AIDS prevention programmes were having a large
scale impact in certain countries, the decline in the incidence of the disease was not yet sharp enough to 
indicate that it had been halted. That would require a vaccine, which would not be available in the short 
term, therefore present actions would have to be stepped up. In the absence of the right technology a 
community-rooted, nationwide movement needed to be developed in which the role of government had to 
be defined. It might include the implementation of policies that impacted directly on HIVIAIDS, such as 
access to information via the mass media in schools, to condoms, to voluntary counselling and testing, and 
to care; but social and economic policies were also being shown to have a strong impact on the disease. 

However, health ministers were crucial in advocating an intensified and balanced approach which 
targeted people severely at risk while remaining generalized. They could also spearhead the movement to 
introduce greater transparency about HIVIAIDS, combat discrimination and involve people infected with 
the disease in any response. However, they had to show their commitment by prioritizing resources for 
HIV I AIDS programmes and providing advocacy. They also had to depart from traditional medical 
approaches and work with communities and the media. Regarding current confusion about the 
multisectoral response, its purpose was to bring together communities, districts and other sectors of society 
in the fight against HIVIAIDS and in alleviating the impact of the epidemic- a strategic planning exercise 
in which health ministers could coordinate the various actors involved. 

In sub-Saharan Africa, excluding South Africa, a total ofUS$ 165 million was spent on HIVIAIDS 
prevention in 1997, ofwhich US$ 150 million came from the donor community and US$ 15 million from 
domestic budgets. The fight against HIV I AIDS could not be won without realistic resources; that was why 
untapped resources had to be explored. In that respect, broad partnerships with governments, the 
international community and the private sector could make a difference. 

Dr DLAMINI (Swaziland) observed that Swaziland had a population of just under one million 
composed mainly of young people. A sentinel survey carried out in late 1998 showed that approximately 
22% of the population, most of whom were women or economically active young people, was seropositive. 
That constituted a burden both in terms of an increase in the numbers ofHIV-infected infants and orphans 
and of the elderly who were dependent on young and active relations. Approximately 60% of those 
admitted to hospital were seropositive, which put severe pressure on the available beds. Furthermore, 
community-based care facilities for those discharged from hospital were inadequate and the incidence of 
tuberculosis was increasing; 58% of tuberculosis sufferers were seropositive. 

The ability of the health sector to deal with the growing epidemic was restricted by a rate of zero 
economic growth which meant that the health budget remained at only 7% of the total budget. At the 
beginning of 1999 the Government had declared a state of emergency and a multi sectoral committee had 
been formed. Constrained by a lack of resources, the committee had decided to focus on education and 
prevention. Collaboration would begin at community level - to involve the people concerned in devising 
strategies- and extend to all agencies within the country. Because of the stigma attached to the disease, 
the denial phase had been prolonged, thus provoking the current parlous situation. 

The challenges Swaziland was facing included a lack of trained human resources to control the new 
type of epidemic and of the resources needed to train skilled personnel, care for the orphans, maintain a 
disintegrating social structure and combat a rising level of poverty. With so many of the population 
infected or dying from HIV I AIDS and 22% of young people seropositive, it was difficult to sustain the 
economy or to see a future for the country. The provision of drugs to prevent vertical transmission was not 
enough; the mothers and children also had to be supported and breast-milk substitutes supplied. The social 
impact of such measures also had to be assessed. However, it was important to promote women's health 
since women and children were the main target of the disease. 

Her country was grateful to UN AIDS, the European Union and the bilateral agencies for their aid 
efforts, but further strategies needed to be developed and adopted which involved the communities 
concerned. It should be internationally recognized that a genuine emergency situation akin to war existed 
in Africa as a whole, bearing in mind that more people would fall victim to HIV I AIDS than to any war 
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waged in that continent, and support should be provided that reflected that recognition. There was also a 
need for more research into the strains of the virus prevalent in sub-Saharan Africa, provision of technical 
support, training, empowerment of local personnel, and strategies to alleviate poverty. 

Dr SHALALA (United States of America) responding to the suggestion that the gravity of the 
situation now facing Africa merited a tangible response from the West, agreed that there was not only a 
moral obligation for the developed world to intervene in the fight against HIV I AIDS, but that it was also 
in its own best interests to do so. It was incumbent on it to support prevention efforts and to find a vaccine 
for AIDS that was globally effective. 

The fight against AIDS constituted a global war against an invisible enemy which could only be 
defeated by strong leadership. The health ministers of Thailand and Uganda could attest the effectiveness 
of strong leadership in introducing prevention campaigns and health strategies to reduce the incidence of 
HIV I AIDS. Even though the United States had a strong public health infrastructure, it had required the 
building of good advocacy groups and community-based strategies for prevention to reduce the incidence 
of the disease, which still remained higher in minority groups. There was now a need for new campaigns 
targeted specifically at intravenous drug users and minority groups, but to be effective they would have to 
be culturally sensitive and carried out in cooperation with advocacy groups and the health community. 

Prevention constituted the single most important front in the battle against HIV I AIDS. In the long 
run it would require a multibillion dollar investment to find the right vaccine, as well as research into a 
microbicide so that women could protect themselves directly. The United States was committed, with its 
international scientific partners, to investing the sums needed to find such a vaccine. Prevention, 
investment in science, working with UNAIDS to help countries develop their own strategies, putting 
together packages with a focus on tuberculosis as a prime cause of mortality and addressing sexually 
transmitted infections, rather than other opportunistic infections which could be satisfactorily treated 
through good science and health care, were current strategies. However, there was no substitute for an 
AIDS vaccine that was effective against all strains of the disease and so a flat-out effort would be made in 
that direction. 

In reply to the suggestion that concentrating solely on finding a vaccine was to ignore the plight of 
those already infected, she recalled that under the leadership ofUNAIDS, the United States Centers for 
Disease Control and Prevention and WHO, a cheaper AZT regimen for preventing mother-to-child 
transmission had been found. Until a vaccine was developed it was important to use what was available, 
although the wide-scale use of some treatments was beyond the means of even the wealthiest countries. 
It had been demonstrated, however, that it was feasible to use some treatments strategically while seeking 
a vaccine. Both short- and long-term strategies were required. Such a policy was not political: using what 
was available amounted to good practice in terms of science, medicine and health care. 

Dr SUKAROMANA (Thailand) said that although his country had been a forerunner in combating 
the disease, further efforts were required to achieve even greater success in the future. Although the 
prevalence of HIV I AIDS was declining, having to deal with over a million HIV positive individuals and 
more than 100 000 AIDS cases was overburdening Thailand's health services. The high incidence had 
resulted from an earlier reluctance to take the disease seriously, which should be a lesson to other countries. 
The first case ofHIV was diagnosed in 1985 and by 1990 the disease had assumed epidemic proportions. 
Initially, the Ministry of Public Health had concealed the information in order to protect the tourist industry. 
However, in 1991 the real situation had been made known and the Government had responded by taking 
a strong lead. A national committee on HIV prevention and control was formed which had gradually 
assumed overall responsibility for the HIV I AIDS issue. Political leadership was the single most important 
component in controlling the disease since it facilitated the introduction of coping mechanisms. Two 
additional factors were an effective system for straining donated blood and a strong hospital infrastructure. 
Thailand's annual HIV sentinel surveillance had been widely quoted, for example, in The world health 
report. The information was used to monitor the national control programme. 

In addition, three specific social measures, known collectively in Thailand as the "social vaccine" 
had proved to be highly effective: education for all citizens, in which the media, schools and entertainment 
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personalities participated in promoting campaigns focusing on safe sex, understanding HIV I AIDS, and the 
development of a positive attitude towards its victims; the attainment of I 00% condom use - since 1993 
condoms had been distributed free to all male homosexual workers; and the development of life skills 
among all schoolchildren to combat HIV I AIDS, smoking, and substance abuse through the introduction 
of guidelines, handbooks and training courses for schoolteachers to achieve universal coverage. As a result, 
the incidence of sexually transmitted diseases had reached an all-time low and, since 1996, HIV prevalence 
had levelled off. 

Low-cost AZT treatment had proved to be effective and, since 1997, had been issued free to all 
pregnant women to prevent mother-to-child transmission. However, the economic crisis had led to resource 
constraints and multidrug treatment to prolong the life of infected persons was no longer considered to be 
cost-effective. Instead of providing free or subsidized antiretroviral treatment, a strong social support 
system had been established in cooperation with nongovernmental organizations, communities and 
households. Developing countries could not afford the high cost of many drugs and vaccines, as well as 
testing procedures, for example, for heart disease. He therefore urged other countries to implement strong 
social measures. It would require firm global political leadership, solidarity and commitment to make the 
"social vaccine" universally available. HIV I AIDS should be regarded as a social rather than a medical 
issue to avoid overreliance on unaffordable medicines and vaccines which would only enhance poverty and 
social inequality. Primary prevention was a must, particularly in developing countries where resources 
were scarce. It would require aU-turn and a new way of thinking to enable future generations to survive 
the HIV I AIDS epidemic. 

Dr KIYONGA (Uganda) noted that in Uganda the incidence of HIVIAIDS had fallen, although 
approximately two million people remained seropositive. The strategy employed had been based on strong 
political leadership spearheaded by the President. From the outset openness had been regarded as the best 
policy and there had been a broad response from the population in finding ways to enhance prevention. 
In that way it had been possible to overcome deeply-rooted customs, for example, condoms were now 
widely used. Although they were distributed free of charge, more people were actually buying them. There 
had also been a noticeable change in behaviour: young people were having their first sexual experience 
later and casual sex was declining. Assistance from the donor community had enabled drugs to be 
purchased and effectively distributed. 

Despite participation in the UN AIDS pilot scheme on access to antiretroviral drugs, the inability of 
the State to subsidize access meant they were only available to the few who could afford them. However, 
pressure was growing for the State to subsidize access for those requiring treatment. AZT treatment to 
prevent mother-to-child transmission was about to be introduced, although again the cost might prove to 
be too high. There was also the question of the mother, who would remain seropositive and should 
therefore be treated as well. Uganda would continue to promote preventive measures, but nevertheless 
called on the international community to help in extending access to drugs and in supporting the 
development of a vaccine. 

In reply to a question on the role of traditional healers, he observed that they constituted an important 
sector in whom the population had considerable confidence. Their position was currently being formalized 
through official recognition and regulation. 

Dr DOTRES MARTiNEZ (Cuba) said that the incidence of AIDS in Cuba was very low: 2330 
seropositive individuals out of a population of 11 million. It was not, and never had been, an 
epidemiological problem. Nevertheless, as soon as the first cases had appeared in 1986, importance had 
been given to efforts to control AIDS and sexually transmitted infections. For most of the past 13 years, 
a governmental group had directed virtually all the comprehensive measures and policies through an 
intersectoral and community-based policy, with the participation of ministries and community 
representatives, and under the coordination of the Ministry of Health. Initially, the focus had been 
epidemiological: sick and seropositive individuals were monitored through a hospital-based programme. 
In the past seven years that approach had been supplemented by case management by family doctors, in 
other words management of cases in the community. 
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The approach adopted to the epidemic was based on the strength of the health system, which was 
free-of-charge, universal, and incorporated AIDS-control policy. Emphasis had been placed on the safe 
blood programme, i.e. on ensuring that blood transfusions were safe, and risk groups were subject to 
epidemiological monitoring. As a result of antenatal monitoring and of the mother and child programme, 
there had only been nine cases of transplacental transmission. The main problem in terms of sexual 
transmission was homosexual contagion. A major effort had been focused on homosexuals, on education 
and safe sex, and on ensuring the protection of the population as a whole, particularly by educating children 
and young people, with the involvement of the press and mass media. 

The education provided and the programmes implemented, as well as conditions in Cuba, had 
ensured that drug addiction was not a problem there. As a result, it played no part in HIV I AIDS 
transmission, as was unfortunately the case in other countries. 

Dr PIA TKIEWICZ (Poland) said that between 1986 and April 1999 the total number of HIV 
seropositive individuals in Poland had been 5700, ofwhom 60% were drug addicts. In 1999 the incidence 
of AIDS had also stabilized at approximately 110 cases. It was particularly encouraging that the number 
of deaths from AIDS was in decline. Overall, the incidence of AIDS in a population of almost 39 million 
was around 0.01%. Poland's experience of dealing with the disease dated back to 1985 with the 
appointment of a coordinator for all HIV I AIDS related problems. A national prevention and care 
programme was introduced for the period 1996 to 1998 and a further three-year programme was currently 
in the course of adoption. 

In reply to a question on Poland's successes and failures in dealing with drug users, he noted that 
during the past two years the number of seropositive drug users had almost halved. The national 
programme had focused on making advice and treatment available to seropositive individuals to help them 
to break their habit. There had been strong cooperation between the Government and the nongovernmental 
organizations who had played an active role in combating drug abuse. 

The influx of people from Poland's neighbour, Ukraine, where there was a high and rapidly rising 
incidence of sexually transmitted diseases, posed a problem although, to date, there had been no noticeable 
influence on seropositivity in Poland, nor had tuberculosis incidence increased. 

Regarding the influence of the Catholic Church in Poland, he recalled that the Church had 
established a special commission which cooperated with the Ministry of Health, and that, in fact, a Catholic 
priest acted as adviser to the Minister on problems linked to HIV I AIDS. 

Dr AL-BIN ALI (Qatar) said that the problem of HIV I AIDS in his country was not as serious as 
elsewhere. Qatar had stopped importing blood in 1986 and anyone coming to work in the country was 
screened. Control procedures were effective, as the existence of fewer than 140 seropositive cases and only 
five to six new cases each year indicated. All blood donors were screened as were all patients undergoing 
surgery or pathology tests. Initially, the use of birth control and condoms had elicited some discussion, but 
the effectiveness of condoms in controlling AIDS was now widely accepted, even by religious practitioners. 

Responding to a question on the difficulty of openly discussing homosexuality, he affirmed that sex 
education in schools still posed a problem. People were inhibited about any explicit mention of 
homosexuality and sexual matters generally, although he hoped that might change in the future. 

Professor KAKOU GUIKAHUE (Cote d'Ivoire) said that there was no cure-all strategy for AIDS 
control. As in any war, every strategy had to be considered. In addition to campaigns to promote the use 
of male and female condoms, education, and in future the protection of mothers in order to reduce vertical 
transmission of the virus, a programme to provide treatment for all infected persons was required. Failure 
to do so would be dereliction of duty. In every State, however the health system was funded, health was 
one of its duties. Public health involved huge expenditure, but every patient was convinced that his case 
was more important than the others. If a single person was afflicted with a disease, it accounted for perhaps 
0.001% in national terms, but for the patient it was 100%. Cote d'lvoire had therefore decided, with the 
support of the international community, to commit itself to treating seropositive individuals. It should be 
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remembered that being seropositive did not mean that an individual already had the disease; it was but the 
serological sign ofbeing infected. 

IfUNAIDS existed it was perhaps because it had been realized that AIDS threatened to decimate 
humanity. Free medication was not desirable, as experience had shown that it was not taken seriously. 
People had to participate, even at a reduced cost. The United States was investing huge amounts in vaccine 
research, but it should also invest heavily in protection for mothers and children in order to block mother
to-child transmission pending the discovery of a vaccine, which would be useless if it only became 
available by the time everyone had become seropositive. 

When discussing prevention, thoughts turned first of all to condoms, but some people discouraged 
their use on the grounds that they were imposed by the countries that manufactured them, in order to earn 
profits, and had to be imported in poor countries where they were not manufactured. However, mothers 
and children should be protected first of all. A woman who agreed to be screened and who was found to 
be seropositive should be given medication to ensure that her child was not seropositive. Even ifthere was 
no question of treating all seropositive individuals, it would be a significant step if all international 
assistance were to be concentrated and if UNAIDS mobilized its resources to introduce mandatory 
treatment for all women of child-bearing age. 

Dr SHALALA (United States of America) recalled that the United States had provided the funding 
for research carried out in Cote d'Ivoire and Thailand that had developed an AZT regime for pregnant 
women that was 15 times cheaper than the longer version. 

Dr KOUCHNER (France) said that he favoured prevention and a vaccine. No one could accept that 
there should be two categories of citizen in the world, poor and rich, the poor being condemned to die of 
AIDS, the rich enjoying the benefits of a 57% reduction in mortality in 1999. The burden had to be shared; 
that was the meaning of therapeutic solidarity or therapeutic intervention. The issue was not to cut back 
on budgetary allocations for prevention. The greater the effort at prevention the better. The European 
Parliament had recently added a budget line designated as the International Therapeutic Solidarity Fund. 
Its purpose was to offer access to treatment to the poorest populations. Even if it was not possible 
immediately to provide treatment for all those who wanted it, the fund at least had the merit of promoting 
prevention. It was widely recognized that prevention, information and education could be effective only 
ifthere was hope. The fund, which had been proposed by France, had already been accepted at the Abidjan 
Conference and by other countries, and there was reason to hope that in the near future it would be accepted 
by all. Funding would be on a project-by-project basis, beginning with prevention of mother-to-child 
transmission ofthe virus. The World Bank had given its agreement, and from the outset the fund had 
cooperated with UNAIDS, which selected projects. However, UN AIDS had no funds to implement those 
projects. It had already made heavy demands on pharmaceutical laboratories, which had considerably 
reduced their prices, and further efforts would be made. An appeal also had to be made to the private 
sector, and in particular to the major international foundations. He envisaged an international effort 
wherein everyone who purchased drugs throughout the world would make a small sacrifice to enable the 
developing countries to treat the disease. The fund was an incentive. Cote d'Ivoire's example represented 
a tangible innovation that would be multiplied two-, three- or even fourfold in 1999. Such was the fund's 
ambition, and it did not wish to venture alone. Society at large, associations and foundations should play 
their part; the effort at therapeutic intervention, at therapeutic solidarity should be worldwide, otherwise 
it would fail. 

Dr PlOT (UN AIDS) said that UNAIDS had been set up as a result of a decision by the Health 
Assembly and by the United Nations Economic and Social Council, in other words, by the Member States. 
Those responsible for the decision had demonstrated a sense of vision which had long been lacking within 
the international community. In 1994, it had not seemed so obvious that AIDS was to become one of the 
major catastrophes of our era. Of course, it was a disease, and therefore a health problem, but it was a 
disease with implications in every sphere. Together with armed conflicts, it had become the major 
development issue of the age. It was too heavy a burden to be borne by any one individual, by a single 
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sector or ministry. In order to ensure that efforts to control the disease were effective, it had been decided 
to consolidate efforts within the United Nations. In a word, the aim was to ensure that each United Nations 
agency did more, and that it did it better. HIV I AIDS was at the top of the agendas of those different actors. 
The battle would never be won if AIDS was restricted within a biomedical straightjacket; it was necessary 
to resort to the whole arsenal of modern medicine in order effectively to control the disease. 

The joint effort was of vital importance because it represented political mobilization; without such 
political mobilization, it would be impossible to secure the necessary resources or to take the difficult 
decisions required. Carefully coordinated action programmes were necessary to avert wastage of resources. 
Resources had to be mobilized in order to implement the programmes; partnerships should be broadened, 
whether with industry, nongovernmental organizations or religious groups; and technical resources had 
to be increased. 

Professor KAKOU GUIKAHUE (Cote d'Ivoire) said that the International Therapeutic Solidarity 
Fund, which was in its infancy, would never suffice if the full price of drugs were taken into account. As 
part of an initiative covering four countries, including Cote d'Ivoire, UNAIDS had been able to persuade 
pharmaceutical laboratories to reduce the price of drugs by 60% to 70%. Many laboratories, if not all, had 
responded to UNAIDS' appeal. As a result, in Cote d'Ivoire the cost of triple combination therapy had 
been reduced from US$ 1030 per month to US$ 200, which was still very expensive. As a further example, 
dual combination therapy would cost patients US$ 769 per month without the intercession ofUNAIDS; 
after its intercession, the cost had been reduced to US$ 153 per month. The domestic fund set up in Cote 
d'Ivoire had made it possible to cover more than 50% of the remaining cost, thus reducing the cost of 
treatment to US$ 80. Needless to say, if the number of countries interested, and therefore the number of 
persons to be treated increased, the laboratories would have to make an additional effort. Consequently 
he appealed to the countries of the North to assist UN AIDS. AIDS was a serious problem, and UNAIDS 
should be given all the resources required to bring it under control. 

Dr DLAMINI (Swaziland) said that in southern Africa an effort was being made to negotiate bulk 
purchasing of antiretrovirals on behalf of groups of countries. It was important to involve the corporate 
world in tackling the spread of AIDS. However, that created ethical problems for the governments 
concerned as to their own involvement in initiatives sponsored by pharmaceutical companies, such as the 
multimillion dollar five-year pilot project centred on five southern African countries. Among the moral 
dilemmas facing the countries involved, which had small budgets, were the absence of treatment for people 
not involved in the pilot studies, as well as the fate, when the schemes ended, of those who, for five years, 
would have been provided with antiretroviral sprays. Such issues needed to be discussed urgently with the 
pharmaceutical companies, nongovernmental organizations and other agencies. 

Professor ZELTNER (Switzerland) suggested that both countries and pharmaceutical companies 
needed to form communities in order to hold effective discussions and overcome mutual suspicions. 

Mrs CAPLAN (Canada), referring to the problem of reconciling trade agreements with the 
manufacture of low-cost copies of AZT, said that certain disputes were currently under discussion. Canada 
believed that drugs were only part of the solution to such a devastating problem. It was also important to 
ensure that the drugs reached the people they would benefit, particularly in the case of mother-to-child 
transmission, and to monitor their cost-effectiveness. Community groups and nongovernmental 
organizations had proved effective in promoting prevention and in evaluating therapies. 

Mrs N'DIA YE (Mali) said that although AIDS prevalence was not high in Mali, bearing in mind the 
continued practice of polygamy, and the status of women within households, even that small percentage 
was a risk. Her country's strategy was prevention based on strong community participation. In addition 
to prevention, patients had to be treated, especially women, requiring a combination of efforts to control 
the disease and prevention of vertical transmission. In Mali, 450 000 women were likely to become 
pregnant each year, with no indication of how many of them could be infected with the virus. It was 
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necessary to see beyond the statistics and to start to take action. She too called on other partners to join 
France and the European Union to help to prevent vertical transmission. It was on that form of prevention 
that Mali intended to focus its efforts. 

Mr KEDELLA (Chad) said that in Chad, prevalence was not very high, and the current emphasis 
was on prevention. Chad had a national AIDS control programme, and there were sentinel sites throughout 
the country. For several years, the Chadian authorities had been running educational campaigns among 
the population to draw attention to the seriousness of the threat posed by AIDS, particularly to women. 

Dr THIMOSSAT (Central African Republic) said that unfortunately, the Central African Republic 
was among those countries of sub-Saharan Africa that was most affected by AIDS. Seroprevalence in the 
country was around 15%, representing approximately 80 000 seropositive individuals and at least 1 0 000 
persons with AIDS. The Health Department had a service responsible for family health and for the health 
of the population, responsible in particular for measures to ensure healthy family reproduction, with priority 
for preserving the health of mothers and children. Women's networks, which were extremely active in the 
field of AIDS, and numerous nongovernmental organizations active in the field also made a valuable 
contribution. Despite the seriousness ofthe problem, his country was still little known and received scant 
assistance. 

Professor LUO (Zambia) expressed anxiety at the continued spread of the epidemic in his country 
despite a number of good innovative programmes. To combat HIV I AIDS effectively, it was a mistake to 
focus on particular groups or individuals. The approach should be holistic. It was also a mistake to assess 
the severity of the epidemic in terms of individual countries. One of the reasons it had escalated in Africa 
was because the richer countries, which had managed to contain the epidemic, now complained of donor 
fatigue. Such an attitude was unrealistic so long as people travelled between Africa, America, Europe and 
Asia. It was in other countries' interests to invest in controlling the disease in Africa. 

Of the US$ 150 million already invested by donor countries, the bulk had gone to consultancies, 
workshops and conferences. He had recently been asked to approve a programme for Zambia worth 
US$ 250 million ofwhich only US$ 50 million would go into actual HIV/AIDS prevention. The rest was 
for the salaries and other expenses of non-Zambians flown in to administer the programme. 

Mr HONG Sun Huot (Cambodia) said that HIV/AIDS had emerged only recently in Cambodia. The 
infection had been detected only in 1991 among blood donors. By 1998, the number of cases of HIV 
infection had already risen to 180 000. The epidemic was therefore constantly spreading, and its prevalence 
among the population aged from 18 to 45 was over 3%. The Government had set up a national AIDS 
control agency, under the supervision of the Prime Minister, and an education campaign was under way 
among the population. There were currently some 1500 AIDS cases in Cambodia, but the Government 
lacked the financial resources to provide them with treatment. For that reason, he commended the initiative 
taken by France to propose the International Therapeutic Solidarity Fund. 

Dr EHTUISH (Libyan Arab Jamahiriya) said that in the Bengazi Children's Hospital, 48 patients 
were found to be seropositive in July 1998; mothers were found to be seronegative. Help was sought, and 
received, from other countries and from WHO. 

Transmission in Libya was horizontal. The cost of treatment was exorbitant, and there was no 
generic medication. No AIDS patient of foreign nationality was allowed to stay in, or enter, Libya. Blood 
was no longer imported from abroad, and blood products were tested to ensure that they were safe. 
Information campaigns were needed in order to raise awareness and promote prevention. National 
programmes could combat the disease, with the help of experience of other countries in that field. 

The best method of prevention would be the development of a vaccine; donors should concentrate 
on research aimed at finding a vaccine. 
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Mr KAL WEO (Kenya) said that the prevalence of mother-to-child transmission was very high in 
Kenya and that most mothers depended on breastfeeding to ensure the survival of their children. 
Information was currently being made available and where mothers were tested and found seropositive they 
were being counselled against breastfeeding. But the practice was constrained by the high price of milk 
substitutes. 

The average prevalence ofHIV in the population generally was approximately 12%, but the figure 
increased to between 35% and 40% in some sentinel surveillance centres. The government was addressing 
the issue aggressively by focusing on promotion and prevention at community level. 

He agreed with the Minister from Swaziland that lobbying by individual countries was not effective. 
It might be advisable for WHO to lobby on their behalf, particularly in making drugs available. Many 
patients were embittered because the treatment existed but was beyond their means. Solidarity was required 
to make the technologies available to everyone. 

Mr MASHAKO (Democratic Republic of the Congo) said that breastfeeding posed a difficult 
problem, as it clashed with custom. In his country too, seropositive mothers had been discouraged from 
breastfeeding their children and seronegative mothers in communities had been asked to breastfeed the 
children of seropositive mothers. Such practices existed in Congolese society, and were one solution. 
Another was bottle-feeding. On account of its cost, families, the community and groups were encouraged 
to adopt that solution only when there was no alternative. 

Prevalence rates were increasing in the eastern region of the Democratic Republic of the Congo. 
However, he drew attention to the use by invading armies of seropositive soldiers to rape women in a given 
area. Not only had war raised the risk of AIDS transmission, but had turned it into a formidable weapon 
to exterminate a population. 

Dr DLAMINI (Swaziland) recalled the difficulty of counselling pregnant mothers, among whom the 
prevalence rate in August 1998 was 30.6%, against breastfeeding when no affordable alternatives existed. 
Women were also being educated to use contraception, but to have an impact on HIV female condoms had 
to be widely available. For education to be effective, people had to have access to the necessary tools. 

Professor ZEL 1NER (Switzerland) responding to a question on notifYing an infected person's sexual 
partner or partners, affirmed that in Switzerland that was the practice provided he or she agreed. 
Notification was a part of the counselling procedure suggested to physicians once a patient was diagnosed 
as seropositive. It was important that testing should include real and pragmatic solutions to enable people 
to manage their lives. Notification was ruled out where the person would not agree. 

Professor LUO (Zambia) observed that heterosexual transmission meant that everyone was at risk, 
and that the issue of confidentiality and human rights needed to be examined. The debate hinged on 
whether the right of one individual superseded the rights of millions of people, the family and the unborn 
child. 

Dr KOUCHNER (France) raised the possibility of authorizing a partial breach of confidentiality in 
certain circumstances. In France, the President of the Medical Association had been asked to examine, in 
conjunction with a group of jurists and physicians, the proper attitude when one spouse or partner did not 
want it to be known that he or she was seropositive. The conclusion had been that the spouse or partner 
should not be informed against the other party's wishes. In France as elsewhere, information should be a 
basis for a change in attitudes. It was in that respect that patients' associations, associations of seropositive 
individuals and other associations had an essential role to play, for example by supporting women in their 
families if they decided to bottle-feed their babies. 

Dr SATCHER (United States of America) affirmed that the issue of anonymous testing versus HIV 
name reporting was a cause of anxiety in his country and that HIV infection reporting was crucial to the 
future handling of the epidemic. Thirty-two states had already adopted HIV name reporting, although the 
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practice was controversial. It was important to convince people that HIV name reporting was confidential 
and confined to within the public health system. 

Mr MASHAKO (Democratic Republic of the Congo) said that in the last 15 years or so education 
campaigns in his country had led to a change in attitudes to the dilemma posed by the need to respect 
confidentiality and to protect persons in danger. Currently, almost one out of every two individuals agreed 
to allow a member of their family, who was not necessarily their spouse, to be informed; the person could 
be someone who would take on responsibility for the family, or an official from an association of people 
living with HIV. 

Mrs PAUL (Dominica) said that in Dominica it was not mandatory for the HIV -infected person to 
notify members of the family or their spouse. The issue was highly problematic and WHO should be 
involved in introducing the necessary protocols. 

Dr DOTRES MARTiNEZ (Cuba), in reply to the question of whether partners were informed on 
a voluntary or compulsory basis, said that in Cuba priority was given to the health of the whole community. 
There were highly professional teams that visited people as soon as they were diagnosed seropositive, 
provided them with explanations, and tried to persuade them that it was best to inform their spouse. As 
a rule, they were successful, because in such circumstances a sense of responsibility towards the rest of the 
community, stemming from psychological and comprehensive preparation, prevailed. Exceptionally, the 
situation might be different, and it was necessary to be more persuasive. 

Dr STAMPS (Zimbabwe) asked how UN AIDS was combating the risk of HIV -vertical transmission 
through breastfeeding by HIV -positive mothers, and why black people were being denied access to 
antiretroviral therapies. 

Dr NIKOGOSIAN (Armenia), referring to research for new drugs, said that regardless of the country 
conducting it, the problem was a priority for the whole of humanity. In his own country, experiments were 
under way for the approval of a new AIDS drug, and there were grounds to expect they would succeed. 
Similar experiments were under way elsewhere. Such experiments should be conducted under international 
control, and countries could assist each other with the approval of new drugs. Armenia was willing to 
participate in such cooperation. 

Dr PlOT (UN AIDS) pointed out that clear policy guidelines on breastfeeding had been developed 
as recently as last year. The problem was finding the resources to implement them in the poorer countries. 
He hoped that the pilot projects being carried out in some 10 countries would provide practical solutions 
for preventing mother-to-child transmission. 

Together with WHO and UNICEF, UNAIDS was looking into mechanisms for improving access 
to care for HIV sufferers. It was important to ensure they were not excluded and received humane 
treatment. Standards of care had to be established at community level to ensure that all patients had access 
to treatment for opportunistic infections. Such measures were feasible within current drug budgets. Ways 
of widening access to the latest therapies also needed to be explored. 

Notification of HIV cases to public health authorities for purposes of monitoring the epidemic 
required careful organization and had to be carried out confidentially. Rather than focusing exclusively 
on notification of families, partners and caregivers in terms of individual and human rights, the experiences 
of the Democratic Republic of the Congo, Malawi and Uganda had demonstrated that counselling could 
be very effective. 

He agreed with the Minister of Zambia that rationalization was needed to ensure that aid arrived at 
community level. 

Mr KEDELLA (Chad), referring to the information provided by the Minister of Health of the 
Democratic Republic of the Congo that seropositive soldiers were used to rape Congolese women, said that 
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if such was the case, that practice should be brought to the attention of the Health Assembly, which should 
condemn it. 

The CHAIRMAN, after an exchange of courtesies, closed the meeting. 1 

The round table rose at 12:50. 

1 For the report of the Chairman to the Health Assembly, see document WHA52!1999/REC/2, ninth plenary meeting. 





PART III 

REPORTS OF COMMITTEES 





The text of resolutions and decisions recommended in committee reports and subsequently adopted 
without change by the Health Assembly have been replaced by the serial number (in square brackets) under 
which they appear in document WHA52/1999/REC/1. The verbatim records of plenary meetings at which 
these reports were approved are reproduced in document WHA52/1999/REC/2. 

COMMITTEE ON CREDENTIALS 

First report1 

[A52/32- 18 May 1999] 

I. The Committee on Credentials met on 18 May 1999. Delegates of the following Member States 
were present: Andorra, Angola, Colombia, Costa Rica, Cyprus, Guinea, Iceland, Maldives, Palau, Portugal, 
United Republic of Tanzania and United Arab Emirates. 

2. The Committee elected the following officers: Dr C.T.O. Otto (Palau)- Chairman; Dr C. Loua 
(Guinea)- Vice-Chairman; Dr A. Waheed (Maldives)- Rapporteur. 

3. The Committee examined the credentials delivered to the Director-General in accordance with 
Rule 22 of the Rules ofProcedure of the World Health Assembly. 

4. The credentials of the delegates of the Member States shown in the list at the end of this report were 
found to be in conformity with the Rules of Procedure; the Committee therefore proposes that the World 
Health Assembly should recognize their validity. 

5. The Committee examined notifications from the Member States listed below, which, while indicating 
the names of the delegates concerned, could not be considered as constituting formal credentials in 
accordance with the provisions of the Rules of Procedure. The Committee therefore recommends to the 
World Health Assembly that the delegates of these Member States be provisionally seated with all rights 
in the Assembly pending the arrival of their formal credentials: Armenia, Bahamas, Bangladesh, Belarus, 
Belgium, Benin, Bosnia and Herzegovina, Central African Republic, Chad, Colombia, Cote d'Ivoire, 
Croatia, Djibouti, Ethiopia, Georgia, Haiti, Honduras, Iran (Islamic Republic of), Marshall Islands, 
Mozambique, Namibia, Nicaragua, Niger, Panama, Paraguay, Republic ofKorea, Saint Lucia, Seychelles, 
Sierra Leone, Spain, Tajikistan and Venezuela. 

States whose credential it was recommended should be recognized as valid (see paragraph 4 above) 

Afghanistan; Albania; Algeria; Andorra; Angola; Antigua and Barbuda; Argentina; Australia; Austria; 
Azerbaijan; Bahrain; Barbados; Belize; Bhutan; Bolivia; Botswana; Brazil; Brunei Darussalam; 
Bulgaria; Burkina Faso; Burundi; Cambodia; Cameroon; Canada; Cape Verde; Chile; China; 
Comoros; Congo; Cook Islands; Costa Rica; Cuba; Cyprus; Czech Republic; Democratic People's 
Republic of Korea; Democratic Republic of the Congo; Denmark; Dominica; Dominican Republic; 
Ecuador; Egypt; El Salvador; Equatorial Guinea; Eritrea; Estonia; Fiji; Finland; France; Gabon; 

1 Approved by the Health Assembly at its fifth plenary meeting. 
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Gambia; Gennany; Ghana; Greece; Grenada; Guatemala; Guinea; Guinea-Bissau; Guyana; Hungary; 
Iceland; India; Indonesia; Iraq; Ireland; Israel; Italy; Jamaica; Japan; Jordan; Kazakhstan; Kenya; 
Kiribati; Kuwait; Kyrgyzstan; Lao People's Democratic Republic; Latvia; Lebanon; Lesotho; Liberia; 
Libyan Arab Jamahiriya; Lithuania; Luxembourg; Madagascar; Malawi; Malaysia; Maldives; Mali; 
Malta; Mauritania; Mauritius; Mexico; Monaco; Mongolia; Morocco; Myanmar; Nepal; Netherlands; 
New Zealand; Nigeria; Niue; Norway; Oman; Pakistan; Palau; Papua New Guinea; Peru; Philippines; 
Poland; Portugal; Qatar; Republic of Moldova; Romania; Russian Federation; Rwanda; Saint Kitts and 
Nevis; Saint Vincent and the Grenadines; Samoa; San Marino; Sao Tome and Principe; Saudi Arabia; 
Senegal; Singapore; Slovakia; Slovenia; Solomon Islands; South Africa; Sri Lanka; Sudan; Swaziland; 
Sweden; Switzerland; Syrian Arab Republic; Thailand; The former Yugoslav Republic of Macedonia; 
Togo; Tonga; Trinidad and Tobago; Tunisia; Turkey; Tuvalu; Uganda; Ukraine; United Arab 
Emirates; United Kingdom of Great Britain and Northern Ireland; United Republic of Tanzania; United 
States of America; Uruguay; Vanuatu; VietNam; Yemen; Zambia; Zimbabwe. 

Second report1 

[A52/42- 25 May 1999] 

1. On 24 May 1999, the Bureau ofthe Committee on Credentials examined the formal credentials of 
the delegations of the following Member States who had been seated provisionally in the World Health 
Assembly pending the arrival of their formal credentials: Armenia, Bahamas, Bangladesh, Belarus, 
Belgium, Benin, Chad, Colombia, Cote d'Ivoire, Croatia, Georgia, Haiti, Honduras, Iran (Islamic Republic 
of), Mozambique, Namibia, Nicaragua, Niger, Paraguay, Republic of Korea, Saint Lucia, Seychelles, Sierra 
Leone, Spain, Tajikistan and Venezuela. 

2. These credentials were found to be in conformity with the Rules of Procedure, and the Bureau 
therefore proposes that the World Health Assembly recognize their validity. 

COMMITTEE ON NOMINATIONS 

First reporf 

[ A52/28 - 17 May 1999] 

The Committee on Nominations, consisting of delegates of the following Member States: 
Bangladesh, Botswana, Brazil, China, Dominica, Ecuador, Ethiopia, France, Greece, Honduras, Hungary, 
Iran (Islamic Republic of), Liberia, Myanmar, Namibia, Nigeria, Paraguay, Poland, Qatar, Russian 
Federation, Rwanda, Solomon Islands, Tonga, United Kingdom of Great Britain and Northern Ireland, and 
Dr F .R. Al-Mousawi, Bahrain (ex officio) met on 17 May 1999. 

1 Approved by the Health Assembly at its ninth plenary meeting. 

2 Approved by the Health Assembly at its second plenary meeting. 
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In accordance with Rule 25 ofthe Rules of Procedure ofthe Health Assembly and respecting the 
practice of regional rotation that the Assembly has followed for many years in this regard, the Committee 
decided to propose to the Assembly the nomination of Mrs Maria de Belem Roseira (Portugal) for the 
Office of President of the Fifty-second World Health Assembly. 

Second report1 

[ A52/29 - 17 May 1999] 

At its first meeting held on 17 May 1999, the Committee on Nominations decided to prppose to the 
Assembly, in accordance with Rule 25 of the Rules of Procedure ofthe Health Assembly, the following 
nominations: 

Vice-Presidents of the Assembly: Dr T.J. Stamps (Zimbabwe); Mr J. Junor (Jamaica); 
Dr E.F. Ehtuish (Libyan Arab Jamahiriya); Mr S.U. Yusuf(Bangladesh); Mr M. Telefoni 
Retzlaff (Samoa); 

Committee A: Chairman -Dr A.J.M. Sulaiman (Oman); 

Committee B: Chairman - Dr R. Tapia (Mexico). 

Concerning the members of the General Committee to be elected under Rule 31 of the Rules of 
Procedure of the Health Assembly, the Committee decided to nominate the delegates of the following 
17 countries: Argentina, Benin, Burkina Faso, Cape Verde, China, Cuba, France, Israel, Japan, Kenya, 
Lebanon, Lithuania, Russian Federation, Sri Lanka, United Kingdom of Great Britain and Northern Ireland, 
United States of America, Zambia. 

Third reporf 

[A52/30- 17 May 1999] 

At its first meeting held on 17 May 1999, the Committee on Nominations decided to propose to each 
of the main Committees, in accordance with Rule 25 of the Rules of Procedure of the Health Assembly, 
the following nominations for the Offices of Vice-Chairmen and Rapporteur: 

Committee A: 

Committee B: 

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

Vice-Chairmen: Mr J. Eskola (Finland) and Mr B. Kesang (Bhutan); 
Rapporteur: Dr M.E. Mbaiong (Chad). 

1 Approved by the Health Assembly at its second plenary meeting. 

2 See summary records ofthe first meetings of Committees A and B (pp. ll and 147). 
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GENERAL COMMITTEE 

Report1 

Election of Members entitled to designate a person 
to serve on the Executive Board 

[A52/35- 22 May 1999] 

At its meeting held on 21 May 1999, the General Committee, in accordance with Rule 102 of the 
Rules of Procedure of the Health Assembly, drew up the following list of 10 Members, in the English 
alphabetical order, to be transmitted to the Health Assembly for the purpose of the election of 10 Members 
to be entitled to designate a person to serve on the Executive Board: Belgium, Chad, Comoros, Congo, 
Cote d'Ivoire, Guatemala, India, Lebanon, Switzerland, Vanuatu. 

In the General Committee's opinion these 10 Members would provide, if elected, a balanced 
distribution on the Board as a whole. 

COMMITTEE A 

First reporf 

[A52/36- 22 May 1999] 

On the proposal of the Committee on Nominations,3 Mr S. Nuamah Donkor (Ghana) and 
Dr M. Taha bin Arif (Malaysia) were elected Vice-Chairmen, and Professor A. Akanov (Kazakhstan), 
Rapporteur. 

Committee A held its first three meetings on 17, 19 and 20 May 1999 under the chairmanship of 
Dr A.J.M. Sulaiman (Oman}, its fourth meeting on 20 May 1999 under the chairmanship ofMr S. Nuamah 
Donkor (Ghana}, and its fifth and sixth meetings on 21 May 1999 under the chairmanship of 
Dr A.J.M. Sulaiman (Oman). 

It was decided to recommend to the Fifty-second World Health Assembly the adoption of resolutions 
relating to the following agenda items: 

12. Proposed programme budget for the financial period 2000-2001 
Reimbursement of travel expenses for attendance at regional committees [WHA52.9] 

13. Technical and health matters 
Smallpox eradication: destruction of variola virus stocks [WHA52.1 0] 
Roll Back Malaria [WHA52.11 ]. 

1 See document WHA52/1999/REC/2, verbatim record ofthe ninth plenary meeting, section 7. 

2 Approved by the Health Assembly at its ninth plenary meeting. 

3 See the third report ofthe Committee on Nominations, above. 
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Second report1 

[A52/38- 24 May 1999] 

Committee A held its seventh meeting on 22 May 1999 under the chairmanship of 
Dr M. Taha bin Arif (Malaysia) and Dr A.J.M. Sulaiman (Oman). 

It was decided to recommend to the Fifty-second World Health Assembly the adoption of resolutions 
relating to the following agenda item: 

13. Technical and health matters 
Towards a WHO framework convention on tobacco control [WHA52.18] 
Revised drug strategy [WHA52.19]. 

Third report1 

[A52/39- 24 May 1999] 

Committee A held its eighth meeting on 24 May 1999 under the chairmanship of 
Dr A.J.M. Sulaiman (Oman). 

It was decided to recommend to the Fifty-second World Health Assembly the adoption of a 
resolution relating to the following agenda item: 

12. Proposed programme budget for the financial period 2000-2001 
Appropriation resolution for the financial period 2000-2001 [WHA52.20]. 

Fourth reporf 

[A52/41- 25 May 1999] 

Committee A held its eighth and ninth meetings on 24 May 1999 under the chairmanship of 
Dr A.J.M. Sulaiman (Oman). 

It was decided to recommend to the Fifty-second World Health Assembly the adoption of resolutions 
relating to the following agenda item: 

13. Technical and health matters 
Poliomyelitis eradication [WHA52.22] 
Strengthening health systems in developing countries [WHA52.23] 
Prevention and control of iodine deficiency disorders [WHA52.24]. 

1 Approved by the Health Assembly at its ninth plenary meeting. 

2 Approved by the Health Assembly at its tenth plenary meeting. 
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COMMITTEEB 

First report1 

[A52/33- 21 May 1999] 

Committee B held its first meeting on 18 May 1999 under the chairmanship of Dr R. Tapia 
(Mexico). After consideration of the proposal of the Committee on Nominations,2 Mr J. Eskola (Finland) 
and Mr B. Kesang (Bhutan) were elected Vice-Chairmen and Dr M.E. Mbaiong (Chad) Rapporteur. 

The second and third meetings were held on 20 May 1999 and it was decided to recommend to the 
Fifty-second World Health Assembly the adoption of resolutions relating to the following agenda items: 

15. Management and financial matters 
• Status of collection of assessed contributions, including Members in arrears in the payment 

of their contributions to an extent which would justify invoking Article 7 of the 
Constitution 

Status of collection of assessed contributions [WHA52.1] 
Arrears in payment of contributions: Latvia [WHA52.2] 
Arrears in payment of contributions: Liberia [WHA52.3] 
Members in arrears in the payment of their contributions to an extent which would 
justify invoking Article 7 of the Constitution [WHA52.4] 

I 7. Health conditions of, and assistance to, the Arab population in the occupied Arab territories, 
including Palestine [WHA52.5]. 

Second report1 

[A52/34- 22 May 1999] 

Committee B held its fourth and fifth meetings on 21 May 1999 under the chairmanship of 
Dr R. Tapia (Mexico). 

It was decided to recommend to the Fifty-second World Health Assembly the adoption of resolutions 
and a decision relating to the following agenda items: 

18. Collaboration within the United Nations system and with other intergovernmental 
organizations 

Agreement between the World Health Organization and the Universal Postal Union 
[WHA52.6] 
Active ageing [WHA52. 7] 
WHO's participation in the United Nations Development Assistance Framework 
(UNDAF) exercise [WHA52(9)] 

15. Management and financial matters 
• Appointment of the External Auditor [WHA52.8]. 

1 Approved by the Health Assembly at its ninth plenary meeting. 

2 See the third report of the Committee on Nominations, above. 



COMMITTEE REPORTS 281 

Third report1 

[A52/37- 24 May 1999] 

Committee B held its sixth meeting on 22 May 1999 under the chairmanship of Mr J. Eskola 
(Finland). 

It was decided to recommend to the Fifty-second World Health Assembly the adoption of resolutions 
and a decision relating to the following agenda items: 

18. Collaboration within the United Nations system and with other intergovernmental 
organizations 

Support to Central American countries affected by Hurricane Mitch [WHA52.12] 
15. Management and financial matters 

• Amendments to the Staff Regulations and Rules 
Salaries of staff in ungraded posts and of the Director-General [WHA52.13] 

• Appointment of representatives to the WHO StaffPension Committee [WHA52(10)] 
• Unaudited interim financial report on the accounts of WHO for 1998 and comments thereon 

of the Administration, Budget and Finance Committee; report of the External Auditor; 
report of the Internal Auditor 

Unaudited interim financial report on the accounts of WHO for 1998; report of the 
External Auditor; report ofthe Internal Auditor [WHA52.14] 

• Real Estate Fund [WHA52.15] 
• Amendments to Financial Regulations and Rules [WHA52.16] 
• Scale of assessments for the financial period 2000-200 I [WHA52.17]. 

Fourth reportl 2 

[A52/40 - 25 May 1999] 

Committee B held its seventh and eighth meetings on 24 May 1999 under the chairmanship of 
Mr B. Kesang (Bhutan) and Mr J. Eskola (Finland) respectively. 

It was decided to recommend to the Fifty-second World Health Assembly the adoption of a 
resolution relating to the following agenda item: 

19. Reform ofthe Health Assembly [WHA52.21]. 

1 Approved by the Health Assembly at its ninth plenary meeting. 

2 Approved by the Health Assembly at its tenth plenary meeting. 
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